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THE AMERICAN PSYCHIATRIC ASSOCIATION IN RELATION TO 
AMERICAN PSYCHIATRY : 


HARRY C. SOLOMON, M. D.* 


From the time of its founding in 1844 
as the Association of Superintendents of 
American Asylums for the Insane our Asso- 
ciation has mirrored the thinking and activi- 
ties of those interested and working in what 
we now call psychiatry. During its 114 
years, it has sought to guide and influence 
the care of the mentally ill. 

Each of the 13 able and active gentlemen 
who founded the Association was the super- 
intendent of a mental hospital. For at least 
75 years the superintendents and staff physi- 
cians of American mental hospitals guided 
the Association's development. They relied 
on their Association to provide them a place 
to meet and discuss matters of common 
concern. The problems they discussed were 
primarily concerned with giving aid and 
comfort in hospital settings to individuals 


afflicted with psychoses. Almost immediately 


the early members of the Association ap- 
pointed committees to deal with problems of 
current concern to them. A journal was 
promptly produced under the Association's 
auspices, by the Superintendent of the Utica 
State Hospital and it has flourished from 
its inception. The volumes of the American 
Journal of Insanity which later became the 
American. Journal of Psychiatry, are our 
best single source reference for tracing the 
development of organized psychiatry over 
the years. 

In the early 1850's our predecessors in the 
Association began to report and discuss a 
series of propositions which have profoundly 
affected the structure and operation of men- 
tal hospitals ever since. Among them was 
the Kirkbride plan which spelled out the 
architectural features of the mental hospital ; 
and many present monuments still exist to 


1 Presidential Address delivered at the 114th 
annual meeting of The American Psychiatric As- 
sociation, May 12-16, 1958, San Francisco, Cal. 

2 Emeritus Professor of Psychiatry, Harvard 
Medical School, and Superintendent, Massachusetts 
Mental Health Center (Boston Psychopathic Hos- 
pital), Boston, Mass. 


exemplify the far reaching influence of 
Kirkbride’s ideas. 

The organization stressed the desirability 
of small hospitals, with a capacity not greater 
than 250 patients. With this proposition 
they were, however, almost completely un- 
successful and their hospitals grew ever 
more monstrous with the years. 

Their propositions also set certain stand- 
ards, including standards for staffing pat- 
terns in the hospitals. Indeed, I fear that in 
the more than 100 years since they were 
first enunciated, these early notions of stand- 
ards have dominated the thinking of commit- 
tees which ever since have tended only to 
modify them rather than to question their 
fundamental applicability in a radically 
changing world. 

In another proposition our grandfathers 
spelled out the duties and responsibilities of 
a superintendent. They said that a physician 
should be the superintendent and chief exec- 
utive officer of the establishment and that 
besides "being a well educated physician, 
he should possess the mental, physical and 
social qualities to fit him for the post. He 
should serve during good behavior, reside on 
or very near the premises, and his compen- 
sation should be liberal, as to enable him to 
devote his whole time and energy to the wel- 
fare of the hospital. He should nominate to 
the Board suitable persons to act as assistant 
physician, steward and matron; he should 
have the entire control of the medical, moral 
and dietetic treatment of the patients, unre- 
stricted power of appointment and discharge 
of all persons engaged in their care, and 
should exercise a general supervision and 
direction of every department of the institu- 
tion." 

This became the pattern for the superin- 
tendents, placing them, as it did, in an al- 
most dictatorial position and giving them 
nearly unlimited power. The pattern had the 
merit of permitting able and gifted superin- 
tendents to fashion the institution over which 
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2 PRESIDENTIAL ADDRESS 


they reigned according to their views and in 
many instances they did very well. But the 
system as a whole could not generate the 
creativeness that arises out of the interplay 
of democratic forces and in general carried 
with it the essential defects of any authori- 
tarian system. As Owen Copp states in his 
Presidential Address in 1921: "Inflexible 
adherence to this creed led to controversy 
and, ultimately, restraint of individual initia- 
tive and action." 

The Presidential Address became one of 
the customs of the annual meeting, presuma- 
bly for the purpose of noting the progress of 
psychiatry, and perhaps also to suggest new 
departures. In any event, it is rewarding to 
review the Presidential Addresses of years 
past as they reflect the thinking of the period. 

Many of the ideas promulgated by my 
predecessors have led to action. Of recent 
vintage, for example, is the formation of 
the Joint Commission on Mental Illness and 
Health stemming out of Dr. Appel’s ad- 
dress. Dr. Bowman's thoughts concerning 
reorganization of the Association offered 
some 14 years ago resulted in marked 
changes of which I shall speak later. 

The ideas and wisdom of some other pre- 
sentations were perhaps a little too forward 
looking, ahead of their time and therefore 
not put into immediate effect. I refer partic- 
ularly to the address of Owen Copp in 1921 
entitled “Some Problems Confronting the 
Association." As a matter of fact I find 
myself today, perforce, plagiarizing Dr, 
Copp to a considerable extent. He called 
attention to the amazing fact that the number 
of beds for the treatment of mental diseases 
in public institutions throughout the United 
States equalled, and probably exceeded, the 
aggregate for all other forms of illness. 

Impressive as these figures are, said Dr. 
Copp, “they are insignificant compared with 
immeasurable wastage through neglect of 
preventive and curative measures; through 
avoidable dependency, inefficiency, delin- 
quency and degeneracy; through adverse 
reactions of mental factors in personal, fam- 
ily, social, educational, industrial and govern- 
mental relationships.” 

Continuing, Dr. Copp said “that our first 
duty was to arouse public and professional 
consciousness to sense the facts in the pres- 

ent situation. He deplored that "the mental 
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patient rarely gets ‘a square deal’, rarely has 
the best chance, or an even chance with 
sufferers from other forms of illness, for 
the study and treatment of his malady, which 
often goes unrecognized until the best hope 
of restoration has long passed.” And, most 
pungently, he added “the misconception, 
even among physicians, is prevalent, that 
mental patients, unrecovered after short, 
initial study and treatment, may properly be 
put aside for mere care in asylums during 
protracted illness without persistent and 
resourceful effort to alleviate and rehabili- 
tate." 

Now, 27 years later, it seems to me that 
the care of the long-term mentally ill re- 
mains as one of the great challenges we have 
failed to meet and must somehow attack 
anew. 

In 1921 when Dr. Copp was speaking, the 
total members of the Association were just 
approaching 1,000. It is remarkable that an 
organization of such small size could have 
had such a marked influence upon the course 
of development of psychiatric care. A mem- 
bership count of the Association through its 
existence is extremely revealing : 


Membership Count of The American Psychiatric 
Association—1844-1957 : 


We see that in the last 25 years the mem- 
bership has increased nearly tenfold, far 
beyond the increase in population of the 
countries represented, and far beyond the 
percentage of increase in the medical pro- 
fession generally. 

As the membership increased beyond one 
thousand, it became apparent that new in- 
ternal organization was needed. Throughout 
many years of its existence the organization 
had a president, president-elect and secretary- 
treasurer. The secretary-treasurer, uncom- 
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pensated, was in charge of the records and 
the financial affairs. A council was the policy 
setting group. I must emphasize the small- 
ness of the membership. It has been a con- 
tinuing characteristic that approximately 20 
to 2596 of the membership attend the annual 
meeting. During the long period when the 
membership was below a thousand, no more 
than 200 to 250 members could be expected 
to meet yearly, and the same members tended 
to repeat their attendance so that one came 
to know who was most active in the Associa- 
tion. A mere fraction of this number, of 
course, were active between meetings. 

In scanning the lists of those present as 
recorded in the official transactions and pub- 
lished in the JouRNAL, one is struck by the 
fact that even in the 1920's the great major- 
ity were superintendents, assistant superin- 
tendents and clinical directors of hospitals. 
Very few were in community practice, and 
the scientific programs reflected the primary 
interest of those attending, in organizational 
and administrative problems. 

As late as 1923 the chairman of the pro- 
gram committee complained how difficult it 
was to come by enough discourses to fill the 
program. How different from 1958 when 
over 180 papers are scheduled and as many 
more had to be rejected for limitations of 
time! 

By 1930 the organization had grown to 
such size, approximately 1,500, that the sec- 
retary-treasurer was overwhelmed by paper 
work. So, in 1932, the position of executive 
assistant was created to ease the duties 
especially of the secretary-treasurer and the 
officers and Council. It is probably correct 
to say that Council did not at the time com- 
pletely apprehend the scope of the position 
and to Austin Davies goes the credit for 
having quietly and wisely built up a sound 
business office structure over the years since. 
Gradually he organized and systemized the 
membership files, billing and collecting dues, 
arranging for the annual meetings, becoming 
the paymaster of the organization and keep- 
ing the books, relieving the treasurer of many 
financial details, helping the secretary keep 
his records, handling the growing corre- 
spondence and managing the business affairs 
of the JOURNAL. 

Beginning with the second decade of the 
century, the psychiatric scene changed rap- 


idly. The program of the annual meetings 
became oriented toward clinical and scientific © 
papers rather than administrative. Mental 
hygiene societies were organized, marking the — 
birth of organized citizen support for mental 
health. Medical schools began to develop 
psychiatric departments ; out-patient clinics 
were established; child psychiatry began a - 
lusty career ; private practitioners in psychia- 
try multiplied. 

In short, by 1920 the importance of mental 
illness was being recognized. The first World — 
War gave this recognition an enormous push 
and, with the termination of the war, the 
responsibility of the Nation for caring for - 
the mentally ill became evident as indicated 
by the activities of the Veterans Administra- 
tions newly established both in the United 
States and Canada, and the appearance on 
the scene of the psychiatrist as a practicing 
member of the medical profession. 

The same period saw the early develop- 
ment of interest in psychopathology and. 
psychodynamics. The late Ernest Jones had. 
introduced psychoanalysis to the English 
speaking world. This gave birth to a whole 
new cycle of animated debate—marred to 
be sure by not a little mud-slinging—which 
greatly increased interest in psychiatry, 
especially in the community aspects thereof. 
In due time the psychoanalysts developed 
their own organization. Their early efforts 
were often not kindly received by the rest 
of the medical profession or by their col- 
leagues in psychiatry; and there was more 
than a suggestion that they might separate 
from our field to pursue an independent 
course of development. Fortunately, this did 
nottranspire. It was not long before a section 
on psychoanalysis was established as part of 
our annual meeting and the psychoanalysts 
have remained closely affiliated with organ- 
ized psychiatry and with medicine ever since. 

In the 1930's and 1940's the development 
of insulin coma therapy and electro-convul- 
sive therapy had an enormous social effect by 
way of generating a more optimistic attitude 
among the profession and the public towards 
the therapy of the psychoses. 

The responsibilities of the Association 
in this rapidly changing scene were indeed 
challenging. Whether the organization was 
moving rapidly and vigorously enough to 
assume new responsibilities and leadership 
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came into question. There was suspicion that 
an inner group of old guard members was 
controlling the Association and dealing with 
its affairs in too conservative a fashion. The 
second World War, as in the case of the first 
World War, focused the attention of the 
medical profession, the Congress, and the 
public on the importance of emotional sta- 
bility for the preservation of the nation. 
Psychiatric illness in the armed forces took 
a leading place in the casualty lists, The 
feeling grew that the Association was too 
stuffy and too inept to meet the needs of the 
time. 

Cognizant of a growing unrest and criti- 
cism, Dr. Karl M. Bowman, then president, 
with the consent of Council, appointed a com- 
mittee to make a far-reaching study of the or- 
ganizational set-up of the Association. This 
committee under the able chairmanship of Dr. 
Karl A. Menninger, made a most exhaustive 
and searching study of the problems involved 
and came up with a comprehensive plan to 
modernize the entire structure. 

For reasons that are somewhat difficult to 
appreciate and evaluate even now, the report 
of the reorganization committee stirred up 
enormous strife within the Association. 
Those who were most concerned with and 
active in the Association's affairs tended to 
split into two factions, One group, many of 
whom were associated with the Group for 
the Advancement of Psychiatry, formed 
shortly after the War, were strongly in favor 
of the reorganization plan feeling that it 
would bring new life and leadership to psy- 
chiatry. Another group, many of whom were 
associated with the Committee for the Pres- 
ervation of Medical Standards in Psychiatry, 
was more or less unalterably opposed, fearing 
that it would destroy cherished values, poli- 
cies and procedures. For a time a separatist 
movement threatened the unity of the Asso- 
ciation and no action on the plan was possible 
under the circumstances, Unquestionably, 
however, both groups contributed influen- 
tially, through debate, protest, and exhorta- 
tion to the generally accepted and more 
workable structure of the Association that we 
know today. Gradually tempers cooled, fears 
gave way to understanding, compromises 
were made, new words were found to fit the 
need and new voices to expound them, and 

peace returned to our fold. 
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The peace that followed, however, was not 
one of inaction but of helpful movement. All 
sides recognized that a more dynamic and 
vigorous organization was necessary. The 
membership shot up with great rapidity, 
bringing new ideas and new approaches into 
the Councils of the organization. 

By 1948 The American Psychiatric Asso- 
ciation had come to the decision that it needed 
great expansion in its activities and that this 
could best be accomplished by the establish- 
ment of the office of medical director to 
develop and guide the old activities and to 
initiate new ones, always under the policy 
control of the Council. 

In 1948 Dr. Daniel Blain was induced to 
leave the Veterans Administration where he 
headed the neuropsychiatric program to 
become the first medical director of the Asso- 
ciation. A budget was provided, offices were 
established in Washington, D. C., and Mr. 
Robert Robinson became associated with him 
as staff assistant with special responsibilities 
in the area of public information. 

The decade from 1948 to 1958 has been a 
notable one in the development of The 
American Psychiatric Association; and it 
seems especially appropriate to recount 
briefly some achievements of the period, 
especially since Dr. Blain, to our regret, has 
resigned as medical director, effective August 
31st of this year. 

The Association has become a big business, 
with an annual budget that approaches a 
million dollars, derived in third part from 
dues and in two thirds part from earnings 
and grants. But a million dollars is but an 
embarrassing pittance if we measure it 
against the needs of an organization that has 
a foremost responsibility for guiding the 
national effort to be effective in dealing with 
the calamity of mental illness that plagues 
the Nation and, indeed, the World. We must 
find more money ; much more money, It must 
come from our own pockets and the pockets 
of our friends; from our last wills and testa- 
ments; from public agencies and private 
foundations; and, most hopefully, from a 
reinvigorated citizens movement comparable 
to those which have been so successful in 
rallying support in the struggle against vari- 
ous crippling diseases. 

It is only possible in a limited time to 
mention activities rather than explain them. 
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There was established at the time the medical 
director was appointed, a special board for 
the inspection and rating of mental hospi- 
tals. During a decade it has inspected most 
of the state hospitals and some of the private 
hospitals. The board has found that most of 
our public hospitals, unfortunately, cannot 
meet minimum standards for effective care 
and treatment of their patients. 

A Newsletter and Mail Pouch were estab- 
lished to keep the members in closer touch 
with the activities of the organization and 
with each other. 

There was created a mental hospital serv- 
ice with several functions including an an- 
nual Mental Hospital Institute and the 
monthly magazine Mental Hospitals. 

A board has been established for examin- 
ing and certifying mental hospital admin- 
trators. 

The medical director has been available 
for assistance to the states in surveying their 
mental health needs and resources, a service 
that several states and one foreign country 
have made good use of. 

Numerous highly productive conferences 
have been held such as the Cornell con- 
ferences on psychiatric education. 

A great many books, pamphlets, and man- 
uals have been published. A special under- 
taking, in association with the Academy of 
General Practice, has been launched to stim- 
ulate the education of the general practi- 
tioner in psychiatry. A division of mental 
hospital architecture has functioned for 
many years to give aid and advice to states 
in their mental hospital building programs. 

The Joint Information Service, supported 
equally by the National Association of Men- 
tal Health and The American Psychiatric 
Association, collects and publishes significant 
facts and figures relating to our field. 

There are over 40 full-time employees of 
the organization, most of them in the Wash- 
ington Central Office and the rest in New 
York and Toronto. 

A new home for the Association has been 
purchased and refurbished, and one that we 
will all be proud of when we visit in the 
nation’s capitol. 

Committee work has been a significant 
part of the Association’s activities from the 
beginning and increasingly so. Possibly as 
a reaction to the charge of inaction that 
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followed World War II, the Association 
now has a total of about 50 standing com- 
mittees, ad hoc committees and boards. I 
wish there were time to discuss the impor- 
tant activities of many of the committees. 
This would be more than interesting—it is 
exciting to review the many fine contribu- 
tions they have made such as the regional 
research conferences, the formulation of 
standards and nomenclature, the develop- 
ment of better communications to the public, 
the initiating of divisional meetings, many 
fine publications, and so on. 

A matter of great significance has been 
the development of District Branches and 
the District Branch Assembly. Authoriza- 
tion for forming District Branches has been 
an integral part of the by-laws of the Asso- 
ciation for many years. However, until 1950 
very few were formed while Affiliate Socie- 
ties flourished. A great impetus to the 
growth of the District Branches came with 
the amendment to the by-laws in 1952 when 
the Assembly of District Branches was 
created, providing for each Branch to elect 
representatives to the Assembly. In May 
1953 a District Branch Assembly was 
formed, with 16 Branches sending members 
to the first meeting. Presently there are 
some 44 District Branches covering most of 
the continental United States. The District 
Branch Assembly by constitution is empow- 
ered “To consider matters referred to it by 
Council and advise Council thereon, and to 
present to the Council suggestions and recom- 
niendations on any other matters pertaining 
to the objectives of the Association.” 

It would appear that the Assembly will 
acquire more and more importance in the 
organization. This is a grassroot process, 
with representation in proportion to the 
membership of the District Branches. It is 
my hope and recommendation that, as ex- 
perience is accumulated, the Assembly will 
take on many of the activities now embraced 
by the Council and its agent the Executive 
Committee. It is gratifying to note that there 
is already a pending amendment to the Con- 
stitution which will make the Branches re- 
sponsible for passing on admission to mem- 
bership in the Association. 

The duties and responsibilities of the 
president have also grown enormously. It 
is fair, I believe, to say that currently the 
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duties of a president require about half his 
working time. This trend, if unchecked, 
could lead to the point where few could 
accept the honor unless some compensation 
were provided. The recent creation of two 
vice-presidents, who will be inducted at this 
meeting, represents a step in the direction of 
relieving the President of some of the 
burden. I suggest, however, that further 
steps must be taken to deal adequately with 
the problem. 

In the past membership in the Association 
was limited to residents of Canada and the 
United States. In 1950 Mexico, Central 
America and the Caribbean countries were 
included as areas eligible for full member- 
ship. International geographical expansion 
brings with it the long range possibility that 
local and national concerns may become of 
only secondary interest to the Association 
as a whole. At the present time considera- 
tion is being given to the possibility of ex- 
tending the area of active membership to the 
countries of South America. I would there- 
fore recommend that consideration be given 
to the possibility of developing two organiza- 
tions, one a local American Psychiatric Asso- 
ciation, and the other a transnational organi- 
zation. 

The Association has a Committee on 

_ International Relations which has been ac- 

tively engaged in cementing relations with 
our colleagues in many lands. It appears 
however that the time is not ripe for the 
development of an all embracing inter- 
national association, but this does not pre- 
clude the formation of a transnational organ- 
ization taking in the western continents. I 
would recommend that this be made a matter 
of primary concern by the Committee on 
International Affairs or by a special ad hoc 
committee to work in liaison with our Com- 
mittee on International Relations. 

"Then there is the matter of our relation- 
ship to other professions, Our Constitution 
tells us that "members hereafter shall be 
chosen from physicians who have specialized 
in the practice of psychiatry for at least 3 
years," ; and “fellows shall be chosen from 
members of not less than one year’s standing 
who have specialized in the practice of psy- 
chiatry for at least 6 years. 

The interpretation of the term "specializ- 
ing in psychiatry” has tended to be that one 
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should devote essentially full-time to psy- 
chiatry. This would seem to exclude many 
competent physicians who are trained in 
psychiatry but who spend a considerable por- 
tion of their time in neurology or allied fields 
of medicine. This, I believe, is unfortunate. 
It seems axiomatic to me that the neurologist 
and the neurosurgeon with their particular 
techniques have much to contribute to the 
understanding of human behavior. Func- 
tions of the mind such as memory, tension, 
affect, apperception, delusions, hallucinatory 
formation, so long the field of psychiatry, 
are functions of the brain and therefore also 
in the domain of neurology. I will not belabor 
the point but I would recommend that further 
study be undertaken as to the qualifications 
for membership and fellowship in The 
American Psychiatric Association which I 
hope would leave the door open for our dis- 
tinguished colleagues dealing with problems 
of behavior. 

Indeed, I suggest that our concepts of 
proper qualification for membership are too 
limited altogether. I believe that a methoc 
should be evolved which will bring various 
other disciplines and scientists into closer 
relationship with our Association, if not as 
members at least in some meaningful fash- 
ion. I refer to biologists, neurophysiologists, 
biochemists, psychopharmacologists, experi- 
mental clinical psychologists and other scien- 
tists working in this large field of behavioral 
sciences. Nor can we overlook the occupa- 
tional therapist, the psychiatric social worker, 
and the psychiatric nurse. 

Members of these professions are closely 
associated with us. They do many of the 
things that might be done by the psychiatrist 
were there enough of them to meet all de- 
mands. Some of the clinical psychologists 
have taken the stand that they should be 
independent psychotherapists, They have 
been irked and dissatisfied with the restric- 
tions placed upon them. I believe this stems 
from a lack of sufficient leadership on the 
part of the psychiatric profession. I fear 
that similar problems will arise with other 
coworkers unless we develop a broader con- 
cept and afford leadership both in direction 
and in recognition of the groups. 

Several organizations have recognized the 
need of incorporating the various disciplines 
concerned into their structure. I refer, among 
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others, to the American Orthopsychiatric 
Association which opens its doors to mem- 
bers of other professions, to the American 
Psychopathological Association which wel- 
comes social scientists, to the Society of 
Biological Psychiatry which includes as full 
members qualified scientists in biology. The 
American Neurological Association has 
created associate membership for those who 
are not M.D.s or practicing neurologists. 

So much could be done by widening of 
our outlook, by channeling the abilities of 
this large group through our organization! 
The medical director and the central office 
have been aware of this for some time and 
have given much thought to it. With the 
authorization of Council, I have appointed a 
committee to explore possible ways of mak- 
ing such an association with our coworkers 
possible. It is my present thought, which is 
concurred with by the medical director, that 
this might well be effected through the mental 
hospital service. The results of further 
studies by the new ad hoc committee will 
be presented at the earliest possible moment 
to the Council and, if approved, to the mem- 
bership. 

This brings me finally to a consideration 
of our mental hospital problems. The large 
mental hospital is antiquated, outmoded, and 
rapidly becoming obsolete. We can still build 
them but we cannot staff them; and there- 
fore we cannot make true hospitals of them. 
After 114 years of effort, in this year 1958, 
rarely has a state hospital an adequate staff as 
measured against the minimum standards 
set by our Association, and these standards 
represent a compromise between what was 
thought to be adequate and what it was 
thought had some possibility of being real- 
ized. Only 15 states have more than 5076 
of the total number of physicians needed to 
staff the public mental hospitals according 
to these standards. On the national average 
registered nurses are calculated to be only 
19.4% adequate, social workers 36.4% and 
psychologists 65%. Even the least highly 
trained, the attendants, are only 80% ade- 
quate. I do not see how any reasonably ob- 
jective view of our mental hospitals today 
can fail to conclude that they are bankrupt 
beyond remedy. I believe therefore that our 
large mental hospitals should be liquidated 
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as rapidly as can be done in an orderly and 
progressive fashion. 

In our present system it seems unlikely 
that there can be much improvement in the 
staffing of our conventional institutions. Our 
young physicians specializing in psychiatry 
are not heading toward our large hospitals, 
nor are the other categories of personnel. 
In many of our hospitals about the best that 
can be done is to give a physical examination 
and make a mental note on each patient once 
a year, and often there is not even enough 
staff to do this much. 

The first signs of self-liquidation are al- 
ready evident. For example, in Massachu- 
setts, until half a dozen years ago, there was 
a steady increase in the number of patients 
in the hospitals each year. Then a period of 
stabilization followed. In the last several 
years there has been a reduction at the end 
of each year as compared with the beginning 
in the number of patients in hospitals, More- 
over, this has occurred with an increasing 
number of admissions and a decreasing death 
rate, indicating a higher discharge rate. 
This suggests that if the trend continues less 
bed space will be required. This process of 
liquidation could undoubtedly go faster were 
staff and personnel more numerous, but as I 
indicated before, this does not seem probable 
in our present large hospital system. 

We are now in a period of hopeful change, 
however, in treatment facilities for the men- 
tally ill. Psychiatric wards are being opened 
in the general hospitals; out-patient clinics 
are increasing in numbers ; day hospital and 
night hospital facilities are being provided ; 
half-way houses are being experimented 
with; the place of an extension service 
whereby the hospital provides service to 
patients living at home is being studied on 
models provided by our English colleagues. 
Psychiatrists in private practice are equipped 
for and interested in treating patients in 
their homes. Liberalization of insurance 
plans to provide care for mentally ill indi- 
viduals makes possible greater utilization of 
wards in general hospitals and private mental 
institutions. Small intensive treatment units 
are being provided either as independent 
hospitals, or as a portion of the large hospital 
providing a more rapid turnover of pa- 
tients. Rehabilitation services and after-care 
clinics help to support patients in the com- 
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munity who previously would linger in 
hospital. An atmosphere of greater opti- 
mism about the outcome of psychoses leads 
to an attitude of greater liberalization in the 
discharge of patients and a willingness of 
hospital authorities to take certain calculated 
risks. Several states are experimenting with 
new types of facilities better to comfort 
those among our aged people who show 
some signs of mental deterioration but who 
are not disturbed enough to find the wards 
of our mental hospitals a suitable haven. 
All of these factors have favorable potential 
for reducing the number of chronic patients 
and to lessen the need for beds. These are 
the hopeful aspects of the current move- 
ment in our field. 

As the new facilities increase in number, 
it may be presumed that more and more 
acutely ill persons will seek their help. The 
readily recoverable will be treated in them 
and returned to home and community. 

What of the less readily recoverable, how- 
ever? Their prospect remains grim unless 
new ways are found to meet their needs. 
They will be sent to the large mental hospi- 
tals where they will accumulate in an atmos- 
phere of gloom, despair, and deterioration. 
We cannot allow this to happen. 

If my description is correct and my pro- 
jections reasonably accurate a new attack on 
the "care and custody" of the long term ill 
must be attempted. Unpalatable as it may 
appear, one must face the fact that we are 
doing little by way of definite treatment of 
a large number of our chronic hospital popu- 
lation. It is not even the case that we are 
providing them with first class environmental 
care, much less loving and tender care. 
"Therefore, I suggest we take a new look at 
the problem. 

I tentatively suggest that facilities be 
established devoted to care and custody of 
a group of chronically ill individuals for 
whom, at the present time, we have no clear- 
cut definitive medical or psychiatric treat- 
ment. I suggest that such facilities be 
planned as a colony or home rather than as 
a hospital. I suggest that a new discipline be 
developed for the proper management of 
these individuals. I am not ready to define 
the details of this discipline nor from whence 
they should be recruited ; but I think of the 
possibilities of drawing on the knowledge 


of city planners, of group social workers, of 
educators, of public health personnel, of 
sociologists, of specially trained administra- 
tors, and so on. I conceive of such facilities 
being of moderate size. In each such com- 
munity there will be a hospital section staffed 
by visiting surgeons, internists, psychia- 
trists and other specialists. To the hospital 
section with its out-patient clinic would be 
referred those individuals for whom some 
specific medical treatment was indicated. 
Rehabilitation activities would be in the 
center of the scheme, both vocational and 
social rehabilitation. I would offer a working 
definition of rehabilitation in this setting as 
the best utilization of the capacity of a disa- 
bled individual. 

Thus, within this framework of the com- 
munity oriented intensive treatment facilities 
on the one hand, and a new type of facilities 
for the long term ill on the other, we would 
differentiate between psychiatric treatment 
and "care and custody." 'This mechanism 
would allow for the most effective utilization 
of the skills and training of highly trained 
physicians, nurses, social workers and others 
in the treatment of the readily recoverable; 
it would create a new specialized group of 
workers for the rehabilitation and develop- 
ment of the maximum poteutial of individ- 
uals for whom we are not yet capable of 
leading to full recovery. 

To summarize: The Association has 
weathered depressions, wars, internal strife 
and dissension for 114 years, at the end of 
which it finds itself stronger than ever 
before. It has acquired a new home as a 
central headquarters; it has developed a 
flourishing central office organization under 
a medical director ; it is currently sponsoring 
and directing an impressive range of activi- 
ties and services; it has acquired a member- 
ship of over 10,000. 

Now comes a moment of decision. Shall 
the organization remain static? Shall it 
revert back to a period when it was in large 
part a forum at its annual meetings for the 
presentation of papers and the exchange of 
views? Or shall it attempt to produce in- 
creasing leadership in all aspects of the men- 
tal health of the communities it represents? 
Shall it attempt to lead and guide all workers 
in this field, not alone psychiatrists but biolo- 
gists, social scientists, social workers, occu- 
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pational therapists, nurses and others con- 
cerned? Shall it deal largely through its 
Branches with affairs of local interest or shall 
it attempt to sponsor a transnational organi- 
zation? Shall it be satisfied with scrutinizing 
the standards of existing hospitals and 
clinics or should it take action in trying to 
develop new procedures and functions? Shall 
it attempt to fashion opinion or shall it leave 
this to other organizations ? 

We are not, properly speaking, at a cross 
roads. We chose a path 1o years ago and 
have travelled far along it. In 1958 our 
moment of decision is more in the nature of 
whether to stand still and perhaps attempt to 
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retrace our steps; or whether to consolidate 
our gains, strengthen our efforts, accept new 
responsibilities, and quicken our pace. 

I venture that the philosophical determin- 
ists among us would hold that we could not 


‘retrace our steps even if we would; and 


that the idealists among us would contend 
that we should not even if we could. The 
Association embodies our collective judg- 
ment. If I sense our temper accurately, our 
judgment is that our Association shall push 
on in confidence to enlarge its contribution 
to the national welfare ; and to this course I 


pledge my firm support. 


HARRY CAESAR SOLOMON, M. D., PRESIDENT, AMERICAN 
PSYCHIATRIC ASSOCIATION, 1957-58 


A BIOGRAPHICAL SKETCH 
FRANCIS H. SLEEPER, M. D. 


All the medical directors of the Boston 
Psychopathic Hospital since 1912 have been 
elected to the presidency of The American 
Psychiatric Association; namely, Elmer E. 
Southard, C. Macfie Campbell and now 
Harry Caesar Solomon, the 84th president. 

Dr. Solomon was born in Hastings, Ne- 
braska, October 25, 1889, the son of Dr. 
Jacob C. and Lena (Fist) Solomon. His 
parents were born in Germany. 

While still young, Harry's father taught 
him to protect himself in physical encoun- 
ters with others. Blessed with an excellent 
physique, he took an active part in initiat- 
ing other youngsters into the community 
life of his locality in Los Angeles at regular 
Saturday boxing bouts. He attended gram- 
mar school and high school in Los Angeles 
and was always an excellent student. He 
majored in science and received his Bache- 
-lor of Science Degree from the University 
of California, at Berkeley, in 1910. He was 
elected to Sigma Xi. Much later, in 1954, 
during his professorship of psychiatry he 
was elected to Alpha Omega Alpha by the 
Harvard Chapter. He is also a member of 
Phi Delta Epsilon. 

His respect and affection for his father 
influenced him to some extent to enter medi- 
cine; another factor was a special lecture 
by Morton Prince on abnormal psychology 
‘which he heard during his senior year in 
college. He selected Harvard Medical School 
through the influence of one of his Zoology 
teachers who had a Ph.D. from Harvard 
and who was insistent that Harvard was the 
best place in the world to study medicine. 
Here he found that his schedules were much 
more organized, more documented, more 
regimented than in the University of Cali- 
fornia, where he felt that more independence 
in teaching existed and where more origi- 
nality was expected of the students. 

From the beginning of his medical school 
courses, Harry planned to enter the field of 
nervous and mental diseases. He spent 
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Christmas and Easter holidays of his second 
year at Harvard as a student at the Danvers 
State Hospital. 

The Boston Psychopathic Hospital opened 
in 1912 as a division of the Boston State 
Hospital. In the fall of his fourth medical 
year Dr. Solomon was invited to intern at 
the Psychopathic Hospital and he remained 
there for a large part of his training period. 
He received his medical degree from the 
Harvard Medical School in 1914. Dr. Solo- 
mon was greatly influenced by the great 
Elmer E. Southard who was pathologist for 
what is now called the Massachusetts De- 
partment of Mental Health, and also Bullard 
professor of neuropathology at the Harvard 
Medical School. Southard was active in the 
planning of the Psychopathic Hospital and 
Solomon saw the early developments of this 
fine hospital and became one of its early 
staff members. He has served the hospital 
for a longer period then anyone else to date. 

During this period in the development of 
American psychiatry many who were to be- 
come the outstanding psychiatrists of their 
day began as neuropathologists, Like Adolf 
Meyer, Abraham Myerson and Elmer E. 
Southard, all of whom were excellent neuro- 
pathologists, Dr. Solomon started his psy- 
chiatric career in the same manner. He 
spent long hours each day working in neuro- 
pathology with Southard and he also spent 
a few months in Philadelphia training under 
William Spiller. 

Following graduation from medical school 
Dr. Solomon became interested in neuro- 
syphilis and he and Dr. Southard did the 
preparatory work on their classic volume on 
this subject. Southard was a hard, yet tre- 
mendously stimulating taskmaster who was 
able to exist on a few hours sleep nightly 
and worked a 7-day week. It was an excel- 
lent yet difficult training period. 

Dr. Solomon married Maida Herman 
June 27, 1916. They have 4 children, Peter 
Herman, Joseph Herman, Babette and 
H. Eric, and 10 grandchildren. Maida has 
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devoted herself to psychiatric social work 
and was for many years professor of social 
economics at Simmons College School of 
Social Work and is now professor emeritus. 
Her contributions to the field of psychiatric 
social work have been outstanding. 

The Solomons take justifiable pride in 
their family. Of the 4 children and 4 in- 
laws, 5 have Phi Beta Kappa keys and one 
a Sigma Xi key. All have embarked on dis- 
tinguished careers. 

Maida and Harry have a fine old mod- 
ernized colonial farmhouse near Norway 
(Maine) which they have had a great deal 
of fun decorating and renovating. The 
family home, built in 1904, in the city of 
Boston, in the Jamaica Plain area, is a 
favorite gathering place for the Solomon 
clan. 

During World War I, Harry was com- 
missioned a First Lieutenant in the Medical 
Corps and was assigned to duty as a neuro- 
psychiatrist. One of his duties was to ac- 
quire the necessary material and equipment 
for a neuropathology laboratory. This equip- 
ment became mislaid and when Harry re- 
ported to the proper officials in Washington 
he was assured that nothing was ever lost 
in the United States Army ; he needn’t worry 
about it anyway, he would probably be as- 
signed as a urologist or to some equally out- 
landish duty; in any event nothing was ever 
lost in the United States Army. 

Harry was assigned to Base Hospital 117 
in Vichy, France, where the chief of the 
service was Dr. Daniel McCarthy of Phila- 
delphia, one of Weir Mitchell's favorites. 
For a short period of time in Paris Harry 
had the benefit of association with the great 
Babinski and Pierre Marie, who treated the 
Americans more as associates than students. 
They were greatly impressed by the courtesy, 
friendliness and skill of these great French 
doctors. 

Solomon's army assignment was to col- 
lect neurological specimens and he collected 
à huge amount of material to carry back to 
the army medical museum. The war being 
over and Harry, not having seen his firstborn 
son, who had arrived on the day he reached 
France, was anxious to get out of the serv- 
ice. After several futile attempts he wrote 
a letter (which did not go through channels) 
to Colonel Edwin Zabriskie, who had suc- 


ceeded Colonel Salmon as chief of neuro- 
psychiatry. Colonel Zabriskie's orders got 
him home at the end of April, 1919. Finally 
upon arrival at the discharge point he got 
orders that he was to be retained in the 
service. He promptly went to Washington 
to find out what it was all about and was 
told that his specimens had been mislaid. 
He went to Colonel Callendar, the officer 
who had told him previously that nothing 
was ever lost in the army. Callendar asked 
if the specimens were properly labeled, and 
was answered in the affirmative. Harry was 
then reassured that his specimens were not 
lost—that nothing was ever lost in the army, 
and he was promptly discharged. 

Harry is enthusiastic about horticulture. 
Anything that grows interests him. He has 
a large flower garden and a small hothouse 
attached to the house, where he spends an 
hour each morning before going to work. 
For many years he contributed generously 
of his flowers to the hospital of which he 
is director. 

He is an excellent cook and at his sum- 
mer place in Harrison he often serves in 
that capacity. For many years he has been 
an avid collector of handwrought tools, iron, 
copper and brass. As he says, “I love the 
stuff; i's hand wrought—so cleverly and 
beautifully made." 

Harry's teaching experience has been long 
and continuous; he has been associated with 
the department of psychiatry at Harvard 
since his graduation, culminating in his ap- 
pointment as professor of psychiatry and 
head of the department at Harvard Medi- 
cal School, succeeding C. Macfie Campbell. 
He has been a special instructor in clinical 
psychiatry at Simmons College School of 
Social Work and he also succeeded Campbell 
as medical director, later superintendent of 
the Boston Psychopathic Hospital. He has 
been consultant in psychiatry and neurology 
at the Beth Israel Hospital in Boston, a 
member of the board of consultants of the 
Massachusetts General Hospital, the Massa- 
chusetts Charitable Eye and Ear Infirmary, 
the Faulkner Hospital and U. S. Veterans 
Hospitals in Massachusetts. He was for- 
merly a member of the medical council for 
the U. S. Veterans Administration, a former 
member of the advisory committee of the 
Department of Public Welfare of the Com- 
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monwealth of Massachusetts, and a member 
of the subcommittees on neurology and per- 
sonnel training for the National Research 
Council. He is presently a member of the 
Massachusetts Advisory Committee of Cor- 
rections. 

Dr. Solomon felt very early in his teach- 
ing experience that a basic knowledge of 
psychiatry was essential to all specialties. 
Whenever he has had the opportunity of 
interesting other medical and surgical spe- 
cialties in the psychiatric field he has 
promptly done so. There has been a several 
hundred percent increase in the psychiatric 
faculty at Harvard since Dr. Solomon be- 
came head of the department. Hundreds of 
residents have passed through his hands at 
the Psychopathic Hospital, and the personal 
loyalty and friendship of this group is a 
sincere tribute to him. 

During World War II he was the chief 
neuropsychiatric examiner for the U. S. 
Army recruiting and induction station for 
Boston. He was a member of the medical 
advisory board of the selective service and 
received the selective service medal for his 
outstanding services. He has served as spe- 
cial consultant to the Secretary of War and 
as chairman of the dean’s subcommittee on 
neuropsychiatry for the VA., Boston district. 

When Harry assumed the chairmanship 
of the department of psychiatry at Harvard 
Medical School, the total number of hours 
devoted to psychiatry was approximately 56. 
Most of these were in the third year. 
Through his efforts psychiatry is now taught 
in all 4 years, and several hundred hours 
are devoted to this specialty. Many of the 
general and specialty hospitals in Massa- 
chusetts were made available for teaching 
purposes, and the teaching staff was in- 
creased proportionately. In the Harvard 
Medical School curriculum psychiatry now 
has a place almost equal to surgery and 
medicine. In a survey during the past year 
as to the number of medical graduates who 
are doing advanced work in psychiatry it 
was interesting to find that Harvard sub- 
stantially led its nearest competitor, having 
more men in training in this field than any 
other medical school in the United States. 

Harry has consistently taught an eclectic 
type of psychiatry. All generally accepted 
schools of thought are represented in the 
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Harvard faculty. He has been instrumental 
in increasing the effectiveness of forensic 
psychiatry and in strengthening this depart- 
ment in the Harvard Medical School. He 
has fostered child psychiatry and brought 
the Judge Baker Guidance Centre and other 
child psychiatry groups into the Harvard 
orbit. He early recognized the need of 
the Psychopathic Hospital becoming more 
interested in the state hospital organiza- 
tion and teaching structure in Massachu- 
setts and saw the great advantages of mu- 
tual activities. He has sought to interest 
men in the field of state hospital psychiatry 
and the advantages of such training. 

Dr. Solomon has placed great emphasis on 
patient government within his hospital, has 
established a strong ex-patients club which 
is completely self-governed. He has seen 
the hospital expand by the addition of a re- 
search and children's unit, has stimulated in- 
formality which is conducive to better thera- 
peutic results, and has promoted sociologi- 
cal studies which have been of great value. 
He helped make possible the production of 
the volume From Custodial to Therapeu- 
tic Patient Care in Mental Hospitals by 
Greenblatt, York & Brown, in collaboration 
with Hyde, which well illustrates his basic 
philosophy. He has attempted to speed up 
hospital diagnostic procedures, has advo- 
cated day hospitals and established one at 
his hospital. Patients also have the opportu- 
nity of doing constructive work 6 or 7 hours 
a day within the hospital, with some com- 
petitive factors, facilitating their return to 
full time community work. 

Perhaps one of the reasons for his great 
success as an administrator is the fact that 
he has little anxiety, and handles humans 
with the greatest respect and understanding. 
He is always seeking new ideas in patient 
care, and gives full credit to the ideas of 
his associates. A productive researcher him- 
self, he is a fine stimulator of research ac- 
tivity by others as is shown by the extraordi- 
nary output of original research that has 
come from the Boston Psychopathic Hospi- 
tal during his administration. He does not 
tend to regiment but permits others to push 
on in areas of their own interests. He is 
interested in the psychological, sociological 
and physiological areas of research of men- 
tal illness, and tends to gravitate toward re- 
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search with human clinical interest. 

In 1939 Dr. Solomon renovated an old inn 
in Georgetown, Massachusetts, called Bald- 
pate Inn, and developed an excellent private 
mental hospital under the directorship of 
Dr. George Schlomer, where Harry has been 
psychiatric consultant. 

His judgment as an administrator has 
been utilized by the central department of 
mental health and various other organiza- 
tions that have called him as a consultant. 
He has not become a crusader; he has not 
founded a "school of psychiatry." With all 
his outstanding accomplishments he is an 
extremely modest person. 

Harry has been very active in various 
medical societies since his early days in medi- 
cine. He was president of the Boston So- 
ciety of Neurology and Psychiatry in 1928 
and 1929; and of the New England Society 
of Psychiatry in 1938 and 39; president of 
the American Neurological Association in 
1941; and has served as president of the 
Massachusetts Psychiatric Society, the 
greater Boston Medical Society, the Asso- 
ciation of Biological Psychiatry in 1950; he 
was president of the Association for Re- 
search in Nervous and Mental Disease last 
year, is president-elect of the American 
Psychopathological Association. 

In The American Psychiatric Association 
he has been active for many years. He was 
chairman of the program committee for 5 
or 6 years, beginning in 1922. He was a 
member of the Council in 1938. He was 
chairman of the arrangements committee in 
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Boston during the presidency of Dr. Hall. 
He has written numerous articles and 
books for the psychiatric literature, particu- 
larly in the field of therapy of neurosyphilis. 
In 1917 he published the classic Neuro- 
Syphilis with Elmer E. Southard. In 1922, 
with his wife, Maida, he published Syphilis 
of the Innocent, another classic. In 1926 he 
published with others his experimental stud- 
ies on Sodoku (rat-bite fever) treatment of 
neurosyphilis. He was the editor of the 
Manual of Military Neuro-psychiatry in 
1945 along with Dr. P. I. Yakovlev. This 
was perhaps the most widely used manual 
of military neuropsychiatry during World 
War II. He is the author, with Merritt and 
Adams, of Neuro-Syphilis, 1946, and edited 
Studies in Lobotomy with Milton Greenblatt 
and Robert Arnot in 1950. Also, he co- 
authored with Greenblatt a volume on Fron- 
tal Lobes and Schizophrenia in 1953. In the 
more recent years he has not been particu- 
larly interested in writing and some of his 
associates who are more “pen oriented" have 
carried the ball. Harry has demonstrated 
adequately that he possesses the natural at- 
tributes of a fine leader and The American 
Psychiatric Association has indeed been 
fortunate to have had the benefit of his 
leadership during the past year. 

The late Dr. Merrill Moore, speaking of 
Harry, said, “Harry is a prophet and a 
leader. He has that rare inner harmony that 
permits a man to be steadfast through all 
the years of his life." With this opinion 
those who know him will concur. 


THE AMYGDALAE AND BEHAVIOR * 


JULES H. MASSERMAN, M.D., MELVIN LEVITT, Pxu.D., THOMAS McAVOY, B.A., C. E, 
ARTHUR KLING, M.D. ano CURTIS PECHTEL, Pun. D.* 


This report on the role of the amygdaloid 
nuclei is part of a long-term study of the ef- 
fects of various drugs and cerebral lesions 
on normal and neurotic behavior in cats and 
monkeys( 1-11). 


METHODS 


Training. Fifteen cats were trained in a 
specially designed apparatus(3) for from 3 
to 8 months at increasingly complicated tasks 
involving discriminative response to visual, 
auditory and temporal cues and the pressing 
of levers to earn food rewards. 

Eighteen monkeys were similarly trained 
over a period of 6 to 12 months; 11 of these 
were also taught to “count” by pressing the 
levers 4 times for each food reward, whereas 
6 mastered problems of discrimination, im- 
mediate memory and pattern relationships in 
the feeding cues(3). All the animals were 
rated on 30 highly reliable, 6-point scales de- 
signed to measure specific aspects of their 
individual and group behavior (9). 

Induction of Neuroses. Six of the cats 
were subjected to adaptational conflicts in- 
duced by variably spaced condenser shocks 
to the paws given 1 to 15 times during food 
taking; in 11 monkeys the exposure of a 
toy rubber snake in the food box was used 
as a sole or combined deterrent. As previ- 
ously described(3) these conflictive experi- 
ences produced acutely disruptive reactions 
followed by chronic or progressive neu- 
rotic aberrations characterized by hyper- 
alertness, generalized phobias, inhibitions 
of feeding, severe organic dysfunctions and 
marked changes in sexual and social be- 
havior which persisted for from 4 to 28 
months before operation. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 13- 
17, 1957. Aided by Grant M-730 from the United 
State Public Health Service, Contract DA-49-007- 
MD-403 with the Office of the Surgeon General 
and a grant from the Mental Health Fund of the 
Department of Public Welfare of the State of 
Illinois. 

2From the Department of Neurology and Psy- 
chiatry, Northwestern University School of Medi- 
cine, Chicago, Ill. 
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Operative Procedures. Lesions were 
placed bilaterally in a sterile open field opera- 
tion designed to expose as much of the 
amygdaloid nuclei as possible with a mini- 
mum of damage to the temporal tips and 
other adjacent areas.’ In the cats the amyg- 
dalae were grossly * destroyed in 6 adults, 
2 of which had been made chronically neu- 
rotic; in 4 others only the lateral portions 
were ablated, and in one adult female and 
in 4 neurotic kittens, only the medial por- 
tions of the nuclei were removed. In the 
monkeys all accessible amygdaloid tissue was 
removed in 7 normal and 8 neurotic adults, 
and in 3 young macaques neurotic since 
their second year. 

Postoperative. In 5 to 1o days after the 
animals were able to feed themselves and 
move about freely, routine performance tests 
and observations were resumed and con- 
tinued for from 6 months to more than 2 
years. The animals were then again sub- 
jected to conflicting stimuli and the course 
of the neurotic reactions observed. Study 
of the 9 partially amygdalectomized cats and 
of the 3 young neurotic monkeys is continu- 
ing. The brains of the other animals were 
fixed, sectioned and stained with thionin or 
by the Weil method for anatomic confirma- 
tion of the lesions. 


RESULTS 


Maximal Amygdalectomy in Adult ‘Cats. 
These 6 animals showed the following be- 
havior for 12 to 18 months after operation: 


L There was general retention of learned dis- 
criminations and preoperatively acquired skills; 
however, 

2. The animals showed an impaired facility in 
task performance and a diminished capacity for 


* The operations were performed by Drs. L. H. 
Schreiner, Paul J. Hutt and Arthur Kling. For 4 
detailed description of- the procedure see Schreiner 
and Kling(12). 

‘Minute remaining portions of the nuclei wert 
always found on postmortem microscopic study: 
For comparative drawings of the range in locale 
and extent of the lesions, cf, Masserman, J. à 
Pechtel, C.: An experimental investigation of fac 
tors influencing drug action. APA Psych. Res 
Report No. 4, p. 90, 1956. 
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learning to solve new problems efficiently. Certain 
factors contributed to this change: (a) the cats 
were moderately restless so that attention and con- 
centration were impaired; (b) the animals re- 
sponded to cues very slowly, thus allowing for more 
distractions between cue and response; (c) the 
motivation of the animals to work for food was 
sharply reduced; and (d) the cats tended to per- 
severate in their responses and to try few alterna- 
tive solutions. 

3. The thresholds for startle and fear responses 
were raised for about 10 weeks, with subsequent 
diminution below preoperative levels. 

4. Correspondingly, the inhibitions, phobias and 
somatic dysfunctions in the 2 neurotic animals were 
moderately ameliorated, 

5. The residual neurotic behavior was easily 
amenable to retraining and other therapy so that 
within a month the cats could no longer be classed 
as neurotic. 

6. Sexual activity in the 4 males was almost 
completely absent for 10 to 12 weeks, after which 
it became exaggerated. In this lattter phase, the 
animals would jump from an opened cage directly 
onto other cats regardless of sex. For 4 to 6 weeks 
these efforts were awkward and ineffective; e.g., 
one animal regularly spent 3 or 4 hours attempting 
to complete intercourse with a female, hostile to 
the approach of any other tomcat or human and 
reluctant to release her despite his obvious fatigue. 
After 6 to 8 months, sexual activity dropped 
rapidly and then remained absent for the remainder 
of the animal's life. 

7. For 8 to 10 months following amygdalectomy 
the animals remained on good terms with colony 
mates and were neither frightened by nor antago- 
nistic toward the occasional visits of a large peace- 
ful dog. Then, along with the decreased sexual 
activity and lowered anger-fear thresholds, they be- 
came increasingly averse to all inter-animal trans- 
actions and often challenged any approach. 

8. So also, they remained on friendly terms with 
humans until they became asocial with their colony 
mates. However, if the animals were treated with 
special consideration and care was taken not to 
startle or alarm them, unfavorable responses to 
approach and handling abated. i 

9. In contrast to unoperated controls, removing 
an amygdalectomized cat from the relatively stimu- 
lating environment of the laboratory for periods of 
3 weeks twice produced disorganization of learning 
and social skills from which the animal did not 
completely recover. 

10. All of the cats were significantly more sus- 
ceptible to the induction of neuroses than they had 
been preoperatively, or as compared with unoper- 
ated animals. 


Lesions in the Lateral Portions of the 
Amygdaloid Nuclei. Other than moderate 
hypersexuality, no significant changes in the 
social behavior and learning patterns of 4 
adult cats with lateral amygdaloid lesions 
were observed for 6 months after operation. 
However, during the subsequent 9 months, 
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the animals became increasingly antagonis- 
tic toward other cats and humans, and 
showed markedly lowered thresholds for 
startle and fear. 


Lesions in the Medial Portions of the — 
Amygdaloid Nuclei. Four 2-year-old cats 
which had been neurotic for 15 months 
showed the following behavior in the 6 to 7 
months after bilateral medial amygdalec- 
tomy: 


1. The severe inhibitions, phobias, etc. were little 
modified by the lesions and, aside from brief periods 
of play, rapid feeding or hypersexuality, the ani- 
mals remained hidden behind or beneath furni- 
ture, crouched in the transport cage, and either 
excited or almost completely immobile in the ex- 
perimental apparatus. 

2. In contrast to adult controls, these deviations 
were not significantly modified by postoperative 
attempts at individual retraining, group contact or 
other therapy. 

3. One to 3 months after operation, the kittens 
began an indiscriminate and persistent erotic pur- 
suit of other animals regardless of their sex or 
species, and often in the face of defending claws 
and teeth. For example, the males tried to mount 
each other at the same time, and made advances 
to a baby male rhesus monkey or to the legs of the 
humans. 

4. Two of the cats,5 except when being fed, re- 
sisted contact with the experimenters by clawing or 
biting. 

5. Nine subsequent months of intensive retain- 
ing reduced the scope and intensity of these be- 
havioral deviations, but the animals remained in- 
tensely fearful of any changes in their environment, 
and learned new patterns of adaptation only with 
great difficulty. 


Maximal Amygdalectomy in Adult Mon- 
keys. Eight neurotic and 4 normal monkeys 
showed the following patterns during the 8 
to 24 months following operation: 


I. There was extensive amnesia for previous 
learning: e.g., though no longer phobic even of the 
rubber snake, the animals did not enter the trans- 
port cages freely, and in the apparatus showed no 
recognition of the signals, levers, the sound of de- 
livered food, etc. 

2. Consistent with this, the previously neurotic 
monkeys showed marked diminution of their inhibi- 
tions, stereotyped aversive reactions, etc., with only 
a modicum of hyperalertness and muscular tension 
remaining. : 

3. For about 6 months there was a marked in- 
crease in oral activity, the monkeys repeatedly 
mouthing anything at hand whether or not it proved 
injurious: food, feces, steel bolts or even an open — 
flame. 

4. The animals showed a marked tolerance for 
handling by a single person, so that gloves or other 


5 One of these had bitten strangers preoperatively. - 
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precautions. became unnecessary. However, they 
were likely to be apprehensive toward other mon- 
keys or when more than one person was nearby. 

5. There was increased inter-animal aggression, 
possibly related to 

6. Persistently heightened sexual activity. The 
amygdalectomized monkeys—all females—mounted 
each other, presented frequently to males, beat or 
mounted them if they did not respond, and regu- 
larly presented to humans of either sex. 

7. The animals were able to regain much of their 
performance on learned problems, but, as with 
the cats, the retraining period was lengthened by 
irregular motivation, marked restlessness and im- 
patience in the testing apparatus or perseveration 
in response. Moreover the relearned performance 
was less precise and accurate than the first. 

8. Two of our amygdalectomized monkeys gave 
birth, one of them twice, but all 3 babies were 
abused. One died aíter ro days, its body a mass of 
bites and bruises although its mother had fed it 
and been solicitous some of the time; similarly, she 
had to be separated from her second baby after a 
few days. In the third case, the mother was found 
attempting to tear the limbs from her new-born 
daughter, but the baby was saved and is now a 
well-developed normal animal. Such treatment of 
the young is occasional among monkeys but it is 
unlikely to have occured twice in our colony by 
chance alone. . 

9. The monkeys, like the cats, showed excessive 
deterioration of learned performance when confined 
to their living cages for 2 periods of 3 weeks each, 
although in from 4 to 8 weeks thereafter the deficit 
was overcome. In contrast, the social behavior of 
the monkeys was only mildly disturbed by this 
relative isolation, possibly because in their living 
cages they have much more contact with colony 
mates and humans. 

10. Finally, all of the amygdalectomized monkeys 
were less resistant to the induction of neurosis 
than were controls with an intact nervous system 


(10). 

Partial Lesions in Adult Monkeys. Three 
males with unilateral amygdaloid lesions 
showed only some diminution in the accu- 
racy and precision of learned performance. 


Complete Amygdalectomy in Young Mon- 
keys. Two young females and 1 male were 
made neurotic in their third year of life 
approximately 18 months before surgery. 
As in the case of the young cats, these ani- 
mals showed only minor changes in neurotic 
patterns and little amenability to therapy 
during the first 4 months after operation. 
The male showed hypersexuality from the 
time he was put with one of the females in 
the second week. Similarly, both females 
became avid of relations with either sex ; in- 
deed, their rivalry in attentions toward or 
from the male was so intense that two had 
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to be separated. Even after 9 additional 
months of retraining, the young animals re- 
mained phobic, distrustful of other monkeys 
or humans, incompetent in old tasks and 
slow in learning new ones. 


Discussion 


In this condensed presentation of our own 
findings we cannot adequately review the ex- 
tensive and somewhat controversial litera- 
ture on amygdaloid function, ranging from 
Kluver and Bucy’s reports of tameness and 
"orality" in monkeys after extensive tem- 
poral ablations(13), or the recent compara- 
tive researches of Delgado(14), Rioch (15) 
and their associates on the elicitation of con- 
ditioned fear reactions by electrical stimula- 
tion of the medial amygdalae, to similar 
observations by Heath et al. (16) in à schizo- 
phrenic human. In essence, the data indi- 
cate that the amygdaloid nuclei, through 
their limbic and/or cortical-subcortical con- 
nections, are part of a paleocerebral com- 
plex of perceptive-effector circuits especially 
concerned with modifying primal oral and 
sexual exploration. In this sense, our amyg- 
dalectomized neurotic animals showed disin- 
hibitions of feeding and sexual patterns; 
however, to regard this as a “cure of their 
neuroses” would be to ignore the fact that 
anywhere but in a specially protected milieu 
they would actually be less well equipped 
for survival than they had been preopera- 
tively. Our data disclosed no adequate ex- 
planation as to why amygdaloid ° lesions pro- 
duced a lesser amelioration of neurotic 
behavior and a greater impairment of post- 
operative readaptations in our young as com- 
pared with our mature animals. 

We have elsewhere discussed in detail the 
complexity of the factors that affect be- 
havior before and after neural lesions and 
the many further qualifications necessary in 
comparing conative, symbolic and expressive 
behavior in animals with that in humans (9, 
10, r1). Nevertheless, the specific and differ- 
ential effects of amygdalectomy in young 
and adult animals here reported seem worthy 
of further investigation. 


* Preliminary data indicate that this finding also 
holds for 2 kittens with as yet unconfirmed lesions 
in the mediodorsal thalamic nuclei 
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SUMMARY 


The individual and social behavior of 15 
cats and 18 rhesus monkeys was recorded and 
analyzed during a control period of from 3 to 
15 months, during which the animals were 
also trained to solve increasingly compli- 
cated problems. Adaptational conflicts were 
used to induce persistent experimental neu- 
roses in 3 kittens, 2 cats, 3 young mon- 
keys and 8 adult ones. The amygdalae were 
then totally ablated, with some injury to the 
surrounding areas, in 6 of the cats and all of 
the monkeys; in the remaining 9 cats only 
the lateral or the medial amygdalae were 
removed. 

Postoperatively, the cats exhibited: 1, no 
general amnesia for previous learning; 
2. only mild amelioration of neurotic be- 
havior; 3. moderate motor restlessness; 
4. variable sexual drive including a phase 
of hypererotism; 5. markedly altered inter- 
actions with other cats and humans ; 6. slowed 
re-learning due to low motivation and erra- 
tic or perseverative performance on both 
simple and complex tasks; and 7. severe dis- 
organization of adaptive behavior after short 
periods of isolation and inactivity. The 
adult neurotic animals were: 8. markedly 
amenable to therapy although the kittens 
very low resistance to the re-induction of 
were only mildly so; whereas 9. all showed 
neuroses. 

In comparison, the monkeys showed 1. an 
initial increase in oral activity; 2. extensive 
amnesia for previous learning, coupled with 
3. limited diminution of neurotic symptoms 
in the young animals as contrasted with al- 
most complete amelioration in the adults; 
4. the ability to regain preoperative per- 
formance levels on learned problems, al- 
though the retraining period was lengthened 
by altered motivation, restlessness in the test- 
ing apparatus, and precipitate or inflexible 
responses; 5. tolerance of the proximity of 
or handling by a single human, contrasted 
with 6. fear responses to other animals or 
when more than one human was present; 
7. increased inter-animal aggression, pos- 
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sibly related to 8. hypersexuality ; and 9. di- 
minished resistance to the re-induction of 
neuroses. 

The theoretical implications of these find- 
ing were briefly considered. 
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CHARACTERISTICS OF POST-PARTUM MENTAL ILLNESS * 


JOHN J. MADDEN, M. D., JOSEPH A. LUHAN, M.D., WERNER TUTEUR, M. D., AND 
JOHN F. BIMMERLE, M.D.?* 


In a study of non-dementing psychoses 
among older individuals encountered in pri- 
vate psychiatric practice, the senior au- 
thors(1) were impressed by the difficulties 
in classification of these cases for the pur- 
pose of clinical evaluation. In this group of 
older people certain epochal influences often 
seemed to be of factual significance although 
the accepted classification had no place for 
such qualification of the behavioral reaction ; 
as in the case of a severe depressive reac- 
tion, more situational and psychoneurotic 
than would be implied in involutional reac- 
tions, and clinically differing from these, but 
occurring in the physical and psychological 
background of the involutional period in life. 

We were impressed with the generally ac- 
cepted designation of a severe behavior dis- 
turbance of post-partum evolution as a post- 
partum psychosis by general practitioners, 
as if these reactions constituted an epochal 
disease sui generis. This probably stems 
Írom the circumstance that a severe mental 
aberration attributable to unusual stress, and 
particularly to the hazards of childbirth, 
is socially more acceptable than a similar 
mental illness arising without apparent cause 
and therefore implying some degenerative 
inheritable stigma. Onset of the mental 
illness usually very soon after delivery is 
another factor aiding this concept. Further- 
more, the psychological content of the illness 
is often related to the circumstance of ma- 
ternity, such as expressions of overwhelming 
inadequacy and inability to care for the new- 
born infant. 

In the course of private hospital practice 
the senior authors gained the impression, 
without the salutary influence of any statis- 
tical analysis, that these patients responded 
rather well to energetic therapy begun early 
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in the course of the mental illness. This 
raised the question whether severe mental 
illnesses of various clinical types occurring 
in a post-partum setting had a better prog- 
nosis than similarly classified mental illness 
in women of the same ages treated in the 
same hospitals, and appearing without the 
coincidence of child-bearing. If a study re- 
vealed any significant difference in favor of 
better prognosis for post-partum mental ill- 
ness, then one might infer that child-bearing 
in some women constitutes an unique stress, 
and that occurrence of the illness post- 
partum should be included in our clinical 
diagnoses as a qualifying phrase after the 
reaction has been designated under the usual 
categories. 

The major part of the present study was 
concerned with post-partum mental illness 
beginning within two months after delivery 
in patients between the ages of 18 and 4o, 
inclusive, admitted during the 43 year period 
from July 1, 1947, through 1951; in two 
groups, at Elgin State Hospital, and at 
Loretto Hospital in Chicago, a general hospi- 
tal with a psychiatric unit. 

Since the admissions for mental illness 
arising in the puerperium were relatively 
few before the age of 18 and after 40 and 
because the diagnoses were not coded for 
post-partum occurrence, the age range was 
limited within these bounds. The two 
months’ interval is roughly within the maxi- 
mum duration of the puerperium defined by 
De Lee(2). 

The average patient population during this 
period was about 4,500 at Elgin State Hos- 
pital (ESH) whereas that at Loretto Hospi- 
tal (LH) was about 2,600. All female ad- 
missions during this interval to ESH were 
4,448, and to LH, 1,512. Within the arbi- 
trary age of 18 to 40 the case records of 
1,458 female admissions involving 1,319 pa- 
tients at Elgin State Hospital, and 713 ad- 
missions involving 641 individual patients 
at Loretto Hospital were reviewed. There 
were 59 patients 18 to 40 years old with a 
post-partum illness in the ESH group and 
57 in the LH group. ; 
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We must differentiate between the number 
of admissions and the number of patients 
in each of the various groups. The 59 pa- 
tients at ESH were responsible for 85 ad- 
missions during this 43 year period, but in 
only one case was there more than one sepa- 
rate post-partum illness (after separate de- 
liveries). Otherwise the multiple admissions 
were for recurrence or continuation of ill- 
ness initiated during a single puerperium, 
except again in one case in each series where 
a woman was admitted to the hospital dur- 
ing this period for a mental illness antedating 
an episode arising after childbirth. In the 
LH group the 57 patients accounted for 72 
admissions during the same period. Hence 
it is difficult to state in one simple figure the 
incidence of post-partum mental illness in 
these series. $ 

The incidence of patients with PPMI 
among all female patients 18 to 40 during 
this period was 4.5% for the ESH series, 
8.9% for the LH series. The incidence of 
admissions for PPMI per admissions of 
women I8 to 40 was 5.8% at ESH, and 
10% at LH. The incidence of admissions 
of patients with PPMI beginning between 
18 and 40 among all female admissions dur- 
ing this period was 1.9% at ESH, and 4.8% 
at LH. Thus the incidence of PPMI in the 
general hospital population was about twice 
that in the state hospital group. 

The literature gives widely varying sta- 
tistics for the incidence of mental illness as- 
sociated with childbearing and the puer- 
perium. Part of this confusion arises from 
indefiniteness concerning the duration of the 
post-partum period with inclusion of cases 
beginning during lactation many months 
after delivery, and from lack of separate 
consideration of the puerperal period in dis- 
cussions of the general subject of mental ill- 
ness related to childbearing. Furthermore, 
the rates are usually given for all mental dis- 
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ease of women of all ages. The proportion 
of women of childbearing age varies con- 
siderably for differing hospital populations. 

The statistic based on the largest number 
of cases culled from the older literature is 
that given by Zilboorg(3), showing an inci- 
dence of psychosis with childbearing of 8.7% 
among 10,394 cases (not all post-partum). 
At ESH Dora Fishback(4) found 53 cases 
(2.7%) associated with pregnancy among 
1948 available records of women admitted 
during 1930 to 1932. From percentage 
figures given in her paper one might infer 
that 36 patients suffered from mental illness 
beginning within two months after delivery, 
an incidence of patients per admissions of 
1.8%. The comparable figure for our ESH 
group would be 1.3%. Brew and Seiden- 
berg(5) found an admission rate for PPMI, 
presumably patients per admissions, of 2.4% 
at Syracuse Psychopathic Hospital from 
1933 to 1946. 

In the present work the case records of 
PPMI and of the small control series se- 
lected for follow-up study were carefully 
reviewed and the diagnostic classification 
sometimes changed to be in better clinical ac- 
cord with the facts of observation of the 
patient's behavior. However, such diagnostic 
revisions were based on the record of the 
first one to three admissions during the 1947- 
1951 period. There was no retrospective 
change in diagnosis because of the long term 
outlook, or the status presens in 1956 or 
1957. Furthermore, the pre-1952 classifica- 
tion was translated when indicated into cur- 
rent terminology. On the other hand, the 
discharge diagnoses of the larger groups 
used to obtain a comparative diagnostic pro- 
file were recorded without revision. 

The discharge diagnoses ‘on a sample of 
487 consecutive women patients at ESH in 
the 18 to 40 groups were collected until a 
total of 400 cases of schizophrenic, manic- 


TABLE 1 


DraGNostic Make-Up or THE Ersin SrATE HosPrTAL Group (Women 18 TO 40 Years OLD 


1. Post-partum mental illness, revised classification. .. . 
2. PPMI, original classification. ........ esee 


3. Non post-partum mental illness original classification. ^ 2% 


Schizophrenic Manic-depressive — Psychoneurotic 


42 patients 7 patients { 10 patients 
71.2% 11.9% 16.9% 
nw { 3 { 14 
71.2% 5.1% 23.790 
30 {% 
7-5% 18.5% 
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depressive and psychoneurotic reactions was 
obtained, as an index to the diagnostic pro- 
file of these patients for comparison with 
that of the post-partum group. See compari- 
sons in Table r. 

In a similar manner a comparative diag- 
nostic profile for the LH group was ob- 
tained, except that some revision was made 
in the control cases as well as in those of 
PPMI. (See Table 2.) 

The average age at onset of the first at- 
tack related to childbearing in the LH series 
was 28.5 years, in the ESH series 28.1 years ; 
this is close to the 27.6 years reported by 
Fishback(4) for the previous series at ESH. 

The onset of the psychotic reaction in both 
groups of PPMI was usually acute. In 13 
cases of the combined series the onset was 
described as “very soon after delivery” ; but 
when the so-called incubation period was 
stated more exactly, the mental illness began 
within two weeks after delivery in 80% in 
the ESH series, and in 75% in the LH 
group. Premonitory mild symptoms were 
noted in pregnancy in 8 of the ESH cases, 
in 3 of the LH group. 

Unusual circumstances of pregnancy or 


delivery occurred in only 9 cases of the © 


double, combined series of 116 cases of 
PPMI; only one patient suffered from major 
toxemia of pregnancy requiring Caesarean 
section at 7 months. In 3 more cases there 
were serious puerperal complications. 

The matter of parity is of interest. In 
most of the reports in the literature, the num- 
ber of multiparous women in the PPMI 
groups exceeded that of primipara. Thus in 
the ESH cases, there were 33 multipara and 
26 primipara; but in the LH series, primi- 
para outnumbered multipara, 34 to 23. 

A history of severe emotional disturbance 
associated with a previous childbirth was 
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found in 10 of the ESH post-partum cases. 
The diagnoses made in these cases were: 
manic-depressive psychosis, 5, schizophrenia, 
4, mixed psychoneurosis, r. In the LH series 
there was only one case of serious mental 
illness associated with previous childbearing, 
in a manic-depressive patient. 

History of previous nervous breakdowns 
not associated with childbearing was found 
in 6 patients in the ESH PPMI group and 
in 5 in the LH series. 

We have stated in the beginning that one 
reason for the general practitioner's ac- 
ceptance of post-partum mental illness as a 
disease entity was that the content of the 


mental illness was often related to the cir- ` 


cumstances of maternity, usually implying re- 
jection of the infant, as emphasized by other 
writers. Most often the patient expressed 
inability to care for the child, feared that 
it would die or was deformed; or seemed 
openly resentful and jealous of the infant. 
Examination of the records revealed that - 
the content of the mental illness was un- 
mistakably related to the circumstance of 
maternity in only 46% of the LH cases and 
in 4496 of the ESH group. Simple ignor- | 
ing of the child in connection with strange 
behavior in general, bizarre schizophrenic 
behavior, typical manic hyperactivity, and 
paranoid delusional preoccupation without 
reference to the child were not considered 
as significantly related to the circumstance 
of maternity. However, some writers would — 
consider mere indifference to the baby as an 
equivalent of hostility toward it. We were - 
unable to confirm from the data in the 
records that there was any high incidence 
of rigidity, or homosexual personality ' 
makeup as hypothesized by Zilboorg(6) with 
respect to post-partum schizophrenia, 

There were 9 patients who had made sui- 


TABLE 2 
Dracnostic MAKE-U» or THE Lorerro Hospira Group (Women 18 To 40 Years OLD) 
Schizophrenic Affective Psychoneurotic 
PPHICL.-S UNE. PC. de Sa ueuente ss patients * 14 patients 
57.996 17.596 24.6% 
PPMES yoked eee 116 patients { 29 patients * 105 patients 
Non 46.4% 15% tE- 


* Includes 2 cases of psychotic depression in ‘both groups. 
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cidal attempts in the LH series; only 4 pa- 
tients in the ESH group had attempted sui- 
cide. One patient in the ESH series suffering 
from manic-depressive depression nearly 
killed her baby; but no other patient at- 
tempted or committed infanticide. Piker(7) 
found from reviewing the literature that 
infanticide because of psychosis associated 
with childbearing occurs most often during 
the period of lactation. 

In an attempt to evaluate the prognosis of 
PPMI, a series of control cases was picked 
at random from the patients in the same age 
range at LH and at ESH, admitted during 
the same period with the same major diag- 
noses with the only additional qualification 
that every woman had been pregnant at least 
once (with a few exceptions all were 
mothers). 

With the aid of a psychiatric social 
worker, follow-up studies were initiated in 
the cases of patients not now known to be 
hospitalized, by means of questionnaires, 
telephone interviews, and contact with the 
attending psychiatrist if the patient was still 
under treatment. The average follow-up 
period was about 87 months. Unfortunately, 
during this period many of the patients could. 
not be traced. 

Any prognostic appraisal to be reduced to 
a rating will generally be considerably more 
inexact than the symbol would indicate, since 
different ratings on the basis of the same 
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facts by differing observers may show some 
wide discrepancies. However, since all of 
our patients were evaluated by the same ob- 
servers on the same general principles, the 
following statistics have value in a compara- 
tive sense. 

We classified the long-term results as 
good, fair and poor, with an intermediate 
group where the information was somewhat 
inadequate. In the ESH group, total dura- 
tion of hospitalization during the period be- 
tween initial admission and last contact was 
computed for each patient, and expressed as 
a percentage. For example, the 18 post- 
partum schizophrenic patients with a good 
outcome were hospitalized on an average of 
3.9 months or 4.3% of the time, during 89.0 
months of observation. In the LH group, 
the patient’s stay was generally a matter of 
weeks compared with months in the state 
hospital when the long term outcome was 
good. For example, the 11 schizophrenic 
patients with a good result were hospitalized 
on an average of 24 days during 82.6 months 
observation, spending less than 1% of this 
time in the hospital. Our emphasis in prog- 
nostic evaluation was on social recovery. All 
of the patients in the private hospital unit 
received electroshock therapy and a number 
of the schizophrenic group were treated by 
means of insulin coma as well. Several vol- 
untary patients with a short term stay in the 
ESH series received no shock therapy. 


TABLE 3 
Ourcome IN ELGIN STATE HosPrrAL SERIES 


Control series 


Distri- 


Classification Number bution 


75 Schizophrenic Patients 
Good 


PPMI series 
——— 


r EE 
Time in 
Hospital 


4.3% 
7.996 


82.2% 


Distri- 


Classification Number bution 


e Schizophrenic Patients 


3.476 


71.196 


3:496 
3.7% 
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TABLE 4 


OUTCOME IN Lomgrro Hospirat SERIES 


Control series 


Classification Number Distribution 

20 Schizophrenic Reactions 

Good 5 vas ee E bean ee cres 10 50.0% 

Good to faitis ie ee 3 15.076 

Fair 4 20.0% 

Poor 15.0% 

13 Affective Reactions 

Good 53.876 

Good to fair. 30.8% 

Fair 15.476 
68.0% 
12.096 
16.0% 
4.076 


Combining some of the results of Tables 3 
and 4 for easier comparison, and using only 
two significant (percentage) figures, we 
have: 


TABLE 5 


PERCENTAGE or Goop REsULTS IN EACH MAIN 
CLASS or ILLNESS 


Schizophrenic reactions ... 58 50 50 39 
Affective reactions II 
Psychoneurotic reactions .. 91 68 87 77 


One must be cautious in drawing conclu- 
sions from so small a sample, but these re- 
sults seem more valid than statements in the 
literature which quote excellent recovery 
rates without any explanation, or without 
long-term follow-up. Three conclusions 
seem permissible on the basis of these re- 
covery statistics; 1. patients with post- 
partum mental illness have a slightly better 
outlook for recovery than do women of the 
same ages with similarly classified reactions 
unassociated with childbearing. 2. The prog- 
nosis in a group of cases as a whole depends 
to an even larger degree upon the nature of 
the illness, or since there is much yet to be 
learned about causation, depends at present 
on the classification of the mental illness 
without respect to its relation to childbear- 
ing. 3. The long-term outlook is better for 

patients treated in the general hospital psy- 


PPMI series 
—— 


Classification Number —Distribution 
19 Schizophrenic Reactions 
dnd pent... ssi nner say II 57.996 
Good to fair 3 15.8% 
Tapis s A 10.5% 
A OEE tre cs clo alate 3 15.8% 
7 Affective Reactions 
God IET oss vite eR dS is 6 85.796 
"HRIB IL dus Sad EA CET eju I 14.376 
11 Psychoneurotic Reactions 
Good UE AGATUR CU a = 10 90.096 
Good. 6o Br. 2.111.221 1 0.196 


chiatric unit than for those in the state hos- 
pital in nearly the same community; this 
superiority is particularly evident when total 
durations of hospitalization are compared, 
and in this respect holds both for PPMI and 
for mental illness in women of the same age 
without temporal relationship to child- 
bearing. 

The reference to difference in outlook be- 
tween the PPMI and control series refers to 
long-term good prognosis, whereas with re- 
spect to a poor outcome there is little differ- 
ence for the same classification of illness be- 
tween PPMI and that occurring without 
relation to childbearing. 

The question whether women with PPMI 
who recover from one episode will undergo 
recurrence of illness with subsequent child- 
bearing is one of considerable interest. In 
the LH series, of the patients with good 
recovery, 15 have had one or more children 
without further serious mental illness; 2 
were pregnant again when last contact was 
made and were well; and 10 have had no 
more children. The 15 patients were classi- 
fied as follows: 7 had schizophrenic, 4 affec- 
tive, and 4 psychoneurotic reactions. The 2 
patients now pregnant suffered from schizo- 
phrenic reactions. 

In the ESH group there were 13 patients 
with PPMI who made a good recovery and 
subsequently had one or more children; 8 
were classified as suffering from schizo- 
phrenia, and 5, from manic-depressive 
psychosis. 
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COMMENT 


During the twenties and thirties of this 
century post-partum mental illness requir- 
ing hospitalization was attributed in a large 
measure to toxic-exhaustive psychosis (also 
called delirium and acute confusional psy- 
chosis) ; for example, Strecker and Ebaugh 
(8) in 1926 found that 3495 fell into this 
classification. However, even in 1913, Geof- 
frey Clarke(9) wrote that bacterial toxins 
play a very minor role in reproductive in- 
sanities, and that in puerperal insanity the 
morbid mental symptoms are commonly pres- 
ent for a considerable time after the physical 
health has been restored, and relapses are 
frequent. In 1929, Saunders(10) was one 
of the first to reject the etiologic conception 
of toxemia and exhaustion as a cause of 
puerperal psychoses. In a lengthy review of 
the subject of mental disorders associated 
with childbearing Boyd(11) indicated that 
in a series of 150 cases, 28.8% were delirial 
reactions; and he discussed the subject of 
non-toxic deliria, saying that patients with 
such illness who do not recover usually suf- 
fered from incorrectly diagnosed schizo- 
phrenia. Perhaps better lying-in care, the 
advent of anti-bacterial chemotherapy and 
the more general use of Caesarean section 
has contributed to the vanishing of these re- 
actions; but we suspect that this change is 
on the basis of a more realistic appraisal of 
mental illness associated with childbearing. 

Manic-depressive reactions made up about 
4096 of serious mental illness associated with 
childbearing reported in the former litera- 
ture. Most of these reports emanated from 
the eastern United States or Canada, where 
manic-depressive reactions are either more 
in evidence or more in diagnostic fashion. 
During the period of the ESH series re- 
ported by Dr. Fishback(4), with an inci- 
dence of manic-depressive psychosis of 
39-895, the diagnosis of such reactions was 
more often made at this hospital than in 
other Illinois State Hospitals. As an ex- 
ample of the current diagnostic practices in 
our community, at the Cook County Psycho- 
pathic Hospital during 1948-1951, the diag- 
nosis of manic-depressive psychosis among 
functional psychoses was made in 516 cases 
in contrast to 9,744 cases of schizophrenia 
and paranoid psychoses, a ratio of 1: 19. In 


our combined series of 116 cases of PPMI, 
the ratio of manic-depressive and psychotic 
depressive to schizophrenic reactions was 
1:4.4. From a review of the literature 
Boyd(11) found a ratio of manic-depressive 
psychosis to schizophrenia of 2:1. McNair 
(12) in a recent study classified all of the 
puerperal reactions in his series as schizo- 
affective. 

The incidence of psychoneurotic reactions 
in patients hospitalized for PPMI seems 
either to be on the increase, or is gaining 
more recognition. Thus Strecker & Ebaugh 
(8) found 2% of mental illness with child- 
bearing classified as psychoneurotic illness, 
Kilpatrick and Tiebout(13), 4%, Fishback 
(4), 3.526; Smalldon(14) found 12.7% and 
Boyd(1r), 14.4%. In our combined series 
of 116 cases the incidence of post-partum 
psychoneurotic (nearly all depressive) reac- 
tions was 20.7%. Hemphill(15), writing 
about experience with puerperal mental ill- 
ness in England, classified 38% of his cases 
as puerperal depression; it is probable that 
some of these would have been classified by 
us as severe neurotic depressions. In a re- 
cent report in the German literature, Schwin- 
genheuer(16) found that 37 out of 64 cases 
of puerperal psychosis were predominantly 
exogenous in character. 


CONCLUSIONS 


In our experience the most frequently en- 
countered form of puerperal mental illness 
of sufficient gravity to require hospital care 
is the group of schizophrenic reactions. 
Many of these with a favorable outcome cor- 
respond to illnesses which were probably 
euphemistically and erroneously catalogued 
in much of the literature of the past three 
decades as toxic-exhaustive psychoses, and 
particularly non-toxic deliria. 

In their beginning, relatively benign post- 
partum schizophrenic reactions may be very 
difficult to distinguish from the hard core 
of process schizophrenia and of relapsing 
schizoaffective reactions. The residuum of 
deteriorating and relapsing schizophrenic ill- 
nesses in similar therapeutic environments is 
proportionately the same whether or not 
these first developed in the puerperium. 
These results imply that process schizo- 
phrenia and some schizoaffective reactions 
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beginning after delivery are purely coinci- 
dental psychoses. The better outlook for 
those schizophrenic reactions which tend to 
be self-limited and are accelerated toward a 
favorable conclusion by early energetic 
therapy suggests that the stresses entailed 
in achieving motherhood and being con- 
fronted with its new responsibilities act as 
a precipitating factor in some women pre- 
disposed to develop personality disorgani- 
zation. 

There seems to be an increasing incidence 
and recognition of serious, presumably func- 
tional mental disability of relatively favorable 
outcome arising in the puerperium which 
early in its course lacks the behavioral 
quality of schizophrenic reactions, is com- 
patible with psychoneurotic depressive states, 
and is rapidly helped by short term inten- 
sive psychiatric treatment. In these cases 
the psychological stress of motherhood is a 
potent precipitating and partially causative 
factor. These reactions occur in certain 
women who react when loss of person- 
ality integrity is threatened with a fairly 
blatant display of psychoneurotic behavioral 
symptoms, 

About half of our patients who made a 
good long-term recovery from an initial post- 
partum mental illness subsequently had one 
or more children without recurrence. All 
those in our study classified as having a good 
outcome have remained well during an ob- 
servation period averaging more than 7 
years. 

We find that in a similar population in 
the same therapeutic milieu there is a some- 
what better long-term outlook for recovery 
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in puerperal as contrasted with similarly di- 
agnosed mental reactions unassociated with 
childbearing. 
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DIAGNOSTIC AND PERSONALITY TESTING IN 
CLINICAL PSYCHOLOGY 


R. W. PAYNE, Pu. Dt 


Clinical psychologists have now been 
working with psychiatrists in mental hospi- 
tals for many years and the practice of clini- 
cal psychology in this setting has become 
more or less routine. The psychologist tends 
to answer 4 main types of questions concern- 
ing: I. the intellectual level of the patient, 
2. the presence of deterioration or brain 
damage, 3. the psychiatric diagnosis, and 4. a 
general “personality assessment.” Discus- 
sion of the value of the clinical psychologist 
has tended to centre around the validity of 
the tests he uses for these purposes. For 
example, some critics would maintain that 
the Rorschach test is not valid for assessing 
psychiatric diagnosis. They might prefer to 
replace it with a test which is valid for this 
purpose. Seldom has anyone tried to assess 
the usefulness of the questions which the 
clinical psychologist tries to answer, as op- 
posed to the validity of the methods he uses. 
It is the purpose of this paper to enquire 
into the last two questions that psychologists 
are usually asked. 

In a mental hospital much of the psycholo- 
gist’s time is spent in answering questions 
about differential diagnosis. The psychiatrist 
usually formulates a fairly specific question, 
for example “is this patient an obsessive 
compulsive neurotic or an early schizo- 
phrenic?". The psychologist usually gives 
some test or other and suggests an answer 
without further enquiry, ignoring the scien- 
tific evidence on the subject. As Eysenck has 
pointed out(4, 6) questions of differential di- 
agnosis of this sort make one assumption 
Which is completely unverified, namely that 
these psychiatric labels refer to “disease en- 
tities" which are qualitatively different, like 
influenza or a compound fracture. Research 
has shown, however, that there is no qualita- 
tive difference between neurosis and normal- 
ity; there is a continuum from the "super 
normal" at the one end, to the "extremely 
neurotic” at the other. Where we draw the 
line is arbitrary. All we can do is quote a 
figure which represents the position occupied 


1 Institute of Psychiatry, University of London, 
England. 


by the patient along this continuum. Further- 
more, Eysenck has demonstrated that at least 
3 completely unrelated dimensions are neces- 
sary to account for psychiatric abnormalities, 
namely, “neuroticism,” “introversion-extra- 
version" and "psychoticism"(4, 6). Since 
these dimensions are unrelated there is no 
reason why a patient could not be “abnor- 
mal" with respect to all of them. It is thus 
meaningless to ask “is this patient neurotic 
or psychotic?”, We can only ask “how much 
of each?”. In other words, we can only define 
our patient’s position on these unrelated 
dimensions. 

However, even this more refined proced- 
ure cannot be assessed before we enquire 
into the nature of a further problem, namely, 
“why does the psychiatrist want to have a 
diagnosis in the first place? What is the 
label for?", Some psychiatrists have been 
known to argue that a diagnosis has no real 
value at all. It is merely a formality required 
for the records. If it is the case that nothing 
follows from the label there would seem no 
point in giving diagnostic tests. Flipping 
coins would be more economical. However, 
this is a point of view seldom accepted. 

Generally speaking, a diagnostic label car- 
ries with it a number of implications. First 
of all, it is descriptive. That is, it is a short- 
hand way of defining a cluster of specified 
symptoms. It is a rather inadequate short- 
hand as it does not mention how many of the 
symptoms in the cluster are present or which 
are absent. Secondly, a diagnostic label has 
prognostic implications. For instance a diag- 
nosis of disseminated sclerosis carries with it 
certain expectations, a hastened death among 
them. Thirdly, diagnosis implies treatment. 
When we know that G.P.I. is confirmed, cer- 
tain rational (or in some cases empirical) 
treatments follow. Fourthly, a diagnosis usu- 
ally implies an aetiology, or at least rules out 
some causes which might otherwise be enter- 
tained. 

It is obvious then that the value of the 
diagnosis lies in its implications. Labelling 
for its own sake is pointless. It is clear that 
diagnosis in psychiatry is less valuable than 


25 


IS S 


26 DIAGNOSTIC AND PERSONALITY TESTING 


in other branches of medicine, mainly be- 
cause the implications are fewer in psychi- 
atry. The aetiology of most psychiatric condi- 
tions is unknown, although unproven (and 
often untestable) theories abound. Similarly, 
very few rational treatments follow from a 
psychiatric diagnosis although a few em- 
pirical treatments (e.g., ECT for depres- 
sion) sometimes do. 

Let us turn now to the contribution which 
the clinical psychologist can make. No diag- 
nostic label which he suggests will be infal- 
lible. However, he should try to suggest how 
fallible his diagnosis is likely to be in any 
particular instance. The difficulty with pro- 
jective tests is that there are usually not 
sufficient data for the psychologist to esti- 
mate his error for any single case. Some 
studies on the Rorschach(2, 12, 17) which 
are themselves of dubious validity, suggest 
that a psychologist using this tool diagnosti- 
cally will be wrong, or partly wrong about 
20% of the time. Thus the label suggested 
in 1 case out of 5 will be very misleading. 
What is worse, the clinical psychologist has 
no data to enable him to tell when he will be 
wrong. In other words there is an overall 
probability of 1 in 5 that he will be wrong 
whatever he says, and he can never say of 
one case "here I am nearly certain: there is 
only 1 chance in 100 of my being wrong," or 
of another “here I cannot say, the chances 
are 50-50 that I am wrong.” 

More objective tests for which there are 
adequate data get around this difficulty by 
providing a different probability for each 
score. Let us examine a hypothetical ex- 
ample of a “well” validated, objective diag- 
nostic test for the diagnosis of psychotic de- 
pression. This test has been given to a large 
and representative sample of depressives and 
a well matched control group consisting of a 
representative sample of all other psychiatric 
conditions and a normal group. The test will 
not differentiate perfectly as psychiatric diag- 
nosis is not perfectly reliable. However, the 
following picture might emerge: 


DEPRESSIVES CONTROLS 
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Let us suppose that the two distributions 
are normal and that the mean, the standard 
deviation and frequency distributions for 
both groups are available. The application of 
the test is now fairly easy. For score A, we 
would be unable to commit ourselves, as the 
patient is equally likely to be a member of 
either group. Score B might virtually ex- 
clude "depression." Since only 5% of de- 
pressives get so high a score the chances are 
only 1 in 20 that the patient is a depressive. 
Score C is less clear-cut. While only 10% 
of controls get so low a score, it is an average 
performance for a depressive. Thus there is 
only 1 chance in 10 of the case not being a 
depressive. Score D is fairly conclusive. 
Only 1 in 100 controls get such a low score 
so that in all probability "depression" is the 
correct label.? 

We have now succeeded in making our 
labelling more accurate, as each possible 
Score carries with it its own probability of 
the label being appropriate. In fact the aim 
of many psychologists today appears to be 
to produce a test which can be used in this 
way. The M.A.P.S. test is a good example 
(23). Is such a diagnostic test of any use 
however? Let us see whether any of the 
implications of a diagnostic label follow 
from the test score. 

All tests of this sort have been validated 
against psychiatric diagnsois. That is, the 
test is shown to differentiate between what 
the psychiatrist in the initial study regards 
as typical or clear-cut groups. The groups 
are originally chosen because they seem to 
conform to the symptom pattern to which 
the label refers. However, does the score 
which we get from the test have any descrip- 
tive value? Clearly it need not. If we are to 
use the score descriptively we must know 
that the lower the score the more depressive 
symptoms are present. However, the method 
of validation described does not allow us to 
assume that this is the case. Depressives in 
the original study, about whom the doctor 
was most doubtful (i.e. the least typical) 
need not get the highest (1.e., least depressed) 
score on the test. Similarly, the most clear- 
cut depressives (with all the symptoms) in 


* As Meehl and Rosen(16) point out, to obtain 
a more accurate estimate of these probabilities, the 
“base rates” should also be taken into account. 
These of course are usually unknown for the par- 
ticular hospital population one is asked to test. 
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the original study might well be among those 
with indeterminate test scores. Unless the 
original study has demonstrated a correlation 
between the number of symptoms and the 
lest score, we cannot assume that such a cor- 
relation exists. Thus we cannot even use our 
test score to estimate the number of symp- 
toms present. Even if we could, we could 
still not tell from the score which symptoms 
were absent. If this is the case, the diagnostic 
test score has no descriptive significance at 
all, so that it can contribute nothing to the 
descriptive information of the psychiatrist. 

Description is only one implication of the 
diagnostic label however. Can the test score 
aid the doctor in making a prognosis? This 
need not be the case either. Let us consider 
the original validation of the test again. The 
doctor who diagnosed the standardization 
group of patients might well be able to give 
a more or less accurate prognosis for this 
group of patients. In fact there might be a 
significant relationship between the presence 
or absence of the label he assigns, and prog- 
nosis. We also know that there is a signifi- 
cant correlation between presence or absence 
of his label and the test scores. This does 
not prove, however, that there is any rela- 
tionship whatsoever between the diagnostic 
test score and prognosis. Two things which 
correlate with the same thing do not neces- 
sarily correlate with each other, unless the 
correlations concerned are greater than .7. 
This is, of course, axiomatic in factor analy- 
sis, where two completely uncorrelated tests 
often have high loadings on the same factor. 
If this were not so, parsimonious factorial 
descriptions of large matrices of intercorre- 
lations would not be possible. It is fairly easy 
to see in this example how this might come 
about. The patients might, as a group, have 
IO symptoms. The doctor might base his 
label on these ro symptoms. While he based 
his label on all 10, only 4 might in fact be 
relevant to the prognosis, so that his label 
would have a significant but imperfect cor- 
relation with prognosis. The test score might, 
however, be related to another 4 of the 10 
symptoms. Thus, while the test score would 
also have an imperfect correlation with the 
doctor's label, it would not be a function of 
any of the symptoms which are related to 
prognosis. 

If the correlations between test score and 
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psychiatric label and between label and prog- 
nosis were high enough of course (over .7), 
some correlation between prognosis and 
score would be inevitable. However, we know 
from studies by Ash(1) and others, that the 
inter-individual consistency of psychiatric 
diagnoses is too low for correlations of this 
size to be possible between psychiatric diag- 
nosis and any other variable. 

All this means is that we cannot use our 
test score for prognosis unless it has been 
specially validated for this purpose, This 
seems such an obvious statement that it is 
hardly worth labouring. However, it is im- 
plicitly disregarded in most clinical psycho- 
logical practice. 

The third implication of the diagnostic 
label is treatment. It may be the case that 
the presence or absence of the label given by 
the doctor is correlated with the success or 
failure of certain treatments. (In our ex- 
ample of “depression,” ECT would proba- 
bly be so related.) Again, however, this does 
not prove that the test score is correlated at 
all with success or failure of these treat- 
ments. Precisely the same argument applies 
as applied in the case of prognosis. If we 
wish to use our test to determine which treat- 
ment is likely to be beneficial, we must vali- 
date our test for this specific purpose. 

The fourth implication of the diagnostic 
label was a certain aetiology. Here the case 
is even clearer. For most psychiatric diag- 
nostic labels no aetiology has been estab- 
lished. Thus we cannot expect a test score 
whose sole validation is an imperfect correla- 
tion with psychiatric labelling to throw any 
light on aetiology. 

The diagnostic test score is thus completely 
useless. It can be used validly to predict 
which label the psychiatrist who took part in 
the validity study would have assigned to a 
patient, although for a considerable propor- 
tion of test scores, no conclusive label can be 
predicted. However, it cannot be used validly 
to predict any of the consequences of this 
label. But the consequences of the label are 
all that the doctor is really concerned with. 
When he accepts that the diagnostic test 
“confirms” his clinical diagnosis of depres- 
sion, he may believe that he can now make 
his prognosis and decide on his treatment 
with more confidence. However, this is pre- 
cisely what he should not do, and many clini- 
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cal psychologists do not make this position 
clear to him. 

Many clinical psychologists have rejected 
diagnostic tools as such. They believe that 
the psychologist can best help the doctor by 
providing supplementary information about 
the "personality structure" of the patient. 
Thus they prefer to use “personality” tests, 
rather than "diagnostic" tests. The term 
"personality test," however, is rather unfor- 
tunate. Personality is usually defined as the 
sum of individual differences. If this defini- 
tion is accepted, a “personality assessment” 
would require a vast profile of the scores on 
all the cognitive abilities, and affective and 
connotive traits which have been shown to 
be responsible for individual differences. 
This would be an enormous task and it is in- 
conceivable that any single test could pro- 
duce so much data. (It is true that the Ror- 
schach purports to measure many different 
aspects of personality, but even Rorschach 
enthusiasts would find it difficult to support 
the notion that it provides a valid assessment 
of the primary mental abilities defined by 
Thurstone.) 

What so-called personality tests often do 
provide is a verbal sketch of the patient, 
phrased either in lay terms or in some special 
jargon. More objective tests usually provide 
measures of some very restricted "trait," It 
is difficult to see in general how these tests 
can be of any more direct help to the doctor 
than the diagnostic tests. Unless these have 
been shown to have a direct correlation with 
treatment, prognosis or aetiology, it is diffi- 
cult to see how the doctor can base any 
course of action on them, interesting as their 
results may sound. 

These arguments do not mean, however, 
that all tests are useless to the clinical psy- 
chologist. They merely mean that tests 
should be validated for the purpose for 
which they are used. That is, some conse- 
quences of practical value must have been 
shown to follow from the test score. The 
practice of validating tests solely against 
psychiatric diagnosis is pointless. Unfor- 

tunately it is very common, and probably re- 
flects the relatiye lack of advance of the 
science of a ul psychology. fft, this 
practice impl ny abņormal.psycholøgy is 
so undevelo that we must fall back en- 
tirely on psychiatry, taking over all its con- 
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cepts and nomenclature, and validating what 
tests we use against its categories. 

While we may object to using tests whose 
sole validation is a correlation with a psy- 
chiatric label, this does not mean that clinical 
psychologists cannot make a contribution, 
both in terms of test results and recommen- 
dations for action. 

Scientific psychological explanations inde- 
pendent of psychiatric terminology, which 
are testable for individual patients, have been 
advanced for many specific “neurotic” symp- 
toms by such workers as Mowrer(18), 
Wolpe(24), Eysenck(3, 5, 7, 8, 9, 10, 11) 
and Jones(14, 15), most of whom adopt 
Hull’s(13) principles of learning theory 
rather than textbooks of psychiatry as their 
scientific basis. Furthermore, much useful 
descriptive data can be obtained about pa- 
tients and their dysfunctions if an individual 
experimental approach is made. These argu- 
ments have been developed elsewhere ( 19, 20, 
21, 22). Psychologists ultimately can only 
hope to be of real assistance to psychiatry if 
they have some unique scientific contribu- 
tions of their own to make to the investiga- 
tion of mental patients, and it is to be hoped 
that in the future some of the constructors 
of "diagnostic tests" can be persuaded to 
turn their research attention to matters of 
more theoretical interest and greater useful- 
ness. 


SUMMARY 


This paper argues that the practice of vali- 
dating diagnostic tests solely against psychi- 
atric diagnosis is pointless. The reason is, 
that if this method of validation is used, 
none of the consequences of the diagnostic 
label necessarily follow from the test score. 
Tests should be directly validated for the 
purpose to which they are being put. In 
clinical psychology, tests are usually used to 
provide a description of the patient, to pro- 
vide a prognosis, to Suggest a treatment, or 
to suggest some aetiology. Unless tests have 
been directly shown to have validity for these 
purposes, they should not be used. 
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SUBJECTIVE REPORTS OF LYSERGIC ACID EXPERIENCES IN 
A CONTEXT OF PSYCHOLOGICAL TEST PERFORMANCE 


SIDNEY COHEN, M. D., LIONEL FICHMAN, Pu. D., ano BETTY GROVER EISNER, Pn. Dt 


The psychotomimetic drugs have proven 
valuable tools in neuropsychiatric research. 
Of these agents lysergic acid diethylamide * 
(LSD-25) is preferred at present for the 
production of a dissociation state or “model 
psychosis." It is a matter of current contro- 
versy whether the subject undergoes a toxic 
psychosis or a schizophreniform state. There 
is no desire to participate here in such con- 
troversy ; however, reactions which included 
aspects of both the toxic and the schizo- 
phrenic psychoses were observed. Further- 
more, in some cases no psychotic process 
whatsoever appears to be involved. 

Investigators who have attempted to eval- 
uate the effect of the hallucinogenic drugs 
on personality have approached the problem 
from several parameters. Some use clinical 
appraisal others contrive stressful situa- 
tions, a growing number make use of psycho- 
logical test batteries, and some employ a 
combination of methods. It is possible that 
there is still another source of information 
which has so far not been fully utilized— 
narrative reports by the subject himself. 

Although introspective reports should be 
approached with caution, verbal subjects 
gifted with some measure of lucidity may 
offer insights which would otherwise escape 
detection. This is particularly true since 
the LSD-25 experience is, for many indi- 
viduals, so overwhelming that immediate, 
effective communication becomes disrupted. 
Valuable information is often lost when a 
„subjective description of the event is not re- 
Corded as soon as possible after termination 
of the major effects of the drug(t, 2). 

It is recognized that the validity of indi- 
vidual introspective reports is tentative be- 
cause of the possibilities of distortion which 
may occur at any point in the process from 
experience to narration. However, if the 
reports can be correlated with clinical ob- 


1 Medical and Psychological Services, Neuro- 
psychiatric Hospital, Veterans Administration, Los 
Angeles 25, Cal. 

? The lysergic acid diethylamide was supplied by 
Mr. Harry Althouse of Sandoz Pharmaceuticals, 
Inc. 
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servation and psychological test results, a 
new dimension of insight into the LSD ex- 
perience becomes available. There seems to 
be distinct value to subjective descriptions, 
especially when counter-balanceed by the 
more objective psychological test material. 

The following 5 case reports were selected 
from a study of 30 volunteer subjects, male 
and female, whose ages ranged from 22 to 
57 years. None of these persons had ever 
required neuropsychiatric hospitalization or 
intensive psychotherapy. A battery of psy- 
chological tests* was administered under 
both control and drug conditions. The aver- 
age dose was 100 micrograms of LSD-25 
diluted in distilled water and administered 
orally at 8:00 a.m. to the fasting subject. 
Each volunteer agreed, as part of the study, 
to write a report of his experience that same 
day, if possible. 

These examples are chosen for clinical 
variety and the expressiveness of the sub- 
jective reports. They also appear to be a 
fair sampling from the range of possible 
LSD-25 reactions, Although the cases ap- 
pear to have a sustained direction toward a 
particular diagnostic category, this corre- 
spondence is not exact. Even if diagnostic 
labels were completely precise, it would be 
impossible to match reaction to category be- 
cause a subject could progress through a ` 
series of affectual changes. These might 
vary from deepest dysphoria to soaring 
euphoria during a single drug experience, 
and also at times manifesting paranoid and 
catatonic type thinking and behavior. 

A brief summary of performance changes 
on the psychological tests will be given. A 
subsequent report will deal more fully with 
the significant changes on the tests between 
drug and non-drug conditions and with the 


* The battery consisted of the following projec- 
tive tests: Rorschach, Thematic Apperception Test 
(TAT), Draw-A-Person (DAP), Bender Gestalt, 
Saxe Sentence Completion and Word Association. 
Other tests given were: Shipley-Hartford, Graysort 
Perceptualization, Minnesota Multiphasic Person- 
m Inventory (MMPI) and an adjective check 
ist. 
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implications of these changes. However, a 
few overall remarks may be pertinent with 
respect to the sample in general. 

As the drug took effect, the subjects 
showed varying amounts of change in sen- 
sory and motor function. Everything from 
slight visual blurring to synesthesias and 
the apparent motion of stable objects was 
reported. Sometimes the movements of the 
subjects became more expansive, and some- 
times they were so inhibited that the indi- 
vidual could not raise a finger. 

With respect to intelligence, there was a 
drop in IQ scores on the Shipley-Hartford 
scale in 24 out of 30 cases under LSD-25. 
Abstract thinking was more affected than 
was vocabulary retention. The range of IQ 
change was from an increase of II points 
to a decrease of 41 points with the mean IQ 
change a decrease of 8.9 points. 

The most outstanding features of the per- 
sonality changes as revealed by the projec- 
tive techniques were three. 1. A striking 
general disruption of the defensive system 
of the individual occurred. Breakdown of 
defensive structure was significantly more 
frequent and more pathological and there 
was an increased appearance of repressed 

. material. 2. There was an impairment in 
reality contact which was reflected in bizarre 
responses and actual perceptual distortions 
up to and including hallucinations. 3. A 
disruption in the ability to maintain any 
sustained effort in dealing with the demands 
of the environment was a consistent finding. 
This was particularly clear in the disinclina- 
tion and sometimes incapacity to perform 
the tasks set before him. 

Probably because of the lowering of ego 
defenses, there appeared to be a lessening 
of differentiation between outer and inner 
stimuli, and the usually clear-cut divisions 
between sensory modalities became blurred 
with assorted synesthesias making their ap- 
pearance. Accompanying the decreased 
awareness of external stimuli was a general 
turning inward of attention and an obvious 
preoccupation with internal productions. 

One of the most provocative observations 
was the variety of mechanisms of coping 
with the effects of the drug. Some indi- 
viduals exhibited a single regressive mode 
of defense; other subjects seemed to run 
though a repertoire of defensive techniques, 
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either singly or several at a time ; and others 
allowed their defensive system to be dis- 
rupted without anxiety. These latter ap- 
peared to experience a type of dissociation 
or depersonalization which was described as 
extremely pleasant, insightful and inte- 
grating. 

It is of intense interest to speculate on the 
determinants of the direction of experience 
under LSD-25 which do not seem to be con- 
sistent in the same subjects from one session 
to another. The type of reaction seems to 
be a function of the personality of the 
subject, the conditions surrounding the sit- 
uation, the people present during the drug- 
induced state, and the immediate circum- 
stances of the subject's life. Further research 
is needed in this area to clarify the relation- 
ship of these variables, and to discover any 
other factors involved. 


CASE REPORTS 


Case 1, Woman psychologist.—The test changes 
from non-drug to drug battery showed a general re- 
gression from a high level of operational efficiency to 
one of disorganization and withdrawal. There was a 
drop from 145 to 137 in IQ, and most of this reflected 
an impairment in the ability to reason abstractly, 
Tests which were done with speed and efficiency 
under the control conditions were left unfinished or 
were completed with the greatest urging under the 
drug. A number of replies on the tests were left 
blank, and an even larger percentage were answered 
by inappropriate perseverations of “nothing” and 
“no.” The over-all picture of regressive withdrawal 
is perhaps best typified by the figure drawings. 
Under control conditions these were large, easily 
recognizable male and female figures; under the 
drug all the subject was able to produce were two 
tiny question marks in the upper righthand corner 
of the paper. One of the figures had a small box 
drawn around it. These would be an indication 
that the subject was unable to conceptualize or to 
produce even the most rudimentary human figure. 
In summary: the clinical picture changed from a 
highly intelligent normal subject with some anx- 
iety and rather overt aggression to that resembling 
a catatonic schizophrenic. 

Subjective Report: “The psychologist told me to 
get up and go over to a table and take some tests, 
I started to go, but nothing happened. I tried very 
hard to move. I pushed, but my body would not 
move. When I finally got it going, it went all 
right, but it was hard to stop. I wasn't thinking 
about anything but what I had to do which was 
move . . . Sometimes I would notice painful sensa- 
tions in some part of my body which I knew in a 
vague sort of way were caused from being in one 
position too long. When I felt these I knew that 
they were intense sensations, but it didn't seem to 
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matter very much. But whenever I became aware 
of pain, I tried to change position to relieve it. 
Sometimes it worked, and I was able to move. 
Sometimes I tried my best for a long time and 
nothing happened, so I would just stay the way I 
was and put up with the pain until I didn't notice 
it anymore... 

“People would come in from time to time. If they 
were within my field of vision, I saw them. If they 
were not within my field of vision, I forgot they 
were there. Once I seemed to clear up a little, and 
I wondered who was sitting next to me; I tried to 
turn my head to see, but it wouldn't move. When- 
ever anybody asked me something, I tried to answer, 
Sometimes I wouldn't be thinking at all, just blank, 
Occasionally I would know exactly what I wanted 
to say. I would try to say it, and nothing would 
come out. Then I would line up some words to 
say, line them up in my mouth and work on getting 
the first one out on the theory that if I could get 
one word out, the rest would be easy. But this 
usually did not work . .. 

"Somebody asked me if I were happy. In a 
fuzzy sort of way I wanted to explain that I just 
couldn't answer the question because it didn't have 
any meaning. I didn't think I was happy or un- 
happy, but I wasn't sure just what this was. I 
couldn't answer the question as phrased because the 
terms were just not relevant. This thought was 
hopelessly complicated to me. To get out of not 
being able to say anything, I just said, ‘sure.’ 

“My most striking impression of the way I felt 
was of the tremendous amount of effort I was 
putting out for very little return. Now it seems 
to me that I found everything impossible but un- 
avoidable, I felt no anxiety at any time after the 
drug took effect, I think now that anxiety would 
have been a very pleasant feeling and a welcome 
relief from the nothing in which I spent today.” 

CasE 2. Male teacher.—The test changes from 
non-drug to drug battery showed less deterioration 
than those of the majority of the subjects. There 
was an unevenness of performance which makes it 
difficult to give a consistent picture of the changes. 
For instance, when asked to tell stories to a set of 
pictures, the subject was able only to describe what 
was on the cards; on the Rorschach, by contrast, 
productivity was doubled and most of the responses 
were of a high caliber, These responses showed 
less anxiety and defensiveness against aggression 
and sexuality, and the homosexual flavor of the con- 
trol record disappeared. There was also not as 
much preoccupation with a conflictual life situation 
on the drug tests as there had been on the control. 
There was a rise in IQ from 131 to 133 points which 
is not significant, but which is interesting because 
with the majority of the subjects there was a sig- 
nificant drop in IQ level. The subject demonstrated 
vividly in his test battery the visual changes which 

occur with the drug in heightened three dimension- 
ality and the apparent movement of static surfaces. 
In summary: contrary to the trend, this subject 
showed less anxiety and defensiveness under the 
drug and seemed in better control of threatening 
unconscious material. 'There was an unevenness 


about his performance, suggesting that the effects 
of the drug waxed and waned, thus making it diffi- 
cult to summarize the direction of clinical change. 

Subjective Report: “About this time I noticed the 
bed, table legs, the doctor’s legs and shoes, every- 
thing in my visual field was close around me, and 
they were very large. It was as though everything 
were on a convex surface about me. I have no idea 
how long this lasted, but following this, I suddenly 
felt that everything was ‘away’ from me. There 
was too much distance from me to the objects about 
me, the floor was spacious. This change occurred 
more than once (close-in-large to away). During 
one of the close-in phases the objects about me 
seemed to have no common base or ground. They 
all seemed to be floating on surfaces, transparent 
and their own; yet all were related and the phe- 
nomena felt normal. I was intensely aware of 
everything and felt I was experiencing something 
extremely important. 

“We left the room, and I went to the lavatory . . . 
while there I looked in the mirror, I appeared 
drawn and lifeless and, therefore, somewhat shocked. 
I believe this may have been the beginning of the 
‘away’ phase. Going through the halls there was 
little of interest. Coming upon the outside court 
. .. the ‘outside’ at this time appeared lifeless and 
not quite real. It was dull, flat, and colorless . . . 

“We walked over to the cafeteria. As we entered, 
the music being played on the juke box ‘caught’ me. 
I began to walk in rhythm with it... Looking 
around as we walked toward the cafeteria line, 
I began to notice color, By the time we reached 
the line, colors were intense and saturated. The 
salads and desserts on the shelf became the most 
marvelous sight I had ever seen. As food the 
thought never occurred to me. My attention was 
taken by people and movement. At this time my 
sense of time was warped all out of proportion. An 
intensity crept into all objects. There was no dis- 
tinction between animate and inanimate except for 
movement. It seemed to take hours to go through 
the cafeteria line, 

"We left the cafeteria, went through the halls, 
and came out on the same yard or court previously 
mentioned. I would not have known it was the 
same place. The outside had the same quality 
about it that the cafeteria had. Everything was 
substantial. It was as though things were the way 
they should be—fantastically real. The trees were 
lush and their aroma was magnificant. All was 
fresh as I had never seen it before, I watched 
pigeons fly—there seemed to be after-images of 
them in their flight path. I could hardly leave the 
outdoors to go back into the building. 

At this time I believe I left the phase of close-in 
Cwhich started when I walked into the cafeteria) 
and began the away phase. In the room again we 
started working on the tests. I became quiet inside. 
Withdrawn and moody. I would have been con- 
tent to sit and brood, but there was nothing to 
brood about. I just felt nothing was worthwhile 
and any effort was too great. 

"I feel there were definite phases: close-in 
(euphoria) and away (depression). These se 
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to be an effect of the drug, but could be triggered 
by associations of a psychological nature. Not 
mentioned were feelings of being watched through 
the window in the door of the room. Also feeling 
that conversations were related to me." 

Case 3. Female Nurse—The control battery 
showed a rather immature woman within the normal 
range but with a strong flavor of the labile hysteri- 
cal personality. The drug first threw the subject 
into an acute panic and then intensified the imma- 
ture and repressed elements of the personality, and 
there was a drop in efficiency of performance with 
the appearance of much more hostility and sexuality. 
This increase in sexuality was so threatening to 
the subject that she threw a Rorschach card re- 
minding her of male genitals across the room and 
called it lewd and nauseating. The over-all drop in 
efficiency is typified by the drop of IQ level from 
125 to 101 with the greater impairment in abstract 
reasoning. The general loosening of defenses was 
exhibited in associations such as "that's a place to 
live, too, I guess" to "vagina" and in her failure 
to draw both sexes in the figure drawings when 
under the drug. The control figures were rather 
silly and childish, but under the drug she was able 
to manage only one large, unclothed, undifferenti- 
ated figure and say, "There is no other sex, that's 
one and the same." 

In summary: after the subject overcome the 
initial acute panic into which she was precipitated 
by the drug, the clinical picture which she had 
exhibited was that of an immature, labile woman 
whose defenses were loosened so that there was an 
increase in the appearance of overt aggression and 
sexuality. The appearance of this unconscious ma- 
terial and the feeling of loss of control were very 
threatening to the subject. 

Subjective Report: "However, shortly I had the 
feeling of being choked from inside. I had difficulty 
breathing for a moment. Then I began to feel 
nauseated and restless, I said to the psychologist, 
‘I don't feel good at all’. I remember turning around 
in my chair and holding onto the table and putting 
my head down on my arm. Suddenly the tightness 
in my throat increased, and I began to feel as if my 
body were on fire both inside and outside. My neck 
and back felt very tense. I became very frightened 
and had the feeling of acute panic. I was being 
swirled and sucked down, down, down into oblivion. 
I clung to the table for dear life, but it did no good. 

"The fear was overwhelming as I was thrust 
down into blackness. My body was burning up, 
and I began to sweat. This indescribable feeling of 
being swirled and thrust into some place else was 
easing somewhat. It seemed that I had been in this 
torment for weeks. After it had eased up, I knew 
beyond a doubt that I was in another world, I 
felt it and refused to tell the psychologist about it 
because he wouldn't understand. I remember think- 
ing, ‘This is what the psychotic feels like.’ That 
feeling of panic and terror had left me tremulous 
and weak. 

“At this point I felt as if there were a transparent 
wall all around me. It was so physical that I could 
almost reach out and touch it. I was completely 
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enclosed in this wall, but I could see through it and 
hear everything that went on. . . . This transparent 
wall prevented other people from getting into my 
world, and also it kept me from going into theirs. 
I felt pleased and quite superior about this arrange- 
ment and thought that I had the advantage... 
Although the whole experience was interesting, no 
one could persuade me to go through the fear and 
discomfort again. The horror of ‘losing control’ 
is too much to expect of anyone to experience 
twice.” 

Case 4. Male physiotherapist—The outstanding 
change from control to drug battery was from 
rather defensive, careful—although slightly aggres- 
sive—performance to a relaxed happiness which was 
not disturbed even by the appearance of bizarre 
material. There was an IQ drop from 136 to 129 
points, all of which appeared in the ability to reason 
abstractly. The relaxation of defensiveness, the 
lowering of intellectual controls, and the emergence 
of unconscious material is best exemplified by the 
figure drawings and the sentence completion test. 
The figures changed from well-defined although im- 
mature ones to purely symbolic drawings which 
resembled an embryo with a flowing tail and two 
ostrich feathers with beads at their base. On the 
sentence completion he perseverated "hot dog" 3 
times, “Dad beat on the head" 4 times, and 5 
sentences was happily preoccupied with Sigmund 
Freud. He felt he was really loved by him, people 
who didn't like Sigmund annoyed him, he wished 
his mother had married S.F, and so on for 8 out 
of so questions. He seemed conscious of his per- 
formance but undisturbed by it, and the bizarre 
material and disorganizations had a happy setting 
such as his drawing circles as musical notes and 
his gay choice of names in the stories he told (Mur- 
gatroid, Lotus Blossom, Hannah and Harry, etc.) 

In summary : this subject seemed to welcome dis- 
sociation, the lessening of defenses and anxiety, and 
the appearance of unconscious material, 

Subjective Report: "This sounds contradictory 
but isn't—this clear-headed confusion. A thing can 
become so bright it cannot be held within the 
human brain—so beautiful it aches to behold it—yet 
one looks and submits the flesh to this pain of 
beauty—this beauty is clear—the pain is the con- 
fusion, If the ‘beauty’ can look at the pain and 
become one with it—this is what I mean by clear- 
headed confusion. I recall seeing pictures and colors 
and many things . . . One thing is quite clear to me 
now as I return to the changing pictures, the colors 
swimming, retreating, charging: these colors to an 
artist are in reality a picture frame—the hard core, 
the soul, the God, the Be of the artist is the picture. 
His genius is as great as his ability to put his Be 
or Is or Oneness on the canvas. This can be re- 
written for any of the Arts. 

"My own slant was, I believe, particularly to- 
wards form and movement. At one point when 
I persisted in holding onto a single hair as if that 
was all that held me to reality and perhaps it was, 
you said why not choose a speck on the floor? I 
tried very hard to tell you it couldn't be just a speck 
on the floor. It had to be a symbol of my choice 
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and this now seems logical to me . . . You tell me 
and I tell me that I cannot see thru a file card, 
see my hand and the blood vessels, see the thick- 
ness of printers ink, and I must bow my head and 
say it can’t be done. But surely, I did it. And this 
is the logic. What makes our logic better than the 
psychotic’s logic? . . . Heretofore, over many years 
I have had a superior, somewhat supercilious atti- 
tude towards all organized religions. Today, on the 
way home, I tried to tell A. that I could now feel 
with people who had deep religious feeling . . . 


“A week ago I would have thought that visions 
seen by 'normal' individuals were carefully con- 
sidered fictions. Although my personal religious 
convictions have not changed, I can very well un- 
derstand ‘visions’, ‘calls’, or deep religious feelings. 
However, I will still be suspicious of people who 
protest too much. A feeling of oneness with God 
cannot be mundane, practical consideration but must 
be an intenseness; not a common sketch but a 
masterpiece. This new acquaintance with reality 
will probably be the strongest reminder of my visit 
into mania. Reality will no longer be an absolute. 
I know now that the psychotic’s reality is not mine 
and that for him, perhaps, his reality can be in- 
finitely better than mine.” 

Case 5. Male psychiatric aide—Although both 
test batteries were defensive, there was more disor- 
ganization present on the drug tests. The IQ level 
fell from 133 to 126. On the word association test 
synesthesia was present and the subject saw the 
object represented on several occasions when the 
word was spoken, The type of defense shifted from 
the predominantly intellectual to the more with- 
drawn. There was less productivity and several 
refusals to answer. Evidences of fatigue and inertia 
were present, and more concern with themes of 
failure occurred in the stories. The regression and 
refusals appeared most clearly when unconscious 
material which the subject found distressing (mainly 
aggressive) showed evidence of appearing, There 
was much sensory involvement while under the 
drug, and cards with pictures or blots seemed to 
undulate and weave in almost living vibrations. 
In summary: the clinical picture was that of an 
extremely careful, defensive individual with a strong 
intellectual overlay who was much affected by 
sensory changes under the drug and whose defenses 
shifted from the intellectual to the more withdrawn 
when threatening unconscious material of a re- 
vealing nature began to appear. 

Subjective Report: “When I started to tell what 
I saw, I would suddenly stop in amazement of 
what I had said. "Well, ran my private thought, 
I'll have to use more discretion than that in what 
I say.’ A moment later I would find myself saying 
something even more disturbing. A sense of having 
lost control hit me, and produced a definite negative 
experience, I believe all the force of control and 
restraint that I could muster must have been called 
forth. 

“My mind was busy. Was this an indication of 
the fears and violence I feared I might encounter 
deep down in my nature? This is the way I im- 
mediately interpreted it. A tendency to ‘clam up’ 


was now elevated to a ruling emotion... My 
usual determination to see a ‘nice’ meaning was 
powerless in the face of a violence that seemed 
almost vicious—For relief I turned to the lovely 
Utah landscape on the wall. And what should I 
find but a cloud line and horizon converted into a 
fierce pair of lips, snarling in a pulsating, threaten- 
ing face. My body tensed; my feet began to sweat, 
and I believe I slid down in my chair; I don't know 
what good that was supposed to do, unless I thought 
I could duck out the back way. It would be difficult 
to describe my emotional response which somehow, 
stripped of its complex variations, amounted to an 
immense sense of failure. 

"Only for perhaps 5 minutes did I wish I had 
not tried the drug. After that, the feeling that I 
wanted to try again grew steadily—it grew along 
with the feeling that I had started out right, that 
something unfortunate had happened, that my re- 
actions did not indicate pure and simply that I was 
at heart a fearful person, ridden with guilt com- 
plexes. Actually, though this new and more hopeful 
interpretation was born early in the experience, the 
‘majority’ of me had given up to negative emotions. 
I could see very little but disintegration in myself. 
Therefore it became very necessary to parry, to 
not reveal the mess that I was. I could keep that to 
myself, and attempt a major reconstruction privately 
later. 

"We went to the canteen for lunch. By this time 
I seemed be at the peak of the effect of the drug— 
I was ‘far gone . . . I couldn't remember going 
down the hall or being on the elevator, though 1 
can remember the elevator door opening very sud- 
denly. The doctor commented on it; and I thought 
it was somehow significant as part of a trick. After 
all, it wasn't lunch time yet, I thought. Or maybe 
it was an act to test my powers of observation . . - 
In the cafeteria line I felt clumsy . .. I almost 
felt that (the waitress) was participating in a 
conspiracy to force me to reveal that I was ‘gone.’ 

"I was really on guard now. The doctor sug- 
gested I find a table. Very cautiously I set out 
across the room, which was a vast place now, not at 
all certain that I would recognize an empty table. 
And I wondered if there would be any significance 
in the sort of location I would select. I was looking 
for significance in everything. I was wary and 
suspicious; but oddly enough still felt I could trust 
the doctor and psychologist. I knew I was paranoid, 
and yet no person seemed threatening . . . 

“Tt was the oddest thing. I couldn't follow the 
conversation at all, can’t remember a thing that was 
said. What impressed me was the staccato, rapid 
pace of the thing, and the ‘gangster’ quality. 
thought they might be trying to see if I would later 
be able to link this act with reality... for the 
most part I was wrapped up in my own thoughts 
and emotions. I had failed. I was a mess, I thought 
of the report by another subject who commented 
that she knew this was ‘how a psychotic feels.’ 
I could go her one better: obviously I was psy- 
chotic . . . Early in the experience I had been able 
to make some shift between normal and LSD states 
of consciousness, But now I was entirely caught 


up in the new world, I couldn't be sure that we 

were really at dinner at all... . Was I dreaming? 
I made a mental note to be sure and ask the doctor 

and psychologist if we had really gone to lunch at 
all. 


"Once outside again, I saw a group of patients 
being escorted by several aides. Immediately I saw 
one of my friends, an aide, with the group . . . I 
thought to myself: ‘It is very clever of them to 
have me see C. now. That adds a quality of veri- 
similitude.’ (later when finishing the tests:) ‘The 
test called up often rehearsed feelings of being ac- 
cused’ . . . Occasionally, for a moment at a time, 
I caught a painful sense of the inability to feel 
warmth or trust. I had a sense of isolation, of 
frigid aloneness built and defended by the intellect's 
too dominant questions, evaluations, and judgments." 


cently recovered from LSD-25 
supplement the information obtained by 


and give insight into the qualitative p. 
occurring within the individual. | 
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SOME CONCEPTUAL TENDENCIES IN THE PSYCHOSOMATIC 
MOVEMENT? 


BERNARD BANDLER, M. D.? 


A distinguished biologist and careful 

thinker has made the following comment on 
the body mind problem, on the emotions, 
and on the nature of causation. 
It therefore seems that all the affections of soul 
involve a body—passion, gentleness, fear, pity, 
courage, joy, loving, and hating; in all these there 
is a concurrent affection of the body. In support 
of this we may point to the fact, while sometimes 
on the occasion of violent and striking occurrences 
there is no excitement or fear felt, on others faint 
and feeble stimulations produce these emotions, viz, 
when the body is already in a state of tension re- 
sembling its condition when we are angry. Here is a 
still clearer case: in the absence of any external 
cause of terror we find ourselves experiencing the 
feelings of a man in terror. From all this, it is obvi- 
ous that the affections of soul are enmattered for- 
mulable essences. 


This sentence of Aristotle is not so obvious, 
but he immediately clarifies his meaning. 


Consequently their definitions ought to correspond, 
e.g., anger should be defined as a certain mode of 
movement of such and such a body (or part of 
faculty of a body) by this or that cause and for 
this or that end. That is precisely why the study of 
the soul must fall within the science of Nature, at 
least so far as in its affections it manifests this 
double character. Hence, a physicist would define 
an affection of soul differently from a dialectician ; 
the latter would define, e.g., anger as the appetite 
for returning pain for pain, or something like that, 
while the former would define it as a boiling of the 
blood or warm substance surrounding the heart. . . . 


Psychosomatic medicine is a movement. 
Although many of the ideas that are now 
held were entertained by men of the 19th 
century and earlier, the movement itself has 
a duration of barely 30 years, Any effort, 
consequently, to describe or to evaluate basic 
concepts, trends and tendencies, lacks an 
adequate historical perspective and is liable 
to some arbitrariness. 

Psychosomatic medicine is commonly used 
in 3 senses: it refers to a point of view, to 
a method, and to a subject matter. The 
point of view is biological: mind is con- 

1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2 Dept. of Psychiatry, Boston University, School 
of Medicine, Boston, Mass. 
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sidered the central organ of integration and 
of adaptation; health and disease reflect the 
relative success and failure of the organism 
in the process of maintaining its equilibrium 
and of perpetuating itself in its ever-chang- 
ing environment. The concept of homeo- 
stasis is the physiological statement of this 
point of view. Freud’s basic assumption 
that the function and purpose of the nervous 
system and of the psychic apparatus is to 
keep stimuli at a minimal level is the psycho- 
logical expression of this point of view. The 
biological point of view implies that full and 
complete understanding of any experience 
of the human organism, requires knowledge 
of all the relevant disciplines that impinge 
on it: biology, physiology, psychology and 
sociology. 

The psychosomatic point of view implies 
further a pluralistic concept of causation. 
It implies multiple causes of health and dis- 
ease, which arise from different sources, are 
studied by different disciplines, and are in- 
terpreted by the concepts appropriate to each 
individual discipline. In the literature, how- 
ever, the physiological and psychological 
causes are sometimes considered parallel. At 
other times they are considered to be mani- 
festations of a single underlying process 
which expresses itself in these different mo- 
dalities. At other times the psychological is 
considered the reflection or subjective ex- 
pression of the physiological. This has led, 
at times, to an inadequacy of research de- 
sign and to an inability to interpret the data. 
The pluralistic concept of causation actually 
implies that these causes merge, interact and, 
in some cases, mutually influence each other. 
The decision about the relative contribution 
and significance of these multiple causes in 
the etiology of any specific disease can be 
arrived at only after long observation and 
experiment. 

The method of psychosomatic medicine, 
consequently, is interdisciplinary. The con- 
tributions of a single discipline, such as 
psychology, are profound and convincing. 
They, however, can explain only a part of 
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the total picture. Any research, which aims 
at completeness of understanding, requires 
the participation of experts from a number 
of fields, both in the planning of the pro- 
gram and in its execution. Such collaboration 
involves the difficult problems of precise in- 
vestigative techniques and the objectivation 
and quantification of data. These problems 
are particularly acute in respect to the psy- 
chic apparatus and the contribution of mind. 
Our psychological discussions are saturated 
with quantitative terminology. We speak of 
amounts of energy and libido, the power of 
the instincts, the strength of emotions, the 
degree of affect, the strength and weaknesses 
of the ego, and the strength of the trans- 
ference. 

Freud repeatedly came back to the eco- 
nomic factor, the quantitative factor, as the 
decisive one in human behavior. When he 
wrote of masochism, it was The Economic 
Problem in Masochism. When he wrote of 
the basic factors determining neurosis in 
Analyses Terminable and Interminable, 2 of 
the 3 he listed were biological and quantita- 
tive. They were the hereditary potential of 
ego defenses in each individual and the 
strength of the individual instincts. Quan- 
tity was also considered the decisive factor 
in therapy by Freud. He states that in the 
struggle between the forces working for 
health and the resistances, victory usually 
goes to the bigger battalion. 

A basic problem, consequently, is to evolve 
techniques for the objectivation, validation, 
and precise measurement of psychological 
quantities. Closely related to the problem 
of quantity is that of time. In a study of 
the interrelationship of the different types 
of causes, observation on temporal sequence 
would be crucial. 

1 The third use of psychosomatic medicine 
Is In respect to its subject matter, its con- 
tent. Although the movement in the begin- 
ning made verbal acknowledgment that all 
disease was its province, in practice the ma- 
jority of studies focused on a limited num- 
ber of individual diseases. These diseases 
were almost invariably those of unknown 
etiology, the familiar, so-called “psychoso- 
matic diseases,” such as asthma, hyperten- 
sion, and ulcerative colitis. The personality, 
the psyche, and the repressed drives and 
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emotions were to be the deus ex machina to 
fill the etiological void. 

There were various determinants of the 
development of the psychosomatic move- 
ment. Freud’s work and the demonstration 
of the role of the unconscious influenced all 
fields of knowledge and endeavor. It formed 
the core of modern dynamic psychiatry. It 
was inevitable that the psychoanalytic con- 
cepts, body of knowledge, and methods be 
applied to the problems of medicine, biology, 
and phsysiology. 

The medical schools, the hospitals, intern- 
ists and men engaged in research were highly 
receptive to a collaboration with dynamic 
psychiatry. This receptivity was greatly en- 
hanced by the effectiveness of dynamic psy- 
chiatry during the war. Interrelationships 
between the psyche and the soma were sys- 
tematically demonstrated in the promotion 
of health, the understanding of disease, and 
in therapy. The psychosomatic movement 
was the beachhead by which dynamic psy- 
chiatry re-established itself in the domain 
of medicine. 

The focus on diseases of unknown etiology 
was largely determined by two facts: 1. they 
presented problems of great importance ; 
2. extensive clinical experience had demon- 
strated that the onset and the exacerbation 
of these diseases were often related to psy- 
chic conflict, (described in the literature as 
the “emotional factors”). Extensive clinical 
experience had also demonstrated the re- 
mission of these diseases, or their sympto- 
matic improvement, in the course of psycho- 
therapy. Probably the most impressive and 
subjectively convincing aspects of clinical 
experience were the appearance of physical 
symptoms in the course of verbal associa- 
tions. These symptoms appeared and dis- 
appeared in the context of meaningful asso- 
ciations. The somatic symptoms behaved in 
the same way as the neurotic symptoms and 
appeared equally as intelligible. 

The first attempts at the conquest of the 
“psychosomatic diseases” were based on the 
fusion of two models, one arising from 
the prevailing medical concept of etiology, 
the other from the psychoanalytic study of 
the neuroses. The medical ideal was that of 
a single cause. This ideal was triumphantly 
exemplified in the case of bacteria which 
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fulfilled Koch’s postulates. The psycho- 
analytic model was the work done on the 
choice of the neuroses. The earlier years 
of psychoanalysis had concentrated exten- 
sively on the problem of the choice of neu- 
rosis. Research was directed towards an- 
swering the following questions: What 
determined the choice of hysteria, rather 
than an obsessive compulsive, or some other 
type of neurosis? What were the typical 
conflicts, defences, fixations, and meaning 
of symptoms specific for each of the neu- 
roses? What was their personality profile, 
their characaer? These questions had led to 
meaningful answers. Although the pendu- 
lum of psychoanalytic interest has swung in 
recent years away from these problems to- 
wards a closer scrutiny of ego development, 
structure and activity, the achievements of 
these earlier studies have in general been 
accepted. Hopes were high, consequently, 
and apparently well founded that at last the 
etiology of the obscure “psychosomatic dis- 
eases” would be uncovered. Psychology 
was to supply the single cause. An impor- 
tant phase in the history of psychoanalysis 
was to be repeated in the psychosomatic 
movement. 

The problem of choice of organ, or organ 
System, took the place of the old question, 
largely abandoned, of the choice of neurosis. 
The problem of etiology became the prob- 
lem of specificity. The question then arose 
where did specificity reside? Was it in the 
personality? If this were true, could one 
describe the personality structure of patients 
with typical psychosomatic diseases? Could 
one describe the hypertensive or asthmatic 
personality, for example, in the same way 
as one described the hysterical or obsessive 
character? Extensive studies were under- 
taken to answer these questions following 
the pioneer work of Dunbar and her asso. 
ciates. It is of especial interest that with the 
recent extension of the psychosomatic move- 
ment to the neo-plastic diseases, many of 
these same questions are being asked again 
in spite of the fact that the psychosomatic 
movement has largely abandoned this ap- 
proach towards the classical psychosomatic 
diseases. Typology, it appears, is an im- 
portant and necessary descriptive and classi- 
ficatory stage in the development of any 
science. 


The next phase of the movement was to 
look for specificity in the type of conflicts, 
of defences, and in the fate of the repressed 
instinctual drive and emotions. Although 
Freud had not investigated the field of 
“psychosomatic medicine,” the scope of his 
theory provided a framework for its study. 
In a footnote to his paper on the “Uncon- . 
scious" Freud made the following observa- 
tion on affect, the quantitative factor of the 
instinctual impulse. ‘‘Affectivity manifests 
itself essentially in motor, (i.e., secretory 
and circulatory) discharge resulting in an 
‘internal’ alteration of the subjects’ own body 
without reference to the outside world.” 
The conceptual framework for this phase 
was largely supplied by Franz Alexander. 
His hypotheses were as follows: There was 
a specificity of the basic conflict and of its 
manner of resolution in each of the psycho- 
somatic diseases. The repressed drives and 
emotions were thought to be discharged 
through the autonomic nervous system, lead- 
ing at first to functional disturbance, and 
finally to irreversible tissue changes. The 
physiological processes and anatomical 
changes were not considered symbolic in the 
same sense as the processes and meaning of 
symptoms in hysteria. He considered that 
the unconscious initiated and largely main- 
tained the psycho-physiological chain of 
events. A considerable body of evidence in 
many diseases was produced by Alexander 
and his co-workers to justify these hy- 
potheses. 

The specificity hypothesis, however, raised 
a number of theoretical questions. The most 
general was the problem of the body-mind 
relationship. The problem cannot be dis- 
missed or by-passed as metaphysical. Un- 
less the problem is formulated and solved 
in terms that do justice to the fact that mind 
is the central organ of integration and 
adaptation, it is impossible to cope with the 
problems of etiology, of psychogenesis, of 
the mechanisms by which the environment 
influences behavior, of the relationship be- 
tween physiology and psychology, and of the 
nature and functions of the instincts, drives 
and emotions. There was some confusion, 
as would be expected, in a developing move- 
ment, in the formulation and solution of the 
body-mind problem in both the Introductory 
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Statement to the first issue of Psychosoma- 
tic Medicine in 1939 and in the writings of 
the most influential theorists. Thus, the In- 
troductory Statement first states that there 
is “no logical distinction between mind and 
body" and then advances a particular mo- 
nistic historical solution which is based upon 
the Cartesian dualistic formulation of the 
body-mind problem. The Introductory 
Statement continues 

It takes for granted that psychic and somatic 
phenomena take place in the same biological system 
and are probably two aspects of the same process, 
that psychological phenomena should be studied in 
their psychological causality with intrinsically psy- 
chological methods and physiological phenomena in 
their physical causality with the methods of physics 
and chemistry. 


The paper on Psychological Aspects of 
Medicine by Alexander, which follows, il- 
lustrates the same difficulties. It mentions 
that recent 
discoveries gave us an insight into the fundamental 
details of how the mind rules the body. The fact 
that the mind rules the body, no matter how much 
it was neglected by biology in medicine, is the most 
A fact which we know of the process of 
ile. 

A few paragraphs later, however, this funda- 
mental fact appears to be ignored. 

There is no Dichotomy between psyche and body 
(soma). If, however, we understand psychic phe- 
nomena as nothing but the subjective aspects of cer- 
tain bodily (brain) processes, [the subjective re- 
flections of physiological processes], this dichotomy 
disappears. 


This solution has essential drawbacks. It 
deprives mind of any biological functions. 
It eliminates mind as a causal factor in dis- 
ease and, hence, repudiates the possibility 
of psychogenesis. Since the emotions are 
both physical and psychological phenomena, 
this theory leaves their role and contribution 
to disease indeterminate. Are the psychologi- 
cal aspects of emotions, in terms of aware- 
ness, conflict, repression, and their fate in 
the unconscious, merely a reflection of the 
physiological processes, and hence without 
causal significance? If taken seriously, this 
theory would exclude research on the basic 
problem of interrelationships, of the inter- 
action and confluence of the various causes 
of diseases and the determination of their 
relative significance both in specific diseases 
and in the individual patient. Alexander's 
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general theory of body-mind relationship, in 
short, appears to undermine on the most gen- 
eral theoretical level, his important contribu- 
tions to the theory of specificity. 

Any doctrine of epiphenominalism, or of 
physiological co-existence in which mind has 
the autonomy of a soviet sattelite, or of any 
underlying process which is simultaneously 
expressed in mental and physiological mo- 
dalities is unable to explain how “psychoso- 
matic disease” is possible and, hence, to 
ascribe any role to psychogenesis. It be- 
comes necessary, then, to introduce a purely 
physiological concept to explain “‘psychoso- 
matic disease.” This, I believe, is the basic 
rationale for the concept of “physiological 
regression.” 

The concept of specificity has been seri- 
ously questioned in recent years. Such care- 
ful workers, for example, as Karush and 
Daniels, find no evidence for it in ulcerative 
colitis. Mandelbrate and Wittkower con- 
clude their study of Emotion in Graves Dis- 
ease by stating, “No specificity can be 
found.” 

Mahl, in his animal studies of gastric 
function, believes also, that he has disproved 
specificity. Weissman, in his studies on 
specificity in recurrences in gastric ulcer, 
scrupulously avoids any discussion of eti- 
ology. The earlier emphasis on repressed 
aggression and hostility has more recently 
been replaced by the search for specificity 
in affect, particularly the depressive affect. 
Depression is then reported as the dominant 
affect in such diseases as Raynaud’s, lupus, 
asthma, thyrotoxicosis and ulcerative colitis, 
and has been demonstrated in relationship 
to gastric function in Engel's fine study of 
a child with gastric fistula. It is impressive 
to see this general formulation which stresses 
the role of aggression and the importance 
of depression in disease expressed in the 
tragic lament of Edgar in King Lear, when 
he said, “World, world, oh world, if thy 
strange vicissitudes did not make us hate 
thee, life would not yield to age." 

More recently, the search for specificity 
has led to an intensive study of the mother- 
child relationship and of the specificity of 
the mother's personality and conflicts in the 
so-called "symbiotic relationship." Yet there 
are signs that this search, too, will end in 
generalities. There seems to be no specificity 
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but only a universal matrix of relationship 
which is the psychological soil from which 
any psychosomatic disease, neurosis and psy- 
chosis can spring, as indicated in the work 
of Melitta Sperling, and as expressed most 
generally by Grinker. . 

Yet, specificity, as a partial solution of the 
problem of etiology, has by no means been 
ruled out. The work of Mirsky on duodenal 
ulcers has not only reformulated the prob- 
lem, but offered a paradigm for further 
research. His general concepts, his simul- 
taneous studies on psychology and pep- 
sinogen and his demonstration that there are 
variations in the pepsinogen levels in the 
neonate represent, I believe, the point of view 
and type of work which is emerging. The 
"activation" concept of Karush and Daniels, 
which they have not yet fully elaborated, 
points in the same direction. 

The full implications of the 3 meanings 
of psychosomatic medicine are now being 
increasingly recognized. All disease is taken 
seriously as psychosomatic, including the 
neoplastic diseases. This discussion has 
focused, so far, on psychological studies, 
and some of the problems arising from a 
partial concept of the body-mind relation- 
ship. The movement from the onset, how- 
ever, has been prolific in studies of heredity, 
constitution, and physiology, particularly the 
physiology of the central nervous system, 
and the hypothalamic-pituitary-adrenal axis, 
Research on animals has been rich in data 
and suggestive concepts, and gives promise 
with the extension to the study of animal 
personality and temperament of still greater 
contributions, All these studies are as funda- 
mental to the understanding of health and 
of disease as are the psychological explora- 
tions. The problem of schizophrenia, for 
example, while far from solved, is at least 
opening up before the multi-disciplinary ap- 
proach towards concurrent cooperating and 
interacting causes, Theoretically, it is quite 
possible that constitutional and physiological 
determinants will be found for classical neu- 
roses themselves, for hysteria, the phobias, 
and obsessive compulsive neuroses, 

This development is very much in har- 
mony with Freud's basic biological orienta- 
tion. He explicitly states that his major 
postulate is a biological one; the function 

of the nervous system is to master stimuli. 
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His definition of instinct is also biological. 


An instinct appears to us the borderland concept 
between the mental and the physical, being both 
the mental representative of the stimuli emanat- 
ing from within the organism and penetrating to the 
mind, and at the same time a measure of the de- 
mand upon the energy of the latter in consequence 
of its connection with the body. 


Similarly, his discussion of the source of 
an instinct as “that somatic process in an 
organ, or part of the body, from which there 
results a stimulus represented in mental life, 
as an instinct, is biological. The studies of 
the sources of instincts and the indications 
for the distinction and classification of in- 
stincts, Freud believed, were outside the 
scope of psychology. These points have been 
commented on by Romano, Engel and others, 
and have been used as a point of departure 
by Kubie, in his paper on “Instinct and 
Homeostasis.” 

Freud's discussion of the ego is also bio- 
logically based. On the one hand it is 
founded on the perceptual apparatus and is 
the extension of the surface differentiation 
of the body. On the other hand, it is founded 
on heredity. He did not believe that all 
modifications of the ego are acquired during 
the defensive conflicts of early childhood 
and saw “no reason to doubt the existence 
and importance of primary congenital varia- 
tions in the ego—each individual ego is en- 
dowed from the beginning with its own pe- 
culiar disposition and tendencies.” Even in 
his pictorial representation of ego and the 
id, Freud acknowledges the soma. “The 
ego wears an auditory lobe on’one side, only, 
as we learn from cerebral anatomy.” And 
biology is invoked once again in providing 
the therapeutic limitations of psychoanalysis. 


He states, in Analysis Terminable and In- 
terminable, 


When we have reached the wish for a penis and 
the masculine protest, we have penetrated all the 
psychological strata and reached ‘bedrock’ and that 
our task is accomplished. And this is probably 
correct, for in the psychical field the biological fac- 
tor is really the rock bottom. 


Freud's concept of causation is pluralistic : 
it is not only psychological multi-determin- 
ism, but biological multi-determinism. His 
concept of "somatic compliance" in hys- 
teria indicated his realization that predispos- 
ing factors—hereditary, constitutional and 
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physiological—were necessary for the de- 
velopment of "conversion" as well as the 
environmental and the psychological factors. 
His idea of the importance of syphilis as a 
hereditary factor in hysteria was mistaken. 
What is significant is that his concept of 
multi-determinism was such that he looked 
for the hereditary and organic factors. 

These concepts have, of course, been im- 
plicit in the psychosomatic movement from 
the beginning. 'Cobb, for example, has re- 
peatedly underscored them. Taken with full 
seriousness, however, they indicate how 
enormous the task is and how we are only 
at the threshhold of understanding. Each 
of the disciplines involved is developing. 
With each exploration one is confronted 
with the problem of obtaining basic data. 
For example, in the study of the relation- 
ship of sexuality to seizures, the investiga- 
tors were confronted with the fact that noth- 
ing was known about the distribution of 
seizures during the menstrual cycle; little 
was known about the normal EEG during 
the phases of the menstrual cycle; and that 
nothing was known about the endocrine 
status and hydration of epileptics during the 
menstrual cycle. It was necessary to obtain 
these base-line data before one could even 
begin to evaluate the role and degree of 
participation of psychology in the produc- 
tion of seizures. 

The physiology that is useful and essential 
to basic research is only now beginning to 
be developed. Engel has pointed out the need 
for a new physiology and observes that there 
is as yet no physiology of the mother-infant 
symbiotic unit, of object relationship, of 
separation, of grief and depression, and of 
love. Classical physiology was based largely 
on the study of physiological processes and 
systems in isolation from the human envi- 
ronment, and from the mind, particularly 
the unconscious. Donnes' statement that no 
person is an island unto himself is equally 
applicable to physiological processes. We 
have witnessed a great advance in neuro- 
physiology in the last 10 years since tech- 
niques were developed for studying animals 
and humans whose nervous systems were not 
isolated by anesthesia, The union of new 
concepts of physiology and new techniques 
have yielded such fine results, for example, 
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as McLean's concept of the visceral brain, 
which is Kubie’s point of departure in part 
for his theory of the central representation 
of the symbolic process in psychosomatic 
disorders. 

We still largely lack this basic physiology. 
This lack is particularly regrettable in the 
study of the neonate. One of the most 
promising fields of study is the long term 
multi-disciplinary observation of infants and 
children beginning with the primiparous 
mother, such as is being undertaken by 
Pavenstedt and Saunders. A longitudinal 
study of this type which covers the life span 
of the subjects involved could be decisive 
for our understanding of health and disease, 
for our ability to make predictions, and for 
our ultimate therapeutic hopes. 


There are two types of data, for example, 
in physiology alone which are absent. First, 
we know few of the physiological norms 
which are essential in the study of the 
neonate. Unless we know these norms and 
possess measurable indices which allow us 
to assess their range and possible deviations 
in the neonate, we cannot, at a later period, 
evaluate the full meaning of pathophysio- 
logical deviations. The contribution of 
Mirsky, in respect to pepsinogen, gastric 
function and duodenal ulcer illustrate the 
type of data which we should have in respect 
to every disease. Mirsky's work may be the 
paradigm for the answers that we should 
ultimately obtain about all diseases including, 
of course, the neuroses, psychoses, and neo- 
plasms. This type of physiological compli- 
ance, concurrence, vulnerability, or potential 
for psychic activation, is a major step to- 
wards the physiological answer to the ques- 
tion of the choice of disease. 

There is, however, a second order of 
physiological data about which we are also 
still largely in ignorance. Investigator after 
investigator recently, after the most scrupu- 
lous psychological exploration, including the 
psychoanalytic, has mentioned that he does 
not know why this or that organ or system 
has been selected for this disease process. 
These investigators have almost invariably 
added that further knowledge must come 
from the study of the intermediate proc- 
esses, the intermediate physiology, the mech- 
anisms of conduction and transmission be- 
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tween psychic stimuli and terminal tissue, 
organ or system response. Pepsinogen, for 
example, is a measure of gastric secretory 
activity. But, it is not known whether it is 
a local process or response to stimuli or to 
physical-chemical processes in the central 
nervous system, the neuronal net, the visceral 
brain, or some intermediate area. From a 
comprehensive psychosomatic point of view 
these data, and techniques for measuring 
these data, are relevant. 

Even if we possessed these physiological 
data, we would still be guilty of an oversim- 
plification. Adaptation does not begin at 
birth but is already well advanced; birth 
represents only a stage in the adaptational 
process. Greenacre and others have stressed 
the importance of intra-uterine experiences. 
Green, through a study of diseases of the 
reticulo-endothelial system and his analysis 
of psychosomatic process and the meaning 
of environment, has introduced the profound 
concept of an umbilical level or organization. 
At some time in the future, the adaptational 
tasks and physiology of the embryo and 
foetus may prove to be the nuclear area of 
psychosomatic research. 

The psychosomatic movement represents 
in theory the reintegration of psychology 
with biology, and in practice the reintegra- 
tion of psychiatry with medicine, The basic 
theoretical frame is found historically in the 
work of Artistotle whose writings were an 
extension of his biological point of view to 
all fields of knowledge, and more recently 
in the total concepts of Freud. The full 
meanings of psychosomatic medicine are 
now seriously recognized and are reflected 
in current studies, Mind is the highest 
level of integration in the adaptative proc- 
ess. Its nature is determined, however, 
not simply by its own autonomous activity, 
but by heredity, by environment, by its inti- 
mate connection with the central nervous sys- 
tem, and by the physiological activities of 
the body, which, in turn, are influenced by 
it. Since the determinants of the nature 
and functioning of the human organism are 
multiple, the general causes of health and 
disease are multiple. A comprehensive study 
and understanding of multiple causes mean 
a multi-disciplinary approach. This involves 
a collaboration of specialists from individual 
disciplines, each with his own appropriate 
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conceptual categories and methods of inves- 
tigation. Their most difficult task is to de- 
termine quantitatively and temporally, not 
just the contributions of each field, but 
the degree, directions, and mechanisms of 
interaction of the phenomena which they 
are mutually studying. The subject matter 
is all health and disease. 


DISCUSSION 


GzomcE L. Encer, M. D. (Rochester, N. Y.).— 
I agree with Bandler that all organic disease falls 
into the area of psychosomatic medicine and my 
remarks apply only to disorders with demonstrable 
tissue alteration, and not to the more purely psycho- 
logical disorders. 

Bandler's statement that "the mind rules over the 
body" is correct but incomplete. The mind does 
rule over the body in many ways, but it also .has 
à measure of independence from the body. A host 
of psychic processes, conscious and tnconscious, 
may go on without any, or perhaps only minor, 
reflection in the rest of the body, as psychoanalytic 
theory postulates. Most psychosomatic theories as- 
cribe somatic changes to a deleterious influence of 
psychic processes on the periphery. While there 
are situations where, because of lowered thresholds 
in tissue, this may be valid, I suggest that patho- 
logical changes in the tissues may also develop 
when certain influences of mind-brain are with- 
drawn, reduced, or altered, Such an idea develops 
logically from the empirical observations of separa- 
tion and depression as a precondition for illness 
and from the significance of object loss for the 
maintenance of ego function. It assumes that the 
healthy person remains healthy by virtue of the 
effective integrative influence of mind-brain on the 
rest of the body and that in the development of 
pathologic tissue change, the reduction of such a 
regulating influence, rather than the imposition of 
a deleterious influence, may be more important. 
Such a concept is a logical development from 
Freud's last instinct theory. 

I want to emphasize that separation-depression 
may be a necessary but not a sufficient condition 
for the development of organic disease. The other 
determinants are almost certainly biological. Sep- 
aration-depression may influence when disease de- 
velops, but not what disease. 


Norman Q. Brit, M. D. (Los Angeles, Calif.). 
—Dr. Bandler has presented a very thoughtful 
paper on the current concepts of psychosomatic 
disorders and emphasized how much remains to be 
learned not only about psychic and physiological 
mechanisms that are involved, but about inherent 
biological differences between individuals that are 
present from birth and their inter-action with psy- 
chological factors. 

I cannot see how the assumption that each and 
every psychic perception and each reaction to such 
à perception has a. somatic representation. ( which 
may be no more than subtle changes in brain cells) 
must necessarily discourage research on multiple 
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causality. If anything it may lead to methods of 
quantifying psychic phenomena that now defy meas- 
urement. Instinctual drives have their origin in the 
biological organism; without a soma there would 
be no psyche. I believe that it is in this sense that 
some make no distinction between mind and body. 
This concept does not do violence to, or repudiate 
the concept of psychogenesis of some diseases. 
Psychic stress ultimately has biologic roots. It 
threatens to disturb homeostasis or is perceived as 
a threat to the intactness of the organism and its 
ability to survive and reproduce, even though the 
possibility may be remote or without realistic basis. 
Oedipal conflicts, castration fear, narcissistic con- 
cerns and mood disturbances, all have implications 
which are biological A unitary concept does not 
necessarily imply any inability to distinguish be- 
tween psychic and other types of stress, or to place 
different and varying degrees of emphasis on the 
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role of different types of stress in causing disease 
or maladjustment. 

The physiological concomitant (in the brain) of 
perception, emotion, or conflict, which Alexander 


refers to, may produce secondary effects on other - 


brain centers, perhaps in the hypothalamic pituitary 
axis which in turn may be reflected in alterations 
in bodily organ functions. It is in this sense that 
he suggests that the mind rules the body. There 
is no attempt here to deny psychologic causality of 
disease. 

A chronic emotional disturbance can result in a 
continuing altered physiology of the brain and 
secondarily of some specific organ. There is much 
to suggest that the brain itself may be an end organ 
too that participates in these secondary effects of 
emotional disturbances and that schizophrenia may 
indeed be a psychosomatic disease as has been sug- 
gested by Arieti. 


+ 


THE CORRELATION OF BILATERAL OCCIPITAL SLOW ACTIVITY 
IN THE HUMAN EEG WITH CERTAIN DISORDERS 
OF BEHAVIOR ' 


ROBERT COHN, M.D., anp JOHN E. NARDINI, Captain, MC, U. S. NAVY ? 


For the past several years we have ob- 
served that some individuals with aggres- 
sive social behavior showed a consistent 
brain wave pattern. In this report we will 
present details of this pattern together with 
the characteristics of the individual wave- 
forms. Furthermore an attempt will be made 
to show a possible developmental history of 
this abnormal electrical activity. 

Figure 1 is representative of the basic 
EEG pattern and the individual waveforms 
that have been correlated with aggressive, 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 13- 
17, 1957. 

# National Naval Med. Center, Bethesda, 14, Md. 


nonconforming clinical behavior in our ma- 
terial. The electrical output consists of slow 
activity in each occipital derivation. Often 
this slow activity is bilaterally synchronous ; 
frequently however the slow output on either 
side may predominate. The individual wave- 
forms are complex in contour. Because these 
complex wave forms may be reconstructed 
by the combination of several even sinusoidal 
harmonics we have designated them as com- 
plex sinusoidal in form. 


Case 1.—This boy was 23 years of age; he was 
one of 5 children. In early life he was a stutterer. 
In the r2th grade he impulsively left school follow- 
ing an argument with his father, but at a later date 
he worked with his father as a construction laborer. 
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The patient enlisted in the Navy against the wishes 
of his father who realized that his son could not 
tolerate taking orders. He married in 1953, shortly 
prior to overseas duty. Upon return to his home 
he was unable to relate to his wife and as a result 
divorce proceedings were instituted. After a series 
of adaptational difficulties, including alleged black- 
outs, he was diagnosed as "emotional instability re- 
action" and was recommended for discharge írom 
the Service. While awaiting final disposition an- 
other series of unwitnessed blackouts was reported. 
These latter complaints led to his admission to the 
USNH, Bethesda, Md, Here the patient was a 
bragging, irritable, demanding, threatening, con- 
temptuous person. He projected all blame for his 
misconduct on others. The related unconscious epi- 
sodes were specifically denied in communications 
from previous stations. His stories of numerous 
severe illnesses of his mother and father also were 
not substantiated. While in the hospital he went 
absent without leave on two occasions. It was ob- 
vious from historical and behavioral data that the 
patient manifested evidence of life long maladjust- 
ment with overtones of hostility, hypercritical atti- 
tude, unacceptable aggression, pathological lying 
and inability to cope with minor stress. 


In the following material we will en- 
deavor to show, by means of categories of 
patients, that the bi-occipital slow wave out- 
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put observed in certain disorders of be- 
havior may be a continuous development of 
the abnormal bi-occipital slow wave activity 
observed in the records obtained from chil- 
dren. Children's records have a basic char- 
acteristic such that paroxysmal activity, when 
present, predominates in the occipital re- 
gions. With increasing age the occipital 
locus of slow activity loses it dominance and 
the frontal and temporal areas become more 
active sites of electric abnormality. 


Figure 2 shows excerpts of the record of 
a child who was subject to seizures. Here 
the EEG is marked by a high voltage slow 
output primarily in the occipital derivations. 
The individual wave-forms are of relatively 
smooth contour, but are asymmetrical in 
configuration. Generalized 3 per second 
spike-dome activity was transiently observed. 


Case 2.—This patient was a bright, alert 7-year- 
old girl. She was a good student in school. She 
had had two episodes of unconsciousness. In the 
first seizure she was found scribbling on toilet paper 
in the bathroom. Although this automatic activity 
was forcibly terminated in a short time, she did not 
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regain awareness of the environment for nearly 45 
minutes; somnolence succeeded the attack. The 
second seizure also occurred in the bathroom. This 
time she sat and stared as she fumblingly went 
through the action of dressing herself. She was 
unable to respond to any externally applied stimu- 
lation. Each seizure was terminated by vomiting. 
All other neurological testing elicited no abnormal 
findings. 

Case 3.—A 61-year-old boy subject to convulsive 
seizures. These spells were described as “trances” ; 
they had recently increased in frequency. Long se- 
quences of high voltage 3 per second activity domi- 
nated the interseizure record. These slow waves 
were limited to the homologous occipital regions of 
the head. At times this slow activity merged with 
generalized volleys of approximately 3 per second 
spike-dome discharges. A seizure observed at the 
time of examination consisted of staring in forward 
gaze with complete body fixation ; no eyelid or upper 
extremity movement was: recognized. During the 
seizure he was unresponsive to any externally ap- 
plied stimulation. 

On examination he was unable to read or to 
write. Although he could not copy lines having 
symbolic value, with a pencil, he was able to copy 
complex geometrical forms with match sticks. 
Spontaneous picture drawings, and copied pictures, 
were distorted. All of this was in striking contrast 
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to his ability to discuss birds and incidental envi- 
ronmental objects. He was unable to differentiate 
right from left; and showed a strong rostral domi- 
nance in double simultaneous sensory stimulation. 
The seizure activity was terminated by luminal 
medication. Six months after the above testing the 
boy had made long strides in the use of graphic 
symbolic material. 


Another example of this type of electrical 
activity was observed in a 10-year-old girl 
with atypical seizures, (case 4, figure 4). 
In this patient the occipital EEG pattern was 
of a hypermodulated type with alpha fre- 
quency waves superimposed on 300 to 400 
millisecond oscillations. At times the indi- 
vidual slow waves were observed without 
superimposed alpha frequency waves. 


Case 4.—Since the age of 5 years, whenever she 
sustained any physical hurt, such as falls or unsus- 
pected blows to her person, she lost consciousness 
with a pitching forward action of her body. The 
force of the pitching motion was sufficient to frac- 
ture her teeth on one occasion. No clonic activity 
and no visceral incontinence were reported, No pal- 
lor, sweating or other syncopal phenomena were 
recognized. Recently she had experienced such epi- 
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sodes when venipuncture was attempted, or even 
when sitting in the dentist's chair. The mother be- 
lieved that the child, although outwardly quiet, has 
a very high temper that she keeps to herself. The 
general neurological examination disclosed no gross 
lesions of the central nervous system. A younger 
sister had a single febrile convulsion. 

Figure 5 is representative of a patient with 
seizures associated with disordered behavior. 
The EEG was characterized by variable 
length sequences of 34 per second waves 
primarily in each occipital derivation, more 
prominent over the right cerebral hemi- 
sphere. Sixteen to 18 per second waves were 
also prominent over the homologous frontal 
and temporal regions. 

Case 5.—The patient was 104 years of age at 
the time of this recording, but he had been under 
observation here since the age of 34 years. He was 
originally referred because of unusual stubbornness, 
resistiveness to orders, and gross inability to get 
along well with other people. At the age of 2) years 
it was reported that he had a nocturnal seizure. At 
the age of 64 years the patient had a series of left- 
sided nocturnal seizures. One such episode was 
witnessed during a natural induced sleep recording. 
At the age of 8 years the patient was continuing to 


ROBERT COHN AND JOHN E. NARDINI 47 
A 


have left-sided seizures at the rate of around one 
per month; but he was again referred primarily be- 
cause of antisocial behavior. He seemed to gravi- 
tate to "bad" company: and the mother indicated 
that he would steal "anything"; and that he lied 
"all the time." 

He had developed into a thick, stolid person. He 
apparently was unable to behave properly at home 
or at school. His general learning ability appeared 
to have diminished. At school he was either re- 
peatedly truant, or when present a disturbing influ- 
ence on the other students. The mother stated that 
the boy was involved in numerous fights. No sei- 
zures had been observed for the past 2 years. He 
was receiving no medication at the time of record- 
ing. He was said to have nocturnal enuresis 2 to 3 
times per week. 


Figure 6 is representative of a primary 
behavior disorder in a child. The EEG 
showed many isolated and short sequences 
of complex-formed 150 to 350 millisecond 
waves, particularly over the right occipital 
derivation. Scattered slow waves were also 
seen throughout the tracing. 

Case 6,—This patient was 73 years of age. He 


was referred by the teacher because of impulsive, 
aggressive behavior in school. He was uncontrol- 
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lable: he abided by no rules of the class. He pushed 
other children about, even threatening to kill one 
boy: when angry he broke the classroom windows. 
There were also complaints that he had difficulty 
in learning, The father, who accompanied the pa- 
tient to the examination was very pfotective of the 
boy. He felt that all of the reported behavioral dif- 
ficulties weresdue to misunderstandings between the 
boy and the teachers: "The teachers don't under- 
stand him" and that this was all much disturbance 
about trifling matters. Despite these feelings he 
agreed to have psychiatric guidance so that the 
child could reenter the school from which he had 
been barred. At this time the father also reported 
that the patient talked in his sleep and that he had 
somnambulistic tendencies. 

On examination the boy was physically attractive 
with an adult manner of speech. He wrote with 
the left hand. He formed letters from right to left, 
but no strephosymbolic productions were recognized 
in formal testing. He exhibited a good vocabulary ; 
he was able to print and to read words. Other 
neurological testing revealed no abnormality. 


Case 7—Figure 7 was from an 18-year-old pa- 
tient who was referred because of questionable short 
intervals of unconsciousness which recurred ap- 
proximately once per month. He believed that he 
had fallen to the floor on one occasion. At the 
time of examination he had been in the service for 
7 weeks. He stated that "I can't stand it" because 
"I can't do what I want." He felt that everyone 
*pushed him around," and that they made unreason- 
able demands on him. On the ward he was irritable 
and indicated that he felt like hitting everybody 
who talked with him; but to date he had been 
able to keep himself under control He admitted 
that he liked to get into fights for no apparent 
reasons. He was of small build, but said that he 
had been a star in high school football; but that 
he did not finish high school because of failures in 
certain of his subjects. As a boy he used to have 
"fun" torturing small animals by burning them. 
As he described such activities he seemed pleased 
with himself and in no way remorseful or penitent. 
Neurological testing revealed no abnormal findings. 
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The EEG pattern showed isolated com- 
plex-formed, approximately 250 milli- 
second activity primarily in each occipital 
derivation ; sometimes this slow activity was 
more prominent over the left side. No 
paroxysmal activity was recognized. 


CasE 8.—Another patient was a serviceman aged 
19 years who was admitted to the hospital after 
being awakened in his car which was parked a short 
distance from the Base. At that time he appeared 
disoriented for a time and confused as to his 
whereabouts. He had been 17 hours overleave; al- 
legedly he had slept 36 hours without awakening. 
Review of his social development showed that 
from the gth grade in school he had experienced 
ever increasing difficulty with comrades and su- 
periors. By pleas, threats and perseverative agita- 
tion he had usually managed to secure his own 
way when conflicts with authorities arose. 

During service schooling he became deeply in- 
volved with two girls. To cover his peripatetic dat- 
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ing he invented a twin brother. He presented him- 
self as a Government Intelligence Officer, and his 
father as a high ranking Naval Officer. These 
fabrications were disclosed through investigation by 
the parents of one of the girls. At his first duty 
station he experienced a sense of confinement, and 
a feeling that others were imposing upon him. He 
was repeatedly in trouble because of sleeping on 
duty. He began to avoid the Base and was found 
sleeping in adjacent parking lots. 

Hospitalization did not alter demanding behavior. 
He resisted conforming to any routine by refusing 
to arise from bed at proper times and by surliness. 
It was determined that this patient had a basic per- 
sonality disorder characterized by obstructionism, 
resentfulness, avoiding maneuvers and marked in- 
ability to tolerate demands or to accept responsi- 
bility. 


The EEG showed slow activity predomi- 
nantly in each occipital region. The slow 
activity was of a complex-form and around 
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200 to 500 milliseconds in duration. With 
hyperventilation the prominence of this bioc- 
cipital slow activity was accentuated. 


Case 9.—Figure 9 is from a patient who sus- 
tained a severe head injury on October 29, 1955, in 
an automobile accident. On admission to the hos- 
pital a few hours after the accident, the level of 
consciousness was only that of withdrawal from 
noxious stimuli. The right upper and lower ex- 
tremities were paretic. Bilateral Babinski signs 
were elicited. The spinal fluid was grossly bloody. 
Five months aíter the injury, (at the time of the 
EEG test), a mild right hemiparesis was still 
evident. This patient had a past history of heavy 
alcoholic intake. He was under the influence of al- 
cohol at the time that he lost control of his car 
and collided with a stationary vehicle in a parking 
area. Although he injured 3 individuals in the acci- 
dent he showed no remorse; he only indicated that 
he could now be retired and would happily not be 
able to return to his former duty station, That this 
type of irresponsible behavior was hardly the result 
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of the most recent head injury was attested by the 
history of previous accidents while speeding, by al- 
coholism and by his previous school maladaptation. 
Psychological studies at the approximate time of 
the EEG test were reported to be compatible with a 
"personality disorder." 


There was bioccipital slow activity in his 
EEG pattern. The waves were of complex 
form and roughly 300 to 500 milliseconds in 
duration. The amount of this slow activity 
varied from time to time and was occa- 
sionally more prominent over the left occiput. 


Case 10.—Figure 10 was obtained from a 23- 
year-old man who from the age of 15 years had 
had a total of 8 serious car accidents, with 5 re- 
sulting in complete wrecks. He indicated that he 
had been arrested several times for being drunk 
and for speeding. He was forced to leave two dif- 
ferent high schools, one for truancy, the other be- 
cause of stealing a gun. His college career was 
terminated in the first semester when he was found 
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in a motel with a teen-aged girl. Following this 
difficulty he worked with his father, but because of 
many conflicts gave this up and joined the Service. 
At the Training Camp he sustained a court martial 
because of neglect of duty. He maintained a good 
record after this for about one year at which time 
he was charged with armed robbery of a gas sta- 
tion. In that the defense pleaded "temporary in- 
sanity" he was admitted to the hospital for study. 
During the neurological examination he indicated 
that each time he got into trouble he vowed he 
would never let "that" happen to him again. He 
stated that he kept each vow, but the trouble was 
that new things always seemed to happen. The 
other elements of the clinical examination were all 
within normal limits. 


The EEG obtained from this individual 
was -characterized by isolated complex 
formed slow waves in each occipital deriva- 


tion. These were sometimes synchronous 
over the two cerebral hemispheres. In this 
case, the occipital alpha frequency waves 
also showed a decreased amplitude modula- 
tion. 


Discussion 
Bi-occipital slow wave activity was ob- 
served in approximately 14% of 1,800 con- 
secutive (Table I) unselected referred pa- 


TABLE I 
Series A 


Referred patients (6.5 to 25 years). 1800 


Patients with bioccipital slow waves. 252 (14%) 
Series B 
Consecutive psychiatric admissions 
CRAG SO years) Lui. eee qa e EY 128 
Patients with bioccipital slow waves. 9 (7%) 
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tients, (Series A) between the ages of 63 
and 25 years of age. In a subsequent com- 
pilation (Series B) using consecutive hos- 
pital admissions on the psychiatric service, 
ranging in age from 17 to 50 years, bi-occi- 
pital slow activity was encountered in 7% 
of the patients studied. When in this latter 
series the age groups were matched with 
those of the referred patients, the percentage 
was estimated around 11%. Seventy-five 
per cent of the first group of referred pa- 
tients with bi-occipital slow activity showed 
varying intensities of aggressive clinical be- 
havior. 

The individuals between the ages of 64 
and 17 years were observed to have diffi- 
culty in school adjustments, play and other 
social functions. The primary difficulties 
consisted of unruliness, hyperactive play, 
strong sense of acquisitiveness, failure to be 
considerate of their associates, and inability 
to respond appropriately to their supervisors. 

Between the ages of 17 and 25 years a 
more oyert aggressive attitude was manifest. 
This consisted of truancy from school, un- 
authorized liberty from Naval duty, need 
of excessive stimulation such as drag rac- 
ing and highway speeding, sexual hyperac- 
üvity and a general rebellion against au- 
thority figures. 

Approximately 2095 of the patients of 
our series who presented similar aggressive 
clinical adaptational attitudes did not show 
ps electrical abnormality under discussion. 
d may ^ that the latter patients were react- 
Be with social aggression as the result of 

€rpersonal behavior patterns acquired 
ue BS critical period of character forma- 
sat id dd those who do exhibit bi- 
i ram slow wave activity may represent 
hic e pathophysiological process in which 
Rd aene behavior is initiated, or influ- 

ed by the intrinsic brain disturbance. 

P ea control studies we have ob- 
iMi 4e pattern of bi-occipital slow wave 
"d sí in a small number of individuals. It 
idus interest that several of these indi- 
Social Were basically aggressive, but in a 
fide eh way. In their own milieu 
2 leadership. presented high level qualities 
ti a to tic test, a number of the pa- 
sie. € unselected series were given 14 

oses of sodium dilantin 3 times per 
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day. In general, for a short time, particu- 
larly in the younger age group, these indi- 
viduals seemed to behave in a more normal 
way. But in no instance was a true remis- 
sion of the observed disordered clinical be- 
havior accomplished by medication. More- 
over, the EEG patterns were not altered by 
medication. This of course was in marked 
contrast to the general experience with the 
“epilepsies.” 

Cases such as our number 9 pose an im- 
portant medico-legal problem in that it is 
necessary to establish whether the abnor- 
mality existed prior to brain injury. In our 
particular case the history pointed to a pri- 
mary disorder of behavior prior to the brain 
injury and consequently we inferred that 
his abnormal brain activity predated the 
trauma. 

In 1949 Cohn(1) described much of the 
primary data presented in this communica- 
tion. At that time however more emphasis 
was placed on the unmodulated alpha fre- 
quency activity than in the present study. 
As our experience has accumulated it has 
become evident that the slow, complex- 
formed bi-occipital waves were the domi- 
nant recurring characteristic that could be 
correlated with the disorders of behavior. 

Pampiglione and Cobb(2) reported occi- 
pital saw-tooth waves which were obtained 
during the opening of the eyelids. Although 
the wave forms described seem grossly simi- 
lar to those presented in this work, the fact 
that open eyelids were a necessary condition 
for the observed saw-tooth wave function- 
ally differentiated the two phenomena. An- 
other differential point was the average 
shorter duration (200 milliseconds) of the 
saw-tooth waves. 

Grossman(3) has written of episodic 
bursts in the post-rolandic derivations that 
were correlated with aggressive behavior. 
The distribution of these bursts was more 
widespread, and the wave-forms of a differ- 
ent configuration, than the complex waves 
of our material. 

The fact that abnormal bi-occipital slow 
activity was so prominent in records ob- 
tained from the younger patients seemed to 
suggest that the occipital slow waves in the 
adult may be representative of an “unma- 
tured” brain physiology in the individuals 
with clinical disorders of behavior. A simi- 
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lar interpretation was applied by Hill(4) in 
his study of the so-called "posterior tem- 
poral focus" of electric abnormality. In fact 
Hill believed that one might classify the 
electric abnormalities observed in episodic 
behavior disorders into maturational defects 
and homeostatic phenomena. This classifica- 
tion seems roughly useful; but in many of 
the epileptic patients in our work no sharp 
line between the two categories could be es- 
tablished, since the homeostatic and matura- 
tional processes were interminably coex- 
istent. Irrespective of the classification of 
the bi-occipital slow activity, the important 
point is that in both the epileptic child and 
the aggressive patient there is a continuous 
thread of focal electrical abnormality. 

As in Hill's work(4) we have found that 
the complex occipital slow activity is some- 
times sensitive, in a way similar to that of 
the occipital alpha output, to opening and 
closing the eyelids. In our own work also, it 
appears that the complex occipital slow ac- 
tivity has a distribution that corresponds 
grossly to that of the occipital alpha activity. 

However the unequivocal presence of bi- 
occipital slow wave activity in the epilepsies, 
and in a variety of other clinical neurologi- 
cal entities, invites the suggestion that the 
appearance of the bi-occipital slow activity 
in the disorders of behavior is an indication 
of disturbed brain function. Consequently 
the aggressive behavior, in selected patients, 
appears to be the conditional response of a 
disordered brain to the exigencies of inter- 
personal experience. 
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DISCUSSION 


W. T. Lrserson, M. D. (Northampton, Mass.).— 
In the past, frontal and particularly temporal ab- 
normalities were most generally considered and a 
more adequate consideration of the occipital lobes 
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dysfunction is certainly timely. Doctors Cohn and 
Nardini describe complex waves in young psycho- 
paths and relate these abnormalities to the high in- 
cidence of the initial occipital dysrhythmia in chil- 
dren including those with an overt epileptic dis- 
order; the incidence of occipital abnormalities in 
children was recently stressed by Doctor Gibbs. 

The problems under consideration are: 1. whether 
or not this pattern is specific for the type of abnor- 
mal personality as described by the authors; 
2. whether this pattern is an expression of imma- 
turity; 3. whether it expresses an epileptogenic 
process; 4. whether these findings demonstrate a 
specific functional significance of the occipital lobes 
and related structures in the genesis of such be- 
havioral and finally; 5. whether, in their own words, 
"it is a conditioned response of a disordered brain 
to the exigencies of interpersonal experience." 

The paper is most stimulating, although I am 
sure that the authors realize more than any of 
us that further studies will be necessary to bring 
definite answers to these questions. In children, the 
described pattern is a common finding. Only when 
the incidence of this pattern reaches a certain level 
in a particular child do we feel that it is a sign 
of abnormality. Unfortunately, more quantitative 
studies are needed to evaluate this critical level. 
On the other hand, I wonder whether in children 
it has specific relationship to aggressiveness as it 
is found in many patients with severe headaches or 
mental retardation. In view of the commonness of 
this finding in children, its significance as a sign of 
immaturity in adults is justifiable. However, many 
other EEG indices of immaturity may be pres- 
ent; such as, more anteriorly located theta rhythms 
which Doctor Gastaut recently related to the per- 
sonality characteristics analogous to those de- 
scribed here. Because of the commonness of this 
pattern in non-epileptic children, I am reluctant to 
accept its epileptic nature. 

I do feel that the presence of the occipital dys- 
rhythmias in mental patients has been underesti- 
mated and I congratulate Doctors Cohn and Nar- 
dini for bringing this problem to the surface once 
again. I have presented in the past my own material 
relative to the high incidence of occipital dys- 
rhythmia in mental patients over 40 years of age. 
Then it appeared as a sign of involution. It does 
not correlate at that age with psychopathic tend- 
encies and does not have a complex configuration. 
I am most impressed with the statement which I 
quoted above, if by that the authors mean that 
an individual has to adjust himself not only to the 
environment but to his own brain. When the brain 
function is disturbed, his reactions to the environ- 
mental stresses become more inadequate. I wonder, 
however, to what degree his responses are condi- 
tioned by the localization of EEG abnormality. I 
believe that the nature of personal conflicts and 
most particularly, the age at which the breakdown 
of adaptation occurs are the dominant factors deter- 
mining the content of patient's reactions. 
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PATIENTS: 6 YEARS AFTER* 
NATHANIEL S. APTER, M.D.? 


In June 1951 a plan was formulated to 
examine the general hypothesis that adreno- 
cortical activities have etiologic importance 
in the development of some schizophrenic 
reactions The investigative program was 
undertaken in association with several col- 
leagues at the University of Chicago,* physi- 
ologists from the Worcester (Mass.) Insti- 
tute for Experimental Biology * and staff 
members of the Manteno State Hospital of 
Illinois5 The multi-disciplinary character 
of the research will only be alluded to in this 
report which deals almost exclusively with 
clinical findings. It is, however, comprised 
of data derived from: clinical psychiatry; 
psychoanalytic psychopathology ; experimen- 
tal and clinical psychology ; electroencepha- 
lography; biochemistry; and steroid chemi- 
cal analysis of the perfusates from freshly 
removed adrenal glands. Furthermore, the 
work attempts to explore one of the dimen- 
sions of a conceptual model(1) for a re- 


E at the Second International Congress for 
; nem Zurich, Switzerland, September 1-7, 


u Address: 109 North Wabash Ave., Chicago 2, 


ABA investigation was initiated with a grant 
Tom the Field Foundation. Major support was 
povided by the University of Chicago through Dr. 
R T. Coggeshall, Dean of the Division of 
ld m Sciences. Since July 1953, the work 
^ dien carried out with the support of the Men- 
ind ealth Fund administered by the Illinois De- 
pie, of Public Welfare, Dr. Otto L. Bettag, 
*From the Department of Sur 

^ gery, Charles B. 
cuspis, M. D.; from the Division of Psychia- 
xx Sua A. Lipton, M. D., Ph. D, Roy M. Whit- 
Pitting -D., John F. Kenward, M.D., Rex A. 
Reed E M.D. Mary Jane Jensen, M.D., W. 
reed rockbank, M.D., Brahm Baittle, M.D., 
io. E s. Young, M. S.W., Allen Kahn, M. D., 
of Medi ee Cullinan, M. D.; from the Division 
d ia Psychology, Ward C. Halstead, Ph. D.; 
iuh loD dcm of Medicine, Delbert Ber- 


5 Hudson Hoa 
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of Pharmac i C. Pfeiffer, M. D., Ph. D., Professor 
‘ology, Emory University, Georgia, col- 


laborat N 
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search approach to schizophrenic reactions. 

In a preliminary report(2), the following 
considerations were presented to provide the 
rationale for this investigation: a. the as- 
sumption that endocrinological factors are 
of etiologic significance in the development 
of some schizophrenic reactions has neither 
been confirmed nor disproved; b. recent lit- 
erature contains many suggestions that an 
intimate relationship exists among the ad- 
renal cortex, brain metabolism and mental 
functioning; c. the availability of the ad- 
renocorticotrophic hormone and cortisone 
provides increasing opportunities for observ- 
ing the effects of profound changes in the 
internal milieu on personality functions; 
d. adrenocortical dysfunctions in patients 
with Cushing's disease are sometimes ac- 
companied by psychotic manifestations which 
disappear following removal of the hyper- 
trophied or tumor-containing gland; e. dur- 
ing the past decade Hoagland and Pincus(3) 
presented data which suggest there are dis- 
turbances of adrenocortical function in 
schizophrenic patients; f. Huggins and Ber- 
genstal(4) have demonstrated that bilateral 
adrenalectomy followed by partial replace- 
ment therapy in patients with advanced 
mammary and prostatic carcinoma may lead 
to regressive changes of the lesions and al- 
leviation of. symptoms; and, g. Apter, Hal- 
stead, et al. (5) have described a method for 
comparing pre- and post-operative behav- 
ioral patterns in patients with tumors of the 
endocrine glands and for correlating these 
findings with biological data. 

This investigation, therefore, was under- 
taken: a. to test, by multidisciplinary meth- 
ods, the hypothesis that adrenocortical ac- 
tivity is a significant etiological factor in 
some schizophrenic reactions; b. to deter- 
mine by these combined methods, whether 
or not we could separate out from the large 
group of schizophrenic patients those for 
whom certain biological factors are etiologi- 
cally significant from those for whom psy- 
chological factors are crucial; and, c. to de- 
termine the possible therapeutic efficacy of 
various and varying combinations of adre- 
nocortical steroids. 
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An initial effort was made to locate chronic 
schizophrenic patients who also had cancer 
of the breast or prostate. Over 1,200 back- 
ward patients were screened for the con- 
comitance of these two disorders. All but 
2 of 22 cancerous suspects found were ex- 
cluded as a consequence of associated medi- 
cal diseases. Permission for bilateral adren- 
alectomy was then requested of and obtained 
from the relatives of 4 non-cancerous pa- 
tients who had been hospitalized continu- 
ously for at least 6 years. They had not 
responded with remissive episodes to physi- 
cal or psychotherapeutic measures. While 
their past histories of good social or educa- 
tional adjustments favored the possibility of 
improvement, the statistical chances for 
spontaneous remissions were minimal. Two 
other patients with similar clinical back- 
grounds were included in the study although 
they were not scheduled for surgery. Identi- 
fying data for each patient are presented in 
Table 1. 

On August 14, 1951 a psychiatric unit at 
the Albert, Merritt Billings Hospital of the 
University of Chicago was turned over com- 
pletely to the 8 chronic psychotic patients 
who had been transferred from the state 


hospital. For 1 month they were studied in- 
tensively by psychiatric, experimental and 
clinical psychological, biochemical, medical 
and electroencephalographic methods. Dur- 
ing the latter part of September 1951, bi- 
lateral adrenalectomies * were performed on 
6 patients: 5 schizophrenic patients, one of 
whom had carcinoma of the breast with me- 
tastases; and 1 paranoid psychotic patient 
with cancer of the prostate with metastases 
to the spine. Two patients, B.Bu. and M.C., 
not adrenalectomized, were given the same 
medication as those who underwent surgery. 
For the first 6 months following the opera- 
tion, each patient was maintained on daily 
partial replacement therapy with cortisone 
(25-100 mgms.) and salt (4 Gms.) q.d. 
Since then, varying amounts of desoxycorti- 
costerone acetate (2 to 5 mgms. q.d.) have 
been added. The female schizophrenic pa- 
tient, L.M., with carcinoma of the breast, 
had been hospitalized continuously since 
1908. She died in July 1956, at age 66, al- 
most 5 years after bilateral adrenalectomy, 
and 8 years after the cancerous lesion was 


7 By Dr. Charles B. Huggins, Professor and Di- 
rector, Ben May Laboratory for Cancer Research. 


TABLE 1 
sat yi Ae 
Patient Age Sex (1942) Pon Mene Diagnostic label Comment 
15M»sI.60 FF 43 years First hospitalized in Schizophrenic reac- Bilateral adrenal- 
1904; continuously tion; cancer of ectomy ; died in 
since 1908. breasts with me- 1956. 
tastases, 
DAC. 71 M 14 years Stockyards worker; Paranoid psychosis; Bilateral adrenal- 
married ; acute psy- cancer of prostate ectomy ; cardiac 
chosis after bilateral with metastases. failure in 1957. 
orchiectomy. / 
L 44 .F 15 years eg or mother Schizophrenic reac- Bilateral adrenal- 
of 3 children. tion; paranoid type. ^ 
D 39 F 6 years Librarian; mother of Schisonbresie phd, Ned adrenal- 
3 children. tion ; catatonic and ectomy, bilateral 
paranoid features. ovariectomy, 
B. S. .. 31 M mr years Musician; chemist ; Schizophrenic reac- Bilateral adrenal- 
unmarried, tion; paranoid ectomy. 
features. 
B. B. .. 34 M 12 years Divinity school stu- Schizophrenic reac- Bilateral adrenal- 
derit; unmarried. tion; catatonic ectomy. 
features. 
E. Bu. .. 40 F 5 years Housewife; 4 children. ^ Schizophrenic reac- Control subject. 
tion; bilateral fi- 
broadenoma of 
breasts; aplastic 
A anemia 
MC... 33 F 11 years Model; unmarried. Schizophrenic adjust- Control subject. 


ment; hypoadrenal 
syndrome. 
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first detected. The paranoid psychotic pa- 
tient, D.C., with cancer of the prostate, was 
discharged from the hospital 8 months after 
the adrenalectomy. He was able to live at 
home with his wife until January 1957 
when, at age 70, he was re-admitted to the 
hospital in cardiac decompensation without 
psychosis. Three months later he was dis- 
charged with provisions for daily doses of 
digitalis, cortisone and DOCA. He died of 
cardiac failure in June, 1957. The other 
4 chronic schizophrenic patients are being 
maintained in good physiological states on 
substitutive adrenocortical therapy in a state 
hospital setting. i 

The patients were able to resume ward 
activities a week after bilateral adrenalec- 
tomy. A generalized psychological response 
to the major operative procedure appeared 
almost immediately and lasted approxi- 
mately one month. During this period, de- 
lusional material and bizarre behavior were 
not apparent. The patients had responded to 
the consequences of the adrenalectomy. They 
were primarily concerned with the gratifica- 
tion of their basic biological needs. Inter- 
personal reactions to physicians and ward 


personnel during meal times and when medi- ` 


cal ministrations were performed were forth- 
right and relatively free from autistic phe- 
nomena. In other situations, not primarily 
designed to care for biological needs, a state 

of heightened ambivalence was observed. 
Patient L.M., whose verbal productions 
were initially almost totally incomprehensi- 
ble, presented non-verbal evidence of this 
intensified state. Prior to the operation, she 
would usually approach a person on the unit 
and fondly take his hand or pat his cheek 
in a playful affectionate manner. If the per- 
son thus confronted would feel threatened 
Le attempt to leave her, L.M. would either 
re Squeeze the previously tenderly 
vis ud or sharply strike the throat over 
d chea if she had been patting the cheek. 
rear aa and negative aspects of the 
ed vent tendencies were always sepa- 
es j=: time and provoked by an experi- 
S ami regarded by the patient as 
Pow ce the month following adrenal- 
head vd le gentle enfolding of a person's 
blur S immediately succeeded by forceful 
cheek cae hand; the patting of the 
paite d e first part of the rapid motor 
Which ended with a painful slap 


across the throat. 

Similarly, patient D.C. was accustomed, 
preoperatively, to recite religious parables to 
communicate indirectly mixed feelings to- 
wards his wife and the doctor. He utilized 
Biblical stories to request small favors from 
his physician. During the early postopera- 
tive period, he directly expressed desires that 
his wife visit him more frequently and then 
immediately talked about her in a hostile 
fashion. He was simultaneously demanding, 
critical and propitiating towards the physi- 
cian. The schizophrenics’ struggles between 
the desire for and the fear of establishing 
emotional relationships were evident pre- 
operatively. In the immediate postoperative 
period, however, verbal and non-verbal be- 
havior revealed the primacy of the ambiva- 
lent tendencies. 

The clinical state of heightened ambiva- 
lence was succeeded, in 4 patients, by a 
phase of temporary reversal of behavioral 
patterns. Patient B.B., a passive, submis- 
sive, propitiating catatonic male, expressed 
feelings of rage openly and was occasionally 
combative. Patient B.S., a hyperactive pro- 
vocative paranoid male with an impaired 
sense of identity, began to have alternations 
in mood varying from mildly depressed re- 
actions, with recovery of identity, to hypo- 
manic episodes with loss of self-identifica- 
tion. Patients D.C. and L.M. showed 
changes which also suggested that various 
defense mechanisms, especially reaction- 
formation, were being alternately utilized 
and abandoned. 

Throughout the 6 year follow-up period, 
the behavioral changes just described reap- 
peared intermittently in less dramatic forms. 
This observation coincides with the usual 
and expected clinical course of chronic 
schizophrenic patients who either receive no 
definitive treatment or who respond mini- 
mally to various modes of therapy. How- 
ever, the 2 phases of behavior observed fol- 
lowing the operation, the state of heightened 
ambivalence succeeded by a temporary re- 
versal of usual clinical behavior through 
abandonment of reaction formations can be 
reproduced in dramatic fashion by varying 
the doses of cortisone in the adrenalecto- 
mized patients. 

During 1953 when compounds F, S and 
B became available, these drugs were gradu- 
ally substituted for cortisone. As the amount 
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of cortisone was reduced, heightened ambiv- 
alence with diminution of autistic phe- 
nomena was noted. After Compounds F, S 
and B were withdrawn and gradually re- 
placed by cortisone, the phase of reversal 
of behavior appeared. The same pattern of 
response emerged in these patients during 
threatened adrenal crisis and its manage- 
ment with increased amounts of cortisone 
and DOCA. There was, nevertheless, no 
appreciable shift in the 2 non-adrenalecto- 
mized patients who received the same treat- 
ment as the patients whose adrenals had been 
removed. Larger amounts of cortisone (200- 
400 mgms. q.d) did not reproduce this be- 
havioral sequence but tended to exaggerate 
the pathological tendencies already evident. 
For example, 300-400 mgms. of cortisone 
p.d. intensified self-destructive preoccupa- 
tions and self-mutilative tendencies in patient, 
M.L. These observations provide a prelimi- 
nary answer to the problem regarding the 
possible therapeutic efficacy of various and 
varying amounts of adrenocortical steroids. 
The behavioral changes appear as nonspe- 
cific consequences of profound alterations in 
the internal milieu, They emerge when the 
homeostatic equilibrium is being disrupted 
and continue for a short time after reestab- 
lishment of the equilibrium. 

The 6 year follow-up studies yield pre- 
sumptive evidence that the hypothesis: 
adrenocortical activity is a significant eti- 
ologic factor in some schizophrenic patients, 
is not tenable. During this period, the 
family constellations of the 4 non-cancerous 
bilaterally adrenalectomized, chronic schizo- 
phrenic patients have remained stable. More- 
over, each of the patients has had the con- 
tinuing interest of one or more important 
members of the family. External factors, 
therefore, have been as constant as time can 
allow. Except as mentioned above, no sig- 
nificant clinical shifts have been observed in 
patients, B.B. and B.S. The catatonic male, 
B.B., has not responded in the direction of 
reversibility to the many new drugs that 
have become available during the past 4 
years. Since 1954 when he first started on 
chlorpromazine (50-150 mgms. q.d.), B.S. 
has become less provocative, less exhibition- 


8 In this connection, it should be noted that 3 of 
the 6 patients were known to have active gonadal 
tissue. At times, anti-hormones were used to inhibit 
the steroid productivity in these patients, 
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istic, more consistent in matters of self- 
identification and, therefore, more closely 
allied to past identifications. 

Changes in the direction of reversibility 
have been observed in 2 female patients. 


M.L., 44 years old at the time of the operation, 
had a first psychotic episode at 19 years of age and 
was continuously hospitalized since 1936. In that 
year she moved with her husband and 3 young chil- 
dren to a new home in a different city. Here the 
patient developed delusions of observation espe- 
cially in regard to the manner in which she was 
caring for her children, feelings of passivity and 
influence and then withdrew to her room with a 
host of paranoid ideas. After she failed to respond 
to physical forms of treatment she was maintained 
on an untidy, disturbed unit at the Manteno State 
Hospital. When observed in August 1951, she ws 
a small, unkempt woman of child-like appearance 
and preoccupied with fantasies of destruction. A 
stereotyped motor act consisted of closing her eyes, 
opening her mouth widely and inserting all of her 
fingers into her mouth. She frequently regurgitated 
food, re-chewed it and then swallowed it. Her only 
intelligible comments were: “Cut my head off” 
and “Cut my legs off.” In 1952 she induced a 
bleeding prolapse of the rectum by persistent and 
forceful insertion of her hand beyond the anal 
sphincter. A suspension operation and repair of 
the torn sphincter was performed at Billings Hos- 
pital) During the summer of 1953, the patient and 
a young female attendant who was preparing to 
enter a university in the fall, developed a friendly 
relationship. They exchanged few words but 
walked side by side to group activities outside the 
unit. The day after the attendant left, the patient 
requested pen and paper to write her a brief note. 
A few days later she received a cordial reply. For 
the next several months she attended to her per- 
sonal appearance, helped with ward activities, read 
for long periods of time, engaged in an exchange 
of poetry and notes with a slightly older hyperma- 
ternal depressed fellow-patient. Soon thereafter 
she requested to see her husband and mother. By 
1956 she had visited the home which her husband 
had maintained. She effected a superficially friendly 
but guarded reconciliation with her 3 children, now 
fully grown. In early 1957, despite advice to the 
contrary, husband and mother pressed for her dis- 
charge. During the first weeks at home, she seemed 
content to he taken care of. By the fifth week she 
felt impelled to assume household duties. She then 
reacted with delusions of observation and feelings 
of influence as she had 19 years earlier. While she 
has not regressed to her former level, the patient 
now presents the picture of a frightened, suspicious, 
helpless child who protests fearfully, but automati- 
cally complies with requests made by ward per- 
sonnel, 

Patient M.D., a 39-year-old mother of 3, de- 
veloped an acute paranoid schizophrenic reaction in 
1946. When she was observed at Billings Hospi- 


? By Dr. Lester Dragstedt, Professor and Chair- 
man, Department of Surgery, University of 
Chicago. 
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tal in 1951 she was negativistic, withdrawn, doubly 
incontinent and preoccupied with ideas of being 
poisoned. For 4 years after the adrenalectomy she 
persistently retained her feces so that mechanical 
removal of the impacted mass and the accumulated 
fluid behind it was usually followed by an adrenal 
crisis. In 1946, one year after chlorpromazine was 
provided, the retention-phenomenon ceased. During 
the past year, although withdrawn, impassive and 
suspicious she has evinced sporadic interest in her 
husband and growing children. While no essential 
change in the psychopathological process has taken 
place, reversible tendencies are evident. 


These brief accounts of 4 patients show 
that the clinical course of chronic schizo- 
phrenic reactions is not significantly influ- 
enced by total adrenalectomy. Of major im- 
portance is the observation that the reversi- 
ble or remissive potentiality is not interfered 
with as long as adequate substitutive therapy 
is supplied. These findings do not lend sup- 
port to the hypothesis that adrenal activity 
is of etiologic importance. 

The other observations which included: 
medical studies ; biochemical analyses of the 
perfusates of the freshly removed adrenals ; 
microscopic examinations of the removed 
glands; experimental psychological studies 
for frontal lobe functions; and electroen- 
cephalographic studies did not yield differ- 
ences among the patients who have remissi- 
ble tendencies and those who are irreversi- 
ble. ,Psychodynamic studies, however, did 
Provide a lead for distinguishing between 
Teversible and irreversible chronic schizo- 
Phrenic patients. Reversible states are more 
likely to appear in patients who are actively 
defending against oral incorporative im- 
pulses and who had, at one time, a success- 
ful adolescent homosexual friendship(6). 
The adrenalectomy studies, however, have 
not assisted in separating out from the large 
group of schizophrenic patients those for 
whom certain biological factors are signifi- 


cant from those for whom psychological 
events are crucial, eps bas 


SUMMARY AND CONCLUSIONS 


E Four bilaterally adrenalectomized 
pa Dic schizophrenic patients have been 
intained in good physiological states for 
viste in à state hospital setting. Another 
died of continuously hospitalized since 1908, 
oF carcinomatous spread at age 66, 5 
years after the operation. A paranoid psy- 


chotic male with cancer of the prostate and 
metastases was discharged from the hospi- 
tal 8 months after bilateral adrenalectomy. 

2. A generalized, non-specific psychologi- 
cal response to the operation was observed 
in all patients. For one month, bizarre be- 
havior and preoccupations with delusional 
material subsided while the previously noted 
ambivalent tendencies emerged in sharp 
focus. The period of heightened ambiva- 
lence was succeeded by a phase in which 4 
patients exhibited a temporary reversal of 
their usual clinical behavior through aban- 
donment of reaction formations. This se- 
quence of behavior can be reproduced by 
reducing the cortisone level to near thresh- 
old maintenance levels or by providing in- 
adequate amounts of Compounds S, B or F. 
The sequence is seen in the ordinary clini- 
cal course of chronic schizophrenia. 

3. Bilateral adrenalectomy does not sig- 
nificantly influence the clinical course of 
chronic schizophrenic patients nor does the 
procedure followed by adequate replacement 
therapy interfere with the potentialities for 
remissive or reversible states. 

4. This study does not differentiate pa- 
tients for whom certain biological factors 
are etiologically significant from those for 
whom psychological events are crucial. 

5. The hypothesis: adrenocortical activi- 
ties are significant etiologically in some 
schizophrenic patients, is not supported by 
these observations. 

6. The therapeutic efficacy of various and 
varying combinations of adrenosteroids was 
not observed. 
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OBJECT RELATIONS THERAPY IN SCHIZOPHRENIC STATES ' 
H. AZIMA, M.D, E. D. WITTKOWER, M.D., AND J. LATENDRESSE, M. D.? 


This paper is based on the hypotheses: 
1. that a partial libidinal regression to cer- 
tain fixation points is a feature of all psy- 
chopathological states; 2. that by fostering 
regression beyond these fixation points and 
by gratification of originally frustrated basic 
needs and desires progression may ensue; 
and 3. that both regression and progression 
are facilitated if, for the gratification of 
needs and desires, appropriate primitive ob- 
jects and substitute objects are offered. 

These hypotheses have been applied to 
the treatment of schizophrenic patients. 

The main feature of schizophrenic proc- 
esses, namely withdrawal from and abandon- 
ment of object-relationships and the adop- 
tion of a narcissistic manner of existence, 
may be seen as a defence against anxiety of 
contact with objects which are experienced 
as frustrating and are perceived as danger- 
ous through projective mechanisms. This 
dynamic structure may be understood as 
(a) due to a tendency to return to the stage 
of psychosexual development when the pri- 
mary frustrations were experienced in the 
vain hope of finding gratification, and (b) 
due to a tendency to go beyond this stage 
with the unconscious aim of obviating the 
primary frustrations, t.e., narcissistic with- 
drawal. 

Accordingly it was hypothesized that grati- 
fication of basic needs in schizophrenic pa- 
tients may result in an alleviation of primi- 
tive feelings of anxiety, may lead to an 
abandonment of strongly held fixation points, 
and may at least initiate a progression.* 


1 Presented at the Second International Congress 
of Psychiatry, Zurich, Sept. 1957. 

2From McGill University, Dept. of Psychiatry, 
and Allan Memorial Institute Institute, Montreal. 
Dr. La Tendresse is now at the Dept. of Psychiatry, 
Albany Medical College. 

3 Similar hypotheses have been entertained by 
Sechehaye(3, 4) and Margolin(2) and have been 
applied to treatment procedures by other investiga- 
tors. However, their work differs from that of the 
authors in the choice of the diseases treated (S. 
Margolin's anaclitic treatment of psychosomatic 
patients), in the concept of the role of the objects 
used and in their systematic application ( M. Seche- 
haye's réalisation symbolique). 
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METHOD 


Three groups of 6 female patients each 
were selected for the study(1, 5). Of the 
three groups, two were made up of severely 
regressed schizophrenics (one experimental 
and one control) and one of moderately re- 
gressed schizophrenics. The severely re- 
gressed patients were all incontinent of urine 
and often of faeces ; some were stool smear- 
ers and stool eaters. They were frequently 
nude and subject to periods of excitement. 
Ten of the 12 severely regressed patients 
and 3 of the moderately regressed patients 
were mute. All had remained refractory to 
any type of treatment and their condition 
had remained unchanged or had deteriorated 
during the last.3 to ro years. Their aver- 
age age was 35; their average stay in hos- 
pital amounted to ro years. 

A record was kept of the patients’ be- 
haviour prior to the experiment. The pa- 
tients in both experimental groups were seen 
for an hour 5 times a week over a period of 
6 months. The treatment team consisted of 
a psychiatrist and an occupational therapist. 
The control group received routine occupa- 
tional therapy. 

At each session objects were offered to 
the patients which were identical with or 
similar to those presented to babies, such 
as milk and a baby bottle; mud was offered 
as representative of faeces. The purpose 
was to produce a symbolic miniature infan- 
tile situation in which appropriate feelings 
could be experienced. As the treatment pro- 
gressed objects with decreasing resemblance 
and symbolic proximity to original objects 
were offered. Psychoanalytic interpretations 
were given. Communication with severely 
regressed patients was mostly non-verbal, 
e.g., putting food or milk into a cup which 
a patient had brought to the therapeutic 
session. 

During the first month of treatment anal 
objects were offered to the patients on the 
assumption that the immediate offering of 
oral objects would be either ineffective or 
too anxiety provoking. The objects offered 
were earth, mud, brown clay, cocoapowder, 
cocoa paste, brown - plasticine and finger 
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paint. The patients were encouraged to 
smear, to cut and to throw. Paper tearing 
and dart throwing were also introduced. 

During the second and the third month 
of the treatment oral objects and activities 
were added. Patients were fed with liquids 
15 minutes before the end of the session 
and, in two instances, a baby bottle filled 
with milk and with a large hole in the nipple 
was offered. Ball and bean-bag throwing 
were introduced. 

During the last three months oí the treat- 
ment the media of previous phases were 
gradually eliminated and replaced by increas- 
ingly structured media. Feeding continued 
during this period associated now with oc- 
casional parties. 

In order of their introduction the media 
used with the moderately regressed pa- 
tients consisted of : rope jumping, doll play- 
ing, listening to music and dancing, work 
with clay and pot making, drawing on a 
blackboard, playing games such as pingpong, 
and colouring of children's books. The last 
two weeks were devoted to making murals 
depicting activities of emotional childhood 
significance, e.g., a child defecating, eating, 
the primal scene, These scenes were sketched 
in faint outline so as to allow projections 
of suitable fantasy object-relationships. 

The psychiatrist's attitude in all three 
phases was one of kind permissiveness. He 
tried to convey to the patients that he was 
willing*to understand them and to gratify 
their needs. He discussed the verbal and 
non-verbal activities of each patient in front 
of the others. He tried to remain natural 
and spontaneous and did not conceal his 
pleasure or his anger. Acts of violence were 
not allowed; once the psychiatrist had to 
defend himself against an aggressive patient. 


RESULTS 


E dieat = the results are concerned, we 

eris Anita to 3 areas: improve- 

of object t ? bject responsivity and sequence 
Oice and response. 

1. IMPROVEMENT Rate.—The overall re- 


c ; 

kid) Tate was encouraging. In the se- 

Anh 1p MPG group, all except one acute 
"ophrenic showed significant increase in 


thei : : 
ir reality testing and control in the form 


of i Enj 
vé oevecuble social improvement. Incon- 
€, stool smearing and eating disap- 


peared from the second month onward. By 
the end of the sixth month, all mute pa- 
tients had begun to communicate verbally, 
and 5 patients could be transferred to a quiet 
ward. Eight months later 3 patients were 
maintaining their recovery and 2 other pa- 
tients responded to EST, which they had - 
failed to do previously. A follow-up 3 years 
afterwards showed that only one patient had 
maintained her improvement. 

Good results were obtained in the 6 mod- 
erately regressed patients. One patient could 
be discharged at the fifth month of therapy, 
and 2 others after the treatment period was 
over. Two previously mute patients were 
communicating verbally by the end of the 
treatment; one of them could be discharged 
later and the other was able to work in the 
hospital. One patient with marked restitu- 
tional activity showed very little change. 
Two years afterwards 3 had maintained 
their improvement outside and 2 inside the 
hospital. 

The control group did not show any ap- 
preciable change throughout 6 months of 
routine occupational therapy. 

2. Osyecr  RxsrowsiviTY.— What evi- 
dence is there regarding the specific effects 
of the objects offered? We believe that the 
response to an offered object can be re- 
garded as specific if the response to it is 
immediate, intense and associated with af- 
fective reaction and/or change in behaviour. 

Typical is the response of a grossly de- 
teriorated patient characterized by almost 
ceaseless, autistic speech in Yiddish. When 
dry soil was offered to her she threw herself - 
on to it, buried her face in it, began to sing 
and suprised the observers by speaking Eng- 
lish which she had not done for many years. 
Another example is that of a persistently 
giggling paranoid patient who showed a 
lively interest in cocoa mud, plunged her 
hands into it and began to “play mud" with 
another patient. Shortly afterwards she 
showed a marked decrease in her fearful 
attitude and could allow herself to derive 
pleasure from such activities as throwing 
darts and bean bags. Concomitantly she be- 
gan to communicate verbally and brought 
out material indicating her considerable 
anxiety related to oral destructive fantasies. 

3. SEQUENCE or Onjects RrsroNsiv- 
ity.—Moreover, confirmatory evidence for 
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the validity of the hypotheses proposed be- 
fore and in particular for the concept of 
object specificity was derived from the se- 
quence of object responsivity, i.e., from the 
shift of object preference in line with psy- 
choanalytic theory of psychosexual develop- 
ment. 

For instance, a hebephrenic patient, after 
having for some time made mud cylinders 
which looked like faeces, switched to paint- 
ings of cylindrical masses with increasing re- 
semblance to a penis. Concomitantly she fre- 
quently used the word “putzka” which in 
Polish, her mother tongue, means penis. An- 
other hebephrenic patient, during each ses- 
sion, would go once or twice to the clay or 
cocoa powder, smell and touch them, or occa- 
sionally smear her face and then withdraw. 
Interpreting the withdrawal as an anxious 
retreat from objects symbolically too close 
to the original object-faeces, we offered her 
an object assumingly less proximal to the 
original objects, namely brown plasticene. 
She responded immediately ; took it, smelled 
and molded it. After an interpretation of 
clay as frightening pieces of faeces she ac- 
cepted the clay without withdrawal, and a 
behavioural change took place insofar as she 
joined the group and actually served them 
food. Subsequently the evolution of her 
choice of objects was as follows : plasticene, 
with which she made many prehistoric ani- 
mals (interpreted to her as the projection 
of her internal monsters) ; many plasticene 
flowers (interpreted to her as genital offer- 
ings to the therapist) ; finger painting ; clean- 
ing the blackboard; colouring of children's 
books. Her response to sketches in murals 
was interesting and appeared to retrace her 
genetic development: first she painted two 
red apples, then she completed the sketches 
of the defecating little girl, afterwards she 
coloured the silhouette of a nude woman to 
whose breast she paid particular attention, 
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and finally she painted a nude man and a 
banana. 


Discussion AND CONCLUSIONS 


'The experiments described in this paper 
were undertaken to test the hypothesis that 
gratification of frustrated infantile needs by 
appropriate objects in some schizophrenics 
may be helpful in initiating a progression 
and ego-reorganization. This was achieved 
insofar as the majority of the patients 
treated reached a higher level of psycho- 
sexual organization and showed improve- 
ment in interpersonal relationships to such 
an extent as to allow them a fuller life out- 
side or inside the hospital. No "cure" was 
anticipated, attempted or accomplished. 

The objection may be raised that the ob- 
jects offered are almost incidental and that 
the beneficial results obtained are solely due 
to the kind interest taken in previously neg- 
lected patients. To meet this argument at- 
tention should be drawn (a) to the im- 
mediacy and the sequence of object 
responsivity in the examples described, and 
(b) to the absence of change in the patients 
in the control group who received just as 
much attention and mothering but no ob- 
jects for the gratification of basic needs. 
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MIND, MATTER AND BRAIN 
NATHAN ROTH, M.D.: 


The problem of the relationship between 
mind and matter is one of those funda- 
mental issues which has exercised thinking 
people throughout the course of history. 
Theologians, philosophers, physicians and 
others have grappled unsuccessfully with it, 
and their various conclusions have been 
equalled in number and vagueness only by 
the forms in which the question itself has 
been stated. Most endeavors have, however, 
resulted in a non liquet. While the issue is 
ultimately of weighty import to all scholars, 
it is for the physician, and especially the 
neuropsychiatrist, that the matter has seri- 
ous practical significance, and in whom the 
provisionally accepted view of the nature of 
the problem is immediately reflected in ac- 
tion which immanently affects the welfare 
of others, 

The simplest and most unprejudiced state- 

ment of the problem is probably to be put 
in the form: “What is the relationship of 
mind to matter?” From this starting point 
many other relevant questions diverge. Are 
mind and matter different manifestations of 
the same thing? Is mind dependent on mat- 
ter for its existence or is it, as the cleric may 
maintain, a function of the God-given soul, 
Which exhibits its attributes independently 
of the body in which it is lodged and through 
which it is expressed? Does mind in and 
of itself produce disorder of function and 
Structure of the body, or is such disorder of 
Material and physical origin only, bringing 
In its wake a dera i 
Bk ngement of mind as an 
inevitable consequence of the disorder of 
matter on which it is dependent ? 
T ms unresolved problem is daily reflected 
Pa. Ri DEUM and theoretical formula- 
oS ao latrists who, as a consequence 
vided iene m. are for the most part di- 
their UR aos camps, those who treat 
DE oe s$ almost exclusively by psycho- 
therap a een means, and those whose 
ka Pali: most wholly founded on material 
es eap Procedures directed to matter, i.e., 
ni ain itself or the body more generally. 
ZS not begging the question to state that 
1 Address: 
9, N. y. 


1 120 Central Park South, New York 


the error of either approach exists only in. 


its being applied exclusively, each with in- 
sistence that the other is wrong, for each 
must have some, but not all, of the truth 
implicit in it. 

The forcefulness with which each of the 
two main psychiatric therapeutic orientations 
is espoused by its respective practitioners 
might suggest that a resolution of the mind- 
matter problem is either very close at hand 
or very far removed, but the evidence points 
in the direction of its being nearly within 
grasp and that it could be firmly laid hold of 
if some central feature could be clarified. 
Again it is not begging the question to ad- 
vance the contention that sufficient data are 
available to explain the relation of mind to 
matter were it not for the fact that existing 
scientific viewpoints are defective in a sense 
which prevents the correlation of these data 
in such a way as to produce the required 
understanding. In pursuing this line of 
thought the psychiatrist is but taking a page 
from his own book, for he has had much 
opportunity to see how the repression of 
significant data prevents related facts from 
entering comprehension. 


Now what could be the defect in the mod- 


ern scientific Weltanschauung which has pre-- 


vented the resolution of the mind-matter 
conundrum? Schrédinger(1), has pointed 
out that the scientific view of nature now 


employed by mankind has originated exclu- . 


sively with the Greeks of the classical period, 
and he quotes Burnet to illustrate the fact 
that science does not exist except insofar as 
the views of the ancient Greeks have been 
adopted and elaborated upon. Our modern 
efforts to understand the events and forces 
of nature have been predicated upon basic 
assumptions which may be erroneous in some 
respects, and whose errors may have been 
fostered by tradition to the detriment of 
understanding which might have been arrived 
at without these preconceptions. 

According to Schrödinger, the ancient 
Greek scientific endeavors were cháracterized 
by two main principles: 1. the doctrine of 
comprehensibility; 2. the need to objectify 
the external world. 
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The doctrine of comprehensibility assumes 
that nature can be understood. This as- 
sumption obviously has limits to which it 
can be carried out at any particular point in 
the development of human thought, and it 
may well be that there is an ultimate limit, 
far short of complete understanding, beyond 
which it cannot be carried at all. It may be, 
for instance, that the human brain will never 
be able to fully understand its own function- 
ing, just as a machine may be expected to 
carry out the tasks for which it was designed 
but not to assemble itself from its compo- 
nent parts. The shortcomings of this meta- 
phor are very evident, but it makes tbe point. 
Nevertheless, the doctrine of comprehensi- 
bility finds ready and continuing acceptance 
because it is a reasonable working hy- 
pothesis, because the results already achieved 
through it justify its fullest further employ- 
ment, and because it fits in with the fondest 
hopes of mankind. 

The second principle, the need to objectify 
the external world, is of a different order 
entirely, but is considered in Greek thought 
to be the precondition for the gaining of 
comprehension, By it the effort is made to 
rid the objects studied of any qualities de- 
riving from the observing subject. Thus a 
zoologist is not to declare whether a particu- 
lar animal, whose morphology he investigates 
by dissection, is pleasing to him, for what 
pleases him may displease someone else, and 
this quality of the object is not supposed to 
have anything to do with its real nature. 
The purpose of such a procedure is to render 
all observed facts susceptible of verification 
by other independent observers, and to rid 
scientific investigation of the stultifying ef- 
fects of the animistic approach to the study 
of Nature. 

While this objectification of the external 
world is carried on today with as much, or 
more, vigor than was employed by the 
ancient Greeks, it may be that it has defects 
and illogical features which prevent the ac- 
quisition of certain types of knowledge. In 
the first place, while attempting to rid the 
external world of any qualities of the ob- 
serving subject, it is done for the benefit of 
the observing subject(s), thus reinstating 
the subject in the external world and con- 

taining its own self-defeat. Secondly, it is 
now well recognized that conceptions of the 


world of reality cannot be independent of 
the qualities of the observer, being dependent 
on the latter’s perceptual abilities and limita- 
tions, his deductive capacities, etc. It now 
appears necessary to free the scientific ob- 
server from the hampering effects of this 
well ingrained objectifying tendency and to 
find other ways of thinking, perhaps with 
some components of the presently disdained 
animism, in studying the world of objects. 
To return to our original problem, it may 
be that the intention of stripping observed 
objects of any qualities of the observing sub- 
ject is responsible for the failure to grasp 
the true nature of the mind-matter relation- 
ship. For mind does reside in the matter of 
the brain, and denuding the brain tissue of 
any qualities of the observer may well be 
the factor which prevents understanding of 
how the brain functions in this particular 
respect. 

It is not easy for scientists to give up time- 
honored approaches to the study of objects, 
especially when these have proved fruitful, 
but perhaps all that is necessary is their 
amplification by new viewpoints. The physi- 
cist has had to do a good deal of such re- 
orienting of his ways of thinking about ob- 
jects during the past half century. Now that 
he knows that space and time are his own 
mental constructs and not actual qualities of 
the real world, and now that Einstein has 
shown that energy and matter are equated 
and that earlier Newtonian concepts of force 
were animistic distortions of the actual state 
of affairs, the physicist has had ample op- 
portunity to see that the objectification of 
the external world is not so easy to carry 
out as it may once have seemed. More im- 
portant, it does not always give a true pic- 
ture. The physicist has also found that even 
a description, let alone a causal explanation, 
of objects and events may be exceedingly 
difficult for these objects and events. may 
present themselves in more than one form. 
Thus matter is now known to be both wave 
and particle, and a way must be found of 


_reconciling these seemingly irreconcilable 


truths about matter, Probably the task of 
the psychiatrist, in determining the relation 
of mind to matter, is of a similar order. 

It is interesting to see that physicists, who, 
perhaps more than all other scientists, have 
had to change their concepts of objects in 
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recent years, are turning to the study of the 
mind-matter problem. Thus Jeans(2) says 
that the old incompatibility of mind and 
matter may turn out to be otherwise than 
was first thought, with matter represented 
by the particle form, and mind represented 
by the wave form, of the same thing. 

The preceding formulations appear to lead 
step by step to an inevitable conclusion, 
namely, that mind and matter (brain) are 
different forms of the same thing, and in- 
deed this conclusion has been unequivocally 
stated by Bertrand Russell(3) (and others). 
It is not possible to reproduce his lengthy 
reasoning here, but a few of his remarks 
will serve to illustrate his thinking. “We 
have agreed that mind and matter alike con- 
sist of series of events. We have also agreed 
that we know nothing about the events that 
make matter, except their space-time struc- 
ture. What I suggest is that the events that 
make a living brain are actually identical 
with those that make the corresponding 
mind." . . “If this theory is right, certain 
kinds of connection between mind and brain 
are inescapable, . . . In fact, if we had more 
knowledge, the physical and psychological 
Statements would be seen to be merely differ- 
ent ways of saying the same thing. The 
ancient question of the dependence of mind 
on brain, or brain on mind, is thus reduced 
to linguistic convenience". . . “An event 
18 not rendered either mental or material by 
any intrinsic quality, but only by its causal 
relations, It is perf ectly possible for an event 
to haye both the causal relations characteris- 
tic of physics and those characteristic of psy- 
chology, In that case, the event is both men- 
tal and material at once.” For the practical 
heeds of the psychiatrist this reasoning is 

th cogent and unsatisfying; it is like a 


mathematica] problem for which the correct 


answer is obtained by an inadequate proof. 
j - mtervening steps by which the conclu- 
P E Ee do not permit of application 
s nal knowledge to the problems en- 
^in by the psychiatrist. 

E 2 satisfying formulations of the 
formas oe mind and matter are different 
n =i the same thing, it will be necessary 
Et Some alterations in the traditional 
hc method of looking at objects, with 

^ Ov of eradicating time-honored 
ing Ta 9 find original methods of examin- 
Problems, as everyone knows, is far 


from being an easy task. For one thing, it 
requires a temporary separation from the 
company of one’s colleagues. As stated by 
Karl Mannheim (4), “Only in a quite limited 
sense does the single individual create out 
of himself the mode of speech and of thought 
we attribute to him, He speaks the language 
of his group; he thinks in the manner in 
which his group thinks. He finds at his dis- 
posal only certain words and their meanings. 
These not only determine to a large extent , 
the avenues of approach to the surrounding 
world, but they also show at the same time 
from which angle and in which context of 
activity objects have hitherto been percepti- 
ble and accessible to the group or the indi- 
vidual.” There must have been.very power- 
ful motives inducing scientists to strive to 
see in objects only the qualities of the object, 
and none of the features of the observing 
subject, which nonetheless determine the ap- 
pearance of the object in many of its aspects. 
This appears to be responsible for the diffi- 
culty in comprehending the essential simi- 
larity between mind and matter, yet to de- 
part from it requiries what seems to be a 
pathologic mode of thinking. Among the 
fetishists there is a minority who sexualize, 
not a part of the human body, but an inani- 
mate object, such as a handkerchief (5). The 
mental processes by which is accomplished 
this attribution of a living quality, viz., sex- 
ual attractiveness, to a non-living object, are 
far from being fully understood, but the 
fetishist has succeeded in doing, in part, what 
the scientist has not been able to do. Per- 
haps when the scientist can understand and 
utilize the type of thinking employed by the 
fetishist, he will be able to see the mind in 
the brain and the brain in the mind. 
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CONSIDERATIONS OF THE UTILITY OF A DRUG (MEPAZINE) 
IN A THERAPEUTIC MILIEU 


F. H. DAVIS, M. D,* AnD WILLIAM S. WIEDORN, Jr., M. D. ? 


This report ? describes the observed utility 
of the interpersonal effects associated with 
administration of mepazine (Pacatal) to 
schizophrenic inpatients in a therapeutic 
milieu. We first became interested in these 
effects when a small pilot study revealed 
evoked hypomanic-like affect with increased 
communicativeness and interrelatedness in a 
few chronically ill schizophrenic inpatients. 
Consideration that this might have some 
utility in a therapeutic milieu led to this 
study. In reporting the results of a study 
our bias is important, namely, that if drugs 
have value it is as adjuvants to individual 
psychotherapy and milieu therapy. Thus the 
manner in which current drugs facilitate or 
disrupt social interaction in a therapeutic 
milieu was a focus of this study. 

Certain concepts are important in evaluat- 
ing drug usage in psychiatry. Not only are 
social factors integral parts of the transac- 
tional field of drug response(4), but in psy- 
chiatry at least, drug response is to a large 
degree a function of the structuring of the 
patient’s living by and within the social field. 
Demonstration of the role of staff attitudes 
and intrastaff conflict in the production of 
further symptomatic behavior in schizo- 
phrenic inpatients(8, 9) raises the question 
of this type of group effect determining and 
driving much of what is reported as drug ef- 
fects or complications, 


METHOD AND EXPERIMENTAL DESIGN 


The patients were 101 hospitalized schizo- 
phrenic people. Fifty-nine received a diag- 
nosis of schizophrenic reaction, paranoid 
type. Seventeen were diagnosed as SR, 
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chronic undifferentiated type: and 14 as SR, 
catatonic type. The remainder were diag- 
nosed as follows: SR, acute undifferentiated 
type—6; SR, simple type—3, SR, childhood 
type—1. There were 17 white males, 33 
coloured males, 27 white females and 24 
coloured females. Hospital stay varied from 
a few days to more than go days; most 
stayed in hospital 30-60 days. 

Patients were divided into 3 groups— 
acute, acute-chronic and chronic, for the 
purpose of estimating chronicity. Patients 
labelled acute had become ill a few weeks 
or months before admission. Patients la- 
belled acute-chronic were patients who had 
been overtly psychotic prior to the current 
illness, but who had experienced an exacer- 
bation of their illness prior to admission. 
Patients labelled as chronic were patients 
who had been overtly psychotic for pro- 
longed periods and whose admission ap- 
peared to have been due to a variety of 
situational factors. It should be noted that 
all of the patients in this series had been out 
of the hospital and in the community within 
a short time prior to admission. There were 
14 patients in the acute group; 36 in the 
acute-chronic group; and 51 in the chronic 
group. 

Patients were selected from a commitment 
service of 60 beds distributed throughout 
160 beds in a psychiatric unit occupying one 
floor in a large general hospital. The psychi- 
atric unit at the Charity Hospital in New 
Orleans consists of 9 wards divided into 4 
ward groups by race and sex. Patients from 
two university acute treatment services and 
the commitment service are on each ward. 
The psychiatric unit provides an ongoing 
therapeutic milieu, generally equivalent for 
the 4 ward groups. 

_ Pacatal was given only by mouth. The pa- 
tient was interviewed before the drug was 
given and at least twice weekly by one of 
the investigators. In cases showing striking 
effects the patient was seen by two investi- 
gators with increased frequency of observa- 
tions. Records of the patient’s behavior and 
verbalizations were made by the nurses, who 
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also recorded their own impressions for 
later evaluation. 

Controls were developed utilizing the staff- 
patient interaction in the social field of the 
ward as the more or less constant matrix 
within which observational sampling oc- 
curred, These controls were: 


1. The base line was a stable ward social 
structure with which the investigators were 
quite familiar, as participant therapists. 

2. Administrative management was con- 
ducted by psychiatrists other than the in- 
vestigators. 

3. The hospital course and final disposi- 
tion of the patient was unchanged by the in- 
vestigators, other than by giving the drug 
and sampling behavior and interviewing. 
Regular nursing care, ward activities, oc- 
cupational therapy, recreational therapy, etc., 
went on as usual. 

4. In cases where either the ward nurse 
Or ward psychiatrist felt concern over either 
the changes or lack of changes, whether this 
appeared well-founded or not, the drug was 
discontinued, 

5. The ward staffs had had considerable 
experience in evaluating drugs and other re- 
Search projects. At the time of the study 
there were several other projects progressing 
on the unit, 

6. The investigators participated in weekly 
Ward meetings which allowed for ready 
recognition of group processes. 

7. The ward staffs were not informed of 
the findings as the project continued, What- 
ever fantasies and misconceptions appeared 
Were not rectified. These became such an 
Interesting problem that it was deemed 
necessary to initiate a special study of the 
attitudes of our staffs to drugs in general, 

hese data will be published separately. This 
method bears 4 Similarity to that used by 
bea team (6) in which the patient con- 
rand f milieu and psychotherapy with the 
Bo question being added to that situa- 


Several sour i 
study. ces of error are part of this 


* investigators played a nonex- 
one nontherapeutic role with the 
iru 's Introduced a strong negative bias 
istic © staff members. Others had unreal- 
be rian ted about the drug (í.e., that it would 

onderfu]"), Only a segment of the 


patients hospital stay was studied—the 

period of time during which the drug was 

administered. A further source of error was - 
that many of the patients used in the study - 
had been on heavy dosages of tranquilizers, 
sometimes with strong clinical evidence that 
they had worsened during that previous 
period. This type of clinical problem with 
tranquilizers has been reported by others 
(7). Thus some of the improvement, when 
it occurred, with discontinuance of the tran- 
quilizer and administration of Pacatal, may 
have been due simply to the removal of the 
previous drug. 

The patient’s outcome during the period 
of drug administration was scored with a 
rating scale which appears in Table 1. This 
rating scale was developed from one used 
in a study with meprobamate (5). Like those 
authors, we feel that some change will occur 
in many of our patients by virtue of their 
being in the hospital where considerable 
therapeutic activity is occurring. 

Improvement on the rating scale was de- 
fined as: any change in the patient's be- 
havior, symptoms or structure of illness such 
that there was discernable movement in the 
direction of improvement within the ward 
milieu. This is not equivalent to "cure," 
remission, etc, Changes which were as- 
sociated with increased efficiency of inter- 
personal transactions were considered as im- 
provement. Worsening on the rating scale 
was defined as: any change in the patient's 
behavior, symptoms or structure of illness 
such that there was progression or deteriora- 
tion in the patient's illness, within the ward 
milieu. 

In considering cases in which it was stated 
that improvement was clearly associated with 
drug effects, we do not mean that it was our 
impression that the drug effects alone pro- 
duced improvement, nor that the improve- 
ment could not have occurred without the 
drug effects. Improvement is a function of 
the operation of many factors within a com- 
plex field. Some of those factors which we 
observed in these patients are as follows; the 
patient's fantasies and wishes about the drug 
and its effects, and the patient's type of ill- 
ness and consequent ability to get better 
were important factors. The fantasies and 
expectations of the staff concerning the drug 
seemed to determine the change in patients 
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to some extent, The staff utilized drug ef- 
fects to facilitate or inhibit changes in pa- 
tients. One determinant of this was their 
response to the evoked changes in the patient 
associated with the drug effects. Assessment 
of improvement obviously tended to be a 
function of awareness of the investigators 
within a setting of the requirements of the 
staff for improvement. Since we did not 
attempt to quantitate improvement the pa- 
tients in the improvement categories showed 
variation from those with slight shifts in 
functioning to those showing sometimes dra- 
matic changes. 

It is seen that 25 patients were classified 
as showing improvement seemingly associ- 
ated clearly with drug effects, 34 patients 
showed improvement in which either there 
was clear evidence that this was not due to 
drug effects, or the role of drug effects, if 
any, was unclear (categories 2 and 3). The 
patients in the various diagnostic subtypes 
were distributed throughout the scoring cate- 
gories. 

Days of Treatment with the Drug.— 
When days of treatment with Pacatal were 
considered, it was found that slightly more 


DATA 
TABLE 1 


DISTRIBUTION or RATING Scores IN TOTAL 
PATIENT SAMPLE 


Number of 
patients 


Category 
scored scored 


Description of 
category 
1. Improvement clearly associated 
with drug effects... ........ 25 
2. Improvement, role of drug effects, 
if'any; ünclearo, roe ee 17 
3. Improvement, with strong evi- 
dence that any improvement 
was not associated with any 
drug effects, whether or not 
drug effects were discernible. 17 
4. The patient remained unchanged ; 
within the parameters of the 
data sought and the ward 
MANEU yh sieves Mrd? fod 29 
5. Worsening, with strong evidence 
that this worsening was inde- 
pendent of any drug effects, 
whether or not any drug ef- 


fects were discernible....... I 

6.  Worsening, role of drug effects, 
if any, unclear.............. I 

Worsening clearly associated 
with drug effects............ 6 

X. The patient could not be classed 
in any preceding category... 5 
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patients in category 1 received the drug for 
21-30 days, whereas slightly more patients in 
category 3 or 4 received the drug for 6-20 
days. This differential was an expression of 
the experimental design; for patients who 
did not show seemingly significant response 
in the first 10-14 days were discontinued, 
since it was observed during the progress of 
the study that positive effects associated with 
drug administration appeared during that 
period. 

Dosage Level.—The most effective dosage 
was found to be 5o mgms. four times daily 
which was also the most frequently used 
dosage schedule. When higher dosages were 
used, up to as much as 800 mgms. a day in a 
small number of cases, there appeared no 
significant change in terms of improvement, 
although other effects did appear. 

Chronicity and Outcome of Patient.—As 
wotild be expected patients in the acute and 
acute-chronic group showed a better over-all 
response, whether they were classed in cate- 
gory 1 or 3. It is noteworthy that a con- 
siderable number of patients in the chronic 
group did show improvement and were 
classed in categories 1, 2 or 3. 

Other Somatic Therapies—Half of the 
patients received some other somatic therapy, 
either drugs or EST, either before or after, 
or both, the administration of Pacatal. 

Effects Associated with Pacatal.—A group 
of affective and interpersonal changes ap- 
peared in some of the patients receiving 
Pacatal. It may be considered that these 
changes were associated with the effects of 
the drug, since the specific changes appeared 
after administration of the drug and usually 
decreased or disappeared during the period 
of drug administration and never appeared 
after the period of drug administration. 
These changes appeared in about one third 
of the patients receiving Pacatal. Not all of 
the aspects appeared in all of these patients. 

The general characteristics of these 
changes were: 


I. The appearance of a warm, pleasant, or 
hypomanic-like affect. 

2. An impulsion towards interrelatedness 
within the ward milieu. 

3. Increased participancy in group inter- 
action. 

4. An increase in feeling available. 
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The seemingly evoked hypomanic-like af- 
fect was readily communicated towards the 
observer, The appearance of this quality of 
affect was quite striking in that it appeared 
in patients who had mot illustrated this 
variety of feeling before. The impelling 
towards interrelatedness when it occurred 
seemed to offer the most utility of the results 
of the drug’s effects. The general appearance 
of increased feeling available also was quite 
important in whatever usefulness the ward 
milieu selected from the effects associated 
with administration of the drug. In many 
cases there was response to the warm affect 
by the nurses. Paralleling these effects there 
occurred a reduction of anxiety in the pa- 
tient. This decrease of anxiety, from an ob- 
servational viewpoint, was not an expression 
of a specific drug effect, but rather was a 
reflection of more secure interpersonal func- 
tioning. Although these listed factors varied 
in quantity they tended to appear to- 
gether. When improvement associated with 
the drug occurred, it tended to be associated 
with the aforementioned behavioral change. 
In some patients varying quantities of these 
changes appeared, and the patient either 
Showed no improvement or worsened clini- 
cally. Some cases, of course, showed im- 
provement in the absence of some or all of 
these factors (i.e., scoring category 2 and 3). 
Thus there was no necessary one-to-one cor- 
relation between the appearance of the group 
of affective and interpersonal changes as- 
sociated with the administration of Pacatal 
and improvement of any type. In our cases, 
among other things, the response of the 
para milieu seemed to play some role in both 

€ appearance of these changes, and im- 
Provement or worsening. This aspect, how- 
‘ver, is a subject for further research. 
a significant levels of excitement 
sodien Vr sd This was always as- 
fitters, bata the “pepe of the previous 
distr genres as an exaggeration and 
sometimes i: Continuum of activity was 
taiga AN served d first the beneficial 
MORI E ciated with the drug's effects; 
fime ypomanic-like activity; third, ex- 

ment or hyperkinesis; and fourth, gross 
excitement. In patients show; > BF 
tenent ther Patients showing gross ex- 

Cain and * were no signs of an acute 
the pes Tome due to a drug, Usually, in 

* between the second and third 


phases in the continuum any beneficial ef- 
fects disappeared. This may have been due 
to the response of the staff, since there was 
considerable anxiety and hostility aroused 
when the patient became over-active, de- 
manding, impatient and garrulous. 

A very interesting observation was made 
in a few patients. When the drug was in- 
creased from 200 mgms. a day to 300 and 
then 400 mgms. a day, at each increase the 
effects of Pacatal appeared for a few days, 
and then remitted. 

In general, when the group of affective 
and interpersonal changes associated with 
Pacatal appeared, they were present for 3-10 
days and then gradually disappeared. This 
was most marked in respect to the hypo- 
manic-like affect, and least marked with the 
other factors. In no cases did the hypo- 
manic-like affect remain after the drug was 
discontinued. In general, whatever gains 
the patient made during that period tended 
to remain after discontinuing the drug. 


CLINICAL DESCRIPTIONS 


Certain general clinical descriptions may 
be made concerning the nature of the re- 
sponse which might be expected in certain 
types of patients. 4 

Patients in whom the drug effects con- 
tributed to improvement: 


i. Patients in any subtype of schizo- 
phrenia who were not set in a psychotic pat- 
tern and who appeared to be struggling 
against the psychotic way of life. 

2. Certain paranoid patients, even some 
who were chronically ill. 

3. Patients showing a catatonic form of 
schizophrenia, but who were not showing 
very severe or far advanced catatonic fea- 
tures. 


Patients in whom the drug effects seemed 
of little value: 


t. Very chronic paranoid schizophrenics 
with little or no overt anxiety and a massive 
commitment to psychotic living. 

2, Catatonic patients with far advanced 
catatonic features. 

3. Schizophrenic patients showing severe 
excitement, those with chronic brain syn- 
drome and associated excitement complicat- 
ing a schizophrenic reaction, and patients 
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with a cloudy sensorium regardless of cause. 

The 6 patients in whom there was worsen- 
ing associated with the administration of the 
drug fell into one of the following cate- 
gories : 


1. Those who showed some of the ele- 
ments of the Pacatal response but who ex- 
perienced disorganization because of either 
internal psychologic response or a nonsup- 
portive milieu. 

2. Patients in whom there was a chronic 
brain syndrome associated with a schizo- 
phrenic reaction, and in whom the appear- 
ance of some element of the Pacatal effect 
was associated with loss of control, resulting 
in excitement or disorganization. 


Complications, side effects, and intercur- 
rent physical illnesses during the period of 
administration of the drug: 


1. Dryness of the mouth and throat, blur- 
ring of vision, and slight constipation oc- 
curred with some frequency, but were always 
managed with. appropriate symptomatic 
medication. 

2. One case of leucopenia occurred (white 
blood count 3,400 cells per cu. mm.) with 
good response to discontinuance of the drug, 
and with no further complications. 

3. Two cases of intestinal obstruction oc- 
curred. One was an adynamic ileus which 
responded well to nonoperative management. 
This patient had been surreptitiously eating 
plaster, egg shells and cigarettes. Another 
case was treated surgically, and an obstruct- 
ing intra-abdominal band was found. The 
role of Pacatal in these cases, if any, was 
unclear. 

4. One case of angioneurotic edema of the 
face and neck occurred, which responded 
well to antihistaminics. Pacatal was discon- 
tinued, but its role, if any, was unclear. 

5. A seizure which was not observed by 
a physician was reported in one patient. 
EEG's with and without the drug, and sub- 
sequent administration of the drug revealed 
nothing of significance. 

6. There was one death of a 42-year-old 
white female. This patient had not been tak- 
ing the drug for 3 weeks. She had been dis- 
charged to her home and then readmitted to 

the psychiatric ward. Death was due to pul- 
monary emboli. There was no clinical or 


autopsy evidence to indicate that Pacatal 
played any part in this outcome. 

7. Variations in blood pressure, pulse rate, 
or temperature were within the limits rou- 
tinely seen in the psychiatric unit in patients 
not receiving drugs. There was no evidence 
of any complications affecting the kidney or 
liver. 


Discussion 


This study did not use the double-blind 
technique. We were not attempting to dem- 
onstrate whether or not the drug had any 
value at all, since this had already been 
documented(I, 2, 3). Rather, we were at- 
tempting to determine the utility, if any, of 
the drug associated effects in a therapeutic 
milieu, In those patients classed as category 
1 in the rating scale, it was clinically evident 
that something occurring in association with 
the administration of the drug played a part 
in the observed behavior. It was quite -1- 
expected to see this occurring in these pa- 
tients, and especially in close association with 
drug administration. This type of change in 
schizophrenic patients is of considerable psy- 
chodynamic significance, and warrants fur- 
ther study. 

One aspect of the observed effects de- 
serves emphasis. The type of change which 
we observed, and which was associated with 
clinical improvement, was not that which 
might be termed sedation, chemical restraint, 
or “tranquilization.” The movement was 
towards greater rather than lesser social in- 
teraction and towards activity with personal 
interrelatedness. These data offered no indi- 
cation for considerations that this drug had 
any sort of more or less direct effect on hal- 
lucinations, thinking, the schizophrenic dis- 
order of thought and logic, or delusions. Our 
observations indicate that when these factors 
did show a change, it was an expression of 
the value to the patient of more participation 
in the therapeutic milieu with consequent op- 
portunities for improvement, more efficient 
integration, etc. The utility of the interper- 
sonal changes described may be limited to 
ward situations so structured as to utilize 
these changes. An adequate number of staff, 
a psychodynamic orientation, and an on- 
going therapeutic milieu may well be es- 
sential, 


a 
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SUMMARY 


The occurrence of changes in association 
with the administration of mepazine (Paca- 
tal )to 101 schizophrenic inpatients has been 
studied. These patients were functioning 
in the community prior to their admission. 
Changes considered as improvement within 
the ward milieu during the period of drug 
administration occurred in association with 
effects of the drug in 25 patients. Thirty- 
four patients experienced improvement in 
their interpersonal transactions in the ward 
milieu in the absence of association with 
drug effects. A somewhat consistent group 
of interpersonal changes appeared in some 
patients in association with the drug effects. 
These data suggest further study of the in- 
terpersonal effects, problems and usefulness 
of these behaviors. The effects associated 
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with the drug offered utility in some of the 
patients in the therapeutic milieu of the 
psychiatric unit studied. 
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THE INCIDENCE OF HOSPITALIZED MENTAL ILLNESS AMONG 
RELIGIOUS SISTERS IN THE UNITED STATES 


SISTER M. WILLIAM KELLEY, I. H. M: 


In 1936 Thomas Verner Moore reported 
a study which he had conducted to deter- 
mine the rate of mental illness among priests, 
religious brothers and sisters(1). He dis- 
covered that in all these populations total 
incidence rates were lower than in the gen- 
eral population. In the case of schizophrenic 
diagnoses there was a tendency for the rate 
among sisters to be higher. Cloistered re- 
ligious, who never leave their convents, and 
most of whom are not engaged in works 
which bring them into contact with any per- 
sons outside the convent, had a significantly 
higher rate of mental disorder than did the 
so-called “active” religious who are engaged 
in teaching, nursing, social work, and vari- 
ous other occupations. Moore hypothesized 
that many psychotic breakdowns among re- 
ligious are due, not to the strain of religious 
life, but to the fact that some pre-psychotic 
personalities are attracted to what they think 
or hope religious life is going to be. 

A replication study was conducted in 1957, 
covering the hospital year from January 1, 
1956, to December 31, 1956. A total of 378 
private and public hospitals with psychiatric 
facilities was contacted: these included all 
state, county, city and county, and municipal 
mental hospitals; all public health and non- 
military federal mental hospitals; all Catho- 
lic general hospitals having psychiatric fa- 


1 Immaculate Heart College, 2021 N. Western 
Ave, Los Angeles 27, Cal. 


cilities, and all Catholic psychiatric sanitaria ; 
and a selected sample of private non-profit 
hospitals under other than Catholic auspices. 
Usable responses were received from 357 
hospitals (94.4%). Information was sought 
concerning only those patients who were 
members of Catholic sisterhoods. Present 
age, age at hospitalization, age at entrance 
into convent, history of previous hospitaliza- 
tion for mental illness, occupation prior to 
hospitalization, and diagnosis were included 
in the questionnaire. Because 3 of the non- 
responding hospitals were large Catholic 
sanitaria which presumably cared for a con- 
siderable number of sister-patients, an at- 
tempt was made to estimate the number of 
sisters hospitalized in these institutions on 
the basis of sister-patients/bed capacity ratio 
in similar hospitals which had responded. 
Table 1 summarizes these data. It should 
be noted that the column headed “Total Ad- 
mitted in 1956” is included in the preceding 
column, “Total Hospitalized in 1956.” The 
latter column also includes all those ad- 
mitted in previous years who were still hos- 
pitalized at the end of 1956. 

Any. attempt to compare the data of a 
study of this kind with national reports can 
have only partial validity. The acknowl- 
edged inaccuracy of this report (due to non- 
response and to the fact that sisters receive 
psychiatric care in hospitals not registered 
by the Institute of Mental Health) is per- 


TABLE 1 


NUMBER or Sisters HOSPITALIZED FOR MENTAL DISORDER IN 1956: Rare Per 100,000 


Type of 
religious 
community Total in U. S. 
Non-cloistered ...........1.... sse 153,655 
Cloistered 159235 T0 EIER EAE 5,890 
UÜaknown. 2122592 canes — 
‘Total’: 253 4 4 5: 00 REESE 159,545 


Total hospitalized Total admitted 
in 1956 i 


in 1956 
No.* Rate No.* Rate 
833 585.72 440 286.35 
(447.11) (363) (236.24) 
46 797.96 18 305. 
(38) (645.18) (16) (256.30) 
70 = 29 = 
(59) = (25) T 
949 594.81 487 305.24 
(783) (490.77) (404) (251.34) 


a The numbers given in parentheses are the actual numbers reported by the hospitals with their corresponding rates 


100,000. ^ H r 
Rampated on the basis of bed capacity in the non-respom 


72 


For purposes of comparison with oe x 


ulations, the projected numbers (not in parentheses) were 
& hospitals. 
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haps equalled by that of the national reports. 
For this reason, the chief value of the in- 
formation in Table 2 lies in the differences 
in the percentage distributions of the vari- 
ous mental disorders in the two groups. The 
greatest discrepancies will be seen to be in 
the higher percentage of psychotic (particu- 
larly schizophrenic) and psychoneurotic dis- 
orders among sisters, and the proportion- 
ately higher percentages of chronic brain 
syndromes and mental deficiency among the 
general population of women. The inclusion 
of alcoholic and syphilitic psychotic reac- 
tions among the chronic brain syndromes, 
and the fact that the way of life of sisters 
renders these disorders extremely unlikely 
among them, would account largely for this 
disproportion. The low rate of mental defi- 
ciency among religious is expected also, as 
applicants for admission to convents, de- 
pending upon the type of work performed 
by the community, must give evidence of 
ability to master the requisite skills. The 
work of these communities is seldom of 
such a nature that a mentally deficient per- 
son could perform it. Therefore, since the 
number of diagnoses “open” to sisters is 
limited by factors of selection and way of 
life, the percentage values of the remain- 
ing diagnoses are bound to appear high in 
comparison with those of the more hetero- 
geneous general population of women. 


That this is only an apparent dispropor- 
tion is evidenced by comparing the rate per 
100,000 hospitalized at the end of the year 
among the general population and among the 
sisters. In the former group the rate is 
358.3(2), and in the latter it is 319.6. The 
difference is significant at the .o2 level of 
confidence. If we consider only the reported 
diagnoses of schizophrenia among the two 
groups, we find a rate of 259.6 per 100,000 
of all women in the United States(3) ; the 
comparable rate among sisters is 193.67. 
Such a difference would occur by chance 
less than once in a thousand times. 

Although the rate of mental illness was 
lower among sisters than among women gen- 
erally, both in Moore’s and in the present 
study, the discrepancy between the two rates 
is not as great now as at the time of the 
earlier study. The increase in incidence and 
in rate per 100,000 which is illustrated in 
Table 3 is highly significant, and the con- 
current increase among the general popula- 


TABLE 3 


NUMBER or Sisters HOSPITALIZED FOR MENTAL 
ILLNESS IN RELATION TO TorAL NUMBER OF 
SISTERS: RATE PER 100,000: 1935, 1956 


Hospi- Not hos- Rate per 
Year talized pitalized Total 100,000 
1935 .... 593 121,627 122,220 485.19 
1956 .... 949 158,596 150545 594-81 


Chi-square = 15.27. P less than .oor. 


TABLE 2 


Numser ann Percent or TorAL Cases or Mayor DrAGNOsTIC CLASSIFICATIONS: WOMEN IN 
THE UNITED STATES AND MEMBERS or CATHOLIC SISTERHOODS: AT END OF THE YEAR 


PES HEERE LEER ATARE T 9 QAM 
“This ind ga 6374 P less than . 
eral hospita 4 


Women in U. S.* Sisters 
Per cent No. Per cent 
0.5 2 .05 
22.60 58 12.0 
64.52 404 80.3 
(4.0) (25) (5.0) 
(8.9) (43) (9.0) 
C3) (10) (2.0) 
(48.41) (309) (61.0) 
(2.06) (17) (3.3) 
(85) (0) (0.0) 
.005 o 0.0 
1.09 27 5.25 
1.12 It 2.2 
43 2 .05 
8.41 4 B 
1.42 2 05 
21 0 0.0 
100.0 510 100.0 


001. 
es women hospitalized in public institutions only. End of the year data is not available for private and gen- 
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tion has not been as great. Wherever the 
explanation of this disproportion lies, it can- 
not be traced to different patterns of popu- 
lation growth in the two groups, as both have 
increased by about 30% since 1935(4 and 5). 

The difference which Moore found to 
exist between the incidence of mental dis- 
order among cloistered and "active" re- 
ligious has also decreased considerably. The 
difference between the two groups was so 
great in 1935 that it could have been ac- 
counted for by chance only once in a thou- 
sand times; the probability of the present 
discrepancy’s occurring by chance is 5 in 
100. Not only the rate, but the actual inci- 
dence of hospitalized mental disorder has de- 
creased among cloistered sisters. Since the 
rate of increase has been so much greater, 
relatively, among “active” religious, it is 
tentatively hypothesized that the strain asso- 
ciated with over-crowded classrooms, under- 
staffed hospitals, accreditation demands of 
various kinds, and numberless other adjuncts 
of the professional life of members of re- 
ligious communities today, have constituted 
insupportable burdens for a certain number 
of sisters who might have been equal to the 
demands placed upon religious in previous 
generations. The data of this study neither 
confirm nor deny this hypothesis; they 
merely suggest it. 

The rate of mental disorder is not uni- 
form among the various occupational groups 
of "active" religious. Because teaching sis- 
ters make up the largest portion of all sis- 
ters, they tend to establish the norm, but this 


TABLE 4 


RATE OF MENTAL ILLNESS PER 100,000 IN EACH oF 
THE MAJOR OCCUPATIONAL CATEGORIES 


Occupation "Total Number ill red 
Cloistered ..... 5,890 38 645.18 
Domestic ...... Less Greater 
than than 
6,737" 188 2,790.56 
Hospital per- 
sonnel ...... 45,000” 103 228.88 
Teaching ..... 93,518 393 420.24 
Other and un- 
known ...... 8,400 61 -— 
Toal sine 150,545 783 490.77 


* This number includes all those not included in any of 
the other occupational n listed above, with the ex- 
ception of social workers, There is no way of determining 
exactly how many sisters are engaged as domestic workers, 
clerks, or in an administrative eer XE 

» Estimate of the Catholic Hospital Association. 


[July 


does not account for the wide variations 
shown in Table 4. An exceptionally low rate 
among sister-social workers (not indicated 
in the table) is probably due to failures in 
reporting occupation as well as to some other 
understanding of “social work" by those 
who responded than that which directed our 
estimate of the total number of sister-social 
workers in the United States. There is also, 
undoubtedly, some error in the estimate of 
the number of sisters engaged solely in do- 
mestic work, but the error cannot be suffi- 
cient to account for the very high rate of 
mental disorder among this group. 

The data recorded in Table 5 are remi- 


TABLE 5 


Inctpence or Mayor DIAGNOSES IN RELATION TO 
THE LARGEST OCCUPATIONAL CATEGORIES 
IN THE STUDY 


Mental Clois- Domes- Nurs- Teach. 
disorder tered tic ing ing Total 
Brain syndromes 
(acute and 
chronic) ...... 2 20 7 48 77 
Psychotic reac- 
fiona A STEE ed lo 152 53 265 500 
Psychoneurotic 
reactions ...... 4 13 13 65 95 
Personality 
disorders ...... 2 2 6 10 20 
Total 35:5. 7. 38 1&8 79 388 692 


Chi-square = 22.74. P less than or, 


niscent of the findings of Hollingshead and 
Redlich(6) concerning the relationship be- 
tween socio-economic class and the incidence 
of mental disorder. They discovered that 
the hospitalization rate of psychotic dis- 
orders was much higher in their Class V 
(lowest) than in any other class, and that 
it was lowest in Class I. The opposite pat- 
tern was true in the case of psychoneurotic 
disorders. Among the sisters we find that 
psychoses increase proportionally as we move 
from specialized or professional workers to 
domestic workers, and that psychoneurotic 
reactions are much more frequent among the 
professional groups. Hollingshead and Red- 
lich are unwilling to state the order of cir- 
cumstances, however, They are faced with 
the problem of determining whether the 
lower classes tend to psychoses because they 
are poor and under severe environment 

pressures, or whether they are poor because 
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of psychotic or prepsychotic tendencies that 
have disqualified them for higher positions 
in economic and social ranks. The questions 
posed by Hollingshead and Redlich's re- 
search must be applied to the data of this 
study before a causal explanation can be 
attempted. 

The remaining data of the study do not 
depart significantly from any comparable ma- 
terial which could be obtained. Of the 783 
sisters known to have been hospitalized for 
mental illness at some time during 1956, 379 
(48.4%) had been hospitalized for a similar 
disorder at some earlier date. Eighty per- 
cent of this number (304) were diagnosed 
as psychotic, and 65% of these psychotic 
reactions were schizophrenic, These were, 
as would be expected, the cases which had 
been hospitalized for the longest periods of 
time. Of the 232 cases which had been hos- 
Pitalized for longer than 5 years, 92% were 
psychotic, and of these, 71% were schizo- 
Phrenic. Depressive reactions of various 
kinds—psychotic and neurotic—constituted 
nearly 20% of the total diagnoses. The aver- 
age age at the time of admission of sisters 
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diagnosed as schizophrenic was 44.1 years; 
for manic-depressive reactions it was 53.2 
years. 

The findings of this study by no means 
nulify Father Moore's earlier hypothesis 
that prepsychotic personalities may be at- 
tracted to the religious life on the basis of 
what they think it will be. The apparent in- 
crease in mental disorder among “active” 
religious, however, suggests that factors of 
stress may be contributing more to eventual 
breakdowns than was previously supposed. 
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CLINICAL NOTES 


A PRELIMINARY REPORT ON IPRONIAZID 


ELWYN C. COOK, M. D.: 


In spite of the newer additional psychi- 
atric treatment procedures, including the use 
of ataractic drugs, a considerable number of 
the hospitalized mentally ill remain resistant 
to known treatment methods. This treat- 
ment-resistant group includes many chroni- 
cally ill patients exhibiting emotional bland- 
ness, apathy, depression, and lack of moti- 
vation for improvement. The appearance of 
the “psychic energizers" has revived interest 
in treatment of these patients, and during re- 
cent months, several investigators(1-6) have 
reported varying success with one of these 
agents, iproniazid, a drug originally used in 
the treatment of tuberculosis. 

Our own series included 15 female pa- 
tients who had been resistant to other treat- 
ment methods, and were selected for clinical 
trial with iproniazid. The treatment was ad- 
ministered on an open ward in a large state 
institution, during a 6 month period. The 
average age of the patients was 47.7 years. 
Iproniazid was prescribed in the amount of 
50 mg, 3 times a day; appropriate labora- 
tory indices of changes in blood count and 
renal function were obtained. Although the 
treatment programs included various ancil- 
lary activities and milieu management de- 
vices, none of the patients participated in 
psychotherapy. 

Six patients displayed marked improve- 
ment at the time of the 6-months evalua- 
tion ; 3 of these had been separated from the 
hospital. Seven patients responded with con- 
siderable improvement, and 2 patients 
showéd no change in mood or behaviour. 
The improvement consisted of elevation of 
mood, improvement of appetite and sleep 
patterns, increased participation in ancillary 
activities, heightening of sociability and ami- 
cability, and improved personal appearance. 
Delusions, hallucinations, negativism, judg- 
ment, and insight, remained essentially un- 
changed. 


"1 Topeka, Kansas. 
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Iproniazid was discontinued in 3 patients 
because of disturbing side-effects, although 
the drug was subsequently effective in a 
lower dose in one of these cases. In each 
of these patients, the complaint leading to 
abandonment of the medication, was uni- 
lateral or bilateral pedal edema. Dizziness 
and hyperactivity each appeared in a single 
patient. No evidence of hypotension, al- 
lergy, liver damage, convulsions, or blood 
dyscrasias was detected. Iproniazid was 
used in combination with electroconvulsive 
treatment in one patient without untoward 
effect. Reserpine did not appear to poten- 
tiate the energizing effect of iproniazid. 

One striking aspect of the effects of 
iproniazid was the enthusiasm for the drug 
engendered in the ward population by the 
patients receiving the medication. Recipients 
of iproniazid proudly referred to the small 
yellow tablets as “golden nuggets.” 

Thirteen of the 15 treatment-resistant pa- 
tients derived some benefit from this medica- 
tion, and it appears that the symptoms most 
amenable to change were depression, apathy, 
withdrawal, and disinterest. It is significant 
that the positive effects of iproniazid made 
the patients more amenable to the total milieu 
treatment program. Two patients, who re- 
mained unimproved, displayed paucity of 
motivation to leave the hospital and great 
dependence upon the institution. 
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CLINICAL NOTES 17 


THE VALIDITY OF THE FORREST REAGENT TEST FOR THE 
DETECTION OF CHLORPROMAZINE OR OTHER 
PHENOTHIAZINES IN THE URINE 


BENJAMIN POLLACK, M. D.t 


Forrest and Forrest(1) described a simple’ 


test last year for the detection of chlorpro- 
mazine in the urine. Since no other litera- 
ture has appeared on this subject, it seemed 
worthwhile to test its validity.* 

A revised formula for the test reagent 
consisting of sulphuric acid 10%, four parts, 
and ferric chloride 5% by weight, one part, 
was used. This is an extremely simple test 
to perform in which 1 c.c. of the reagent is 
added to 1 c.c. of urine. Within a few sec- 
onds a color change varying from lilac to a 
deep inky purple occurs and this is graded 
1,2, 3 and 4. The test is sharp and clear- 
cut. The authors claim that the test should 
be read within 3 to 4 minutes. Our findings 
indicate that this reading should take place 
within 30 to 60 seconds since the color 
quickly fades after this. 

The present study comprises 175 patients 
(75 controls and 100 chlorpromazine-treated 
patients at Rochester State Hospital). In 
order to have a uniform standard of testing, 
only the first morning specimen of urine was 
used for this study. The 542 tests of the 
urine were performed by the laboratory 
without knowledge as to which patients were 
receiving chlorpromazine and which were the 
controls, 

, Ma control group of 75 patients were 
elected from the various medical, surgical, 
dioe and other wards of the hospital. 
Foral eias were receiving a variety of 
Site ^en other than phenothiazines. One 
dete on ninety-six urine tests were 
his dns controls and all were negative. 
dis dori at the test is specific and 
hospital, y the usual drugs given in a 
‘pies 18 shen and forty-five urine analy- 
nh ids ormed on the 100 patients who 
ee Table 1). 12, receiving chlorpromazine 
WAS Wee 2. t can be noted that 9 patients, 
Presumably receiving chlorpro- 


IR 

inis State Hospital, Rochester 20, N. Y. 
ied a thanks are expressed to the mem- 

j 
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mazine, tested repeatedly negative on 27 
occasions and ro showed only trace on test- 
ing of 53 samples of urine. These patients 
were then given their tablets or the concen- 
trate solution of chlorpromazine under care- 
ful supervision and again tested. Seventeen 
of the 19 patients thereupon showed a posi- 
tive test, but 2 still remained negative when 
the morning specimens were examined. 
When the urines of the 2 patients (who 
were receiving 100 mg. of chlorpromazine) 
were tested within 8 hours, they became 
positive, The tests also tended to show a 
higher concentration in those on a single 
bedtime dose than when the drug was given 
in divided doses during the day. 

Recent work(2,3,4,) indicates that over a 
period of 3 days 8 to 20% of chlorproma- 
zine is excreted in the urine chiefly as the 
sulfoxide, with the maximum excretion 
occurring in the first 8 to 24 hours. The 
remainder of the chlorpromazine is appar- 
ently completely metabolized in the body. 

This work clearly indicates that at least 
9 of the patients were not taking their medi- 
cation which could be easily detected by this 
specific test of the urine. This in itself is a 
valuable finding since the test can be readily 
performed by the ward personnel, There 
should be no difficulty in teaching this test 
as it is simple to do and the color reaction 
is clear-cut. 

Patients receiving Pacatal in doses of 75 
to 150 mg. tested 1 or 2. Those receiving 
100 to 300 or more milligrams of Promazine 
likewise tested positive. Those receiving 
Stelazine (trifluoperazine SKF #5019-A) 
tested negative on doses of 10 to 80 mg. ex- 
cept that in the higher doses a questionable 
trace was recorded. Patients taking 50 to 
150 mg. of Compazine (prochlorperazine) 
were negative to the test, but did give a 
characteristic color reaction varying from 
yellow to magenta, depending upon the dose 
given. Those receiving meprobamates all 
tested negative. 

The Forrest reagent test thus appears to 
be a valid and simple method to determine 
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qualitatively whether or not patients are 
actually taking the phenothiazine medications 
noted above. Within certain limitations it 
can be used to give a rough quantitative 
estimation of the dosage which the patient 
is taking, particularly if the urine is obtained 
within a standard period folllowing medi- 
cation. 

Twenty-five patients were given a single 


TABLE 1 
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ANXIETY-DEPRESSION AND PHARMACOTHERAPY- 
PSYCHOTHERAPY CORRELATIONS 


JEROME M. SCHNECK, M. D. 


In a report on “drug-induced depression, 
fact or fallacy" with reference to tranquil- 
izers, Ayd(1) concluded that patients may 
be pseudo-depressed because of excessive 
tranquilization, or tranquilization may un- 
mask underlying depressions without actually 
causing them. 

It has been observed frequently during 
psychotherapy that some patients show de- 
pressive reactions when overt anxiety is al- 
layed and, conversely, anxiety reactions when 
depressions are relieved. This may occur 
without one or the other reaction tendencies 


1 Clinical assistant professor of psychiatry, State 
University of New York College of Medicine at 
New York City; Address: 26 West 9 Street, New 
York 11, N. Y. 


200-mg. stablet of chlorpromazine at bed= 
time. The following morning all urines 
tested were positive (1 or 2). The morning 
specimens of urine on the second day dis- 
closed only 11 urines showing a trace om 
testing. On the third day all urines 
negative. This would seem to be at variano 
with the findings of the originators of the 
test who had recorded positive results f 
approximately 8 days. i 


Results of urine tests with Forrest Reagent 
MA. 


Neg. Trace 1 2 3 4 
196 T » à >r es 
4 9 24 5 I o 
II 36 78 30 o 1 
I 2 4 1 o o 

5 3 3 13 3 o 

6 1 6 19 6 I 

o 2 6 19 16 2 

o o o 4 9 2 

0 o o 4 8 I 
223 53 121 95 43 7 


3. Salzman, N. P., and Brodie, B. B.: J. Pharm- 
acol. and Exper. Therap., 118: 46, Sept. 1956. 
4. Moran, N. C, and Butler, Wm. M.: Je 
Pharmaca and Exper. Therap., 118:328, Nov. 
195/ 


having been evident originally. Also, mixel 
anxiety-depressive features may be present 
concurrently, a well known fact, with the 
one tending to become more prominent à as 
the other is reduced, based on actual intensi- 
fication or unmasking. The first type of 
anxiety-depression correlation is probabl 7 
observed less often than the second which 
consists of a mixed anxiety-depression pat | 
tern. Like the second, however, it apparently - 
involves basic psychological reaction poten- 
tials in the patient. The cycle or correlat 
may be mild or severe, varying considera! 
among individuals. Also, it may be found 
a variety of personality types and without 
regard to specific diagnostic categories. 
The anxiety-depression cycle or corre 
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tion, dependent upon personality reaction po- 
tential or predisposition, and noted during 
psychotherapy, probably expresses itself 
similarly during pharmacotherapy, account- 
ing for part of the apparent drug-induced 
depressions as described heretofore. This 
view of the anxiety-depression correlation in 
psychotherapy is consistent with, and evi- 
dently supports additionally Ayd’s report on 
depression in association with tranquiliza- 
tion(1). The existence of a previous his- 
tory of depression or of current underlying 


depression would not be necessarily essen- 
tial for absolving the chemotherapeutic agent 
of direct responsibility for onset of depres- 
sion. Its indirect role would be based on 
alteration, through anxiety reduction, of the 
patient’s psychodynamic equilibrium. This 
may also occur spontaneously without treat- 
ment or during the course of psychotherapy. 
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USE OF CHLORPROMAZINE COMBINED WITH MEPROBAMATE 
JOSEPH A. BARSA, M.D.: 


In a previous study(1) a small group of 
chronically disturbed patients was treated 
with chlorpromazine (Thorazine) and me- 
probamate (Miltown, Equanil) in combina- 
tion. Because of the favorable results ob- 
tained, a larger group of 75 patients was 
selected. The selection was made not on the 
basis of diagnosis but rather on the basis of 
Symptoms. All were chronically disturbed, 
Overactive, tense, agitated, at times destruc- 
tive and assaultive. Several patients were 
profoundly depressed and suicidal. The age 
of the patients varied between 16 and 69. 
Their diagnoses were as follows; 62 schizo- 
Phrenic, 5 psychosis with mental deficiency, 
4 epileptic psychosis, deterioration, 2 involu- 
Honal psychosis, mixed type, 1 psychosis with 
cerebral arteriosclerosis, 1 senile psychosis, 
mixed type. They had been continuously 
hospitalized for 2 to 20 years. All the pa- 
tients had Previously been treated with chlor- 
Promazine alone in doses up to 1200 mg. a 
day for 3-6 months with slight or no im- 
Provement in the disturbed symptoms. The 
pret: were then treated with a combina- 
fer » chlorpromazine and meprobamate 
wil mre The dose of chlorpromazine 
Bed etween 50 and 250 mg. ti.d., and 

"on meprobamate was from 400 to 
aE die At the end of their period of 
DE E E chlorpromazine and mepro- 
ees: ie ai EUM were evaluated as fol- 
ni rige: improved, that is, in re- 
pital; 27 a € to be released from the hos- 

ly ic ene ely improved, that is, usu- 
uS ad and adjusting fairly well to 

ospital environment, but not well enough 
o live outside ots Hase. s dg 
Proved, that is a p ospital; 31 slightly im- 
still manifests ittle easier to manage, but 
—— sung excited, assaultive or de- 
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structive behavior ; and 1 unimproved. 

In a subsequent study now in progress I 
found meprobamate very useful when added 
to the combination of chlorpromazine and 
proclorperazine in cases where the tension, 
agitation and restlessness persist even though 
the delusions and hallucinations may be 
fading. 

In my experience, therefore, when mepro- 
bamate is combined with chlorpromazine or 
with chlorpromazine and proclorperazine, it 
is extremely valuable in alleviating the over- 
activity, tension, excitement and anxiety of 
the psychotic. 

I have also found(1) that meprobamate, 
when used alone, is ineffective against the 
delusions and hallucinations of the schizo- 
phrenic. This seems to confirm the conclu- 
sions reached in an earlier publication(2), 
namely, that the tranquilizers have two sepa- 
rate and distinct clinical effects—a true tran- 
quilizing effect which calms the patient with- 
out impairing his mental acuity, and an 
anti-psychotic effect which combats the de- 
lasions and hallucinations of the schizo- 
phrenic. One effect may occur without the 
other. Thus, each tranquilizer can be evalu- 
ated as to the relative strength of its tran- 
quilizing effect and anti-psychotic effect. We 
can, therefore, list the 3 main groups of 
tranquilizers in the order of their tranquil- 
izing effectiveness as follows: meprobamate, 
phenothiazine derivatives, Rauwolfia alka- 
loids. But in the order of their anti-psy- 
chotic effectiveness they are: phenothiazines, 
Rauwolfia, meprobamate. 


BIBLIOGRAPHY 


1. Barsa, J. A., and Kline, N. S.: Am, J. Psy- 
chiat, 112: 1023, June 1956. 
2. Barsa, J. A: Am. J. Psychiat, 114: 74, July 


1957. 


CASE REPORTS 


ELECTRIC SHOCK THERAPY IN THE TREATMENT OF A 
DEPRESSED PARAPLEGIC * 


JOSEPH E. PISETSKY, M.D.? anp FRANKLIN S. KLAF, M. D.’ 


Before the advent of muscle relaxant 
drugs such as succinylcholine, it was un- 
likely that electroshock treatment would have 
been administered to a paraplegic patient. 
The danger of fracture because of vertebral 
osteoporosis and weakened spines which fre- 
quently have been the site of one or more 
operations loomed large. The problem of 
recurrent infections particularly of the urin- 
ary system might have made therapists reluc- 
tant to undertake electroshock. No cases of 
traumatic paraplegia have previously been 
reported where this risk was assumed. 

Recently a case came to our attention 
where two factors led to the consideration 
of shock therapy. One was the existence of 
a fairly severe depression with suicidal pre- 
occupation and the other, the existence of 
persistent pain which had not responded to 
neurosurgical intervention and medicatiori. 
It was felt that the depression might have 
intensified the psychological aspect of the 
pain which with the lessening of the depres- 
sion, might be more tolerable. 

The experience of one of us (JEP) in the 
treatment of a schizophrenic paraplegic with 
insulin coma therapy led to the surmise that 
electroshock therapy could be administered 
without grave consequences, 

J. B., a 25-year-old, single, white, male Korean 
war veteran was admitted to the spinal cord injury 
center of the VA Hospital, Bronx, N. Y., in July, 
1956, three months after sustaining a traumatic 
transection of a cauda equina at the level of L 2. 
The injury was caused by a bullet wound acci- 
dentally inflicted by the patient's father during a 
family argument. Ten hours after the accident, a 
laminectomy was performed from Lr to L3, with 
the finding of the cauda equina injury. The patient 
had the residua of paralysis of both lower extremi- 


ties and complete loss of sensation from L 2 to S 5. 
Subsequently, he complained of severe knife-like 
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pain in the left heel and right calf and foot, un- 
relieved by a variety of medications. In October, 
1956, a bilateral cordotomy at D 1-2 was done with 
no relief. In January, 1957, several bilateral para- 
vertebral sympathetic blocks-were performed at the 
level of L 2, L3 and L 4, both with saline and 1% 
Xylocaine. Temporary relief followed, with symp- 
toms returning within a few hours. A Xylocaine 
caudal block also resulted in only transitory im- 
provement, 

During treatment the patient went home on week- 
end passes. There he would drink heavily and abuse 
his parents with obscenities and outpourings of rage. 
On returning to the hospital, he was noted to be 
extremely depressed, Finally he ceased going home, 
became withdrawn and disinterested in hospital ac- 
tivities, and was a problem in ward management. 
He was seen by the psychiatric service, and suicidal 
ideas elicited. Psychotherapy? was attempted by 
establishment of rapport was practically impossible. 

In view of the rapidly deepening depression, sui- 
cidal ideation, and unrelieved pain, it was decided 
to give the patient a course of electroshock therapy. 
He was premedicated with atropine, given enough 
pentothal by the anesthetist (Dr. B. J. Ciliberti and 
staff) to attain sleep level, and received an average 
of 30 mgms. of anectine. Fifteen grand mal treat- 
ments were given. No complications from the use 
of the anesthetic agents or the electroshock were 
noted. He did run an intercurrent infection which 
responded to treatment and did not interfere with 
the electroshock therapy. During the course of the 
ECT, it was noted that the patient showed an 
elevation of both legs to a height of about 30° above 
the horizontal. 

Comment: This patient was able to complete a 
course of 15 electroshock treatments with no com- 
plications. There was some improvement in the 
degree of the depression and a subsidence of the 
suicidal preoccupation. No change had occurred 
in the sensation of pain or the psychological re- 
sponse to it. The patient did manifest some in- 
creased sociability and greater interest in off-ward 
activities. "There was no essential difference in his 
resentful attitude and behavior towards his parents. 
He continued to drink and showed little desire for 
extramural living. 


Although depression and acting out beha- 
vior are very common in paraplegics, suicide 
has hardly been observed. 

SUMMARY 
A 25-year-old paraplegic with a severe 
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depression and suicidal preoccupation com- 
pleted a course of 15 electroshock treatments 
using anectine as a muscle relaxant. There 
were no complications during the course of 
the therapy. His depression improved and 
the suicidal preoccupation disappeared. 
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FAILURE OF CONVULSIVE RESPONSE IN ELECTROCONVULSIVE 
THERAPY IN A PATIENT TREATED WITH 
ACETAZOLAMIDE (DIAMOX®) 


REPORT or A CASE 
J. THOMAS UNGERLEIDER, M. D.: 


_ Acetazolamide (Diamox®), unlike most 
anticonvulsants, has multiple other clinical 
uses. It is currently prescribed as a diuretic 
for the edema of congestive heart failure 
and drug sensitivity, for toxemia and edema 
of Pregnancy, and for premenstrual tension, 
Obesity and glaucoma(1). When a patient 
18 on acetazolamide for any of these reasons 
its anticonvulsant action may be overlooked. 
Such was true of a man treated at Univer- 
sity Hospitals with electroshock for a psy- 

lotic depression while receiving this drug 
for glaucoma. There is a strong possibility 
that the acetazolamide was responsible for 
the patient's high convulsive threshold. 


CASE REPORT 


iur Ee was a 79-year-old man who was hos- 
history ui 24 days in January 1958 with a 2-week 
E vor, insomnia, agitation and the 
SA, H x he had syphilis and was going bank- 
mi. d received electroshock therapy for 
Gey pomatology 2 years previously at an- 
E. ospital ‘with dramatic improvement. 
E since a different type of electroshock 
E in Was then employed, we cannot use the 
: Comparative purposes, 
nens here were given with an Offner 
voltage Caen aratus, Type 733, with constant 
The paticnt 5 volts) and alternating current. 
neously 4 eceived 0.6 mgm. atropine subcuta- 
E tad pretreatment, and 160 mgm. sodium 
Hs dne z "eu cinyldicholine 2 intravenously at 


h treat i 
glauco; ch treatment. Because of chronic 
an ophthalmology resident prescribed 
crisis from th, LO gm. daily, to prevent an ocular 
e atropine premedication. 

Uni Ssistant resident, 


depa: f i 
versi 3 partment of psychiatry, 
2 Ancus osPitals of Cleveland, Cleveland, Ohio. 


A. total of 8 electroshock treatments were given 
over a 2 week period with seizures occurring only 
with treatment numbers 7 and 8. Either duration 
of current or amperage were increased for each 
treatment and the succinyldicholine was reduced 
stepwise from 60 to 40 mgms. and kept at the latter 
level to prevent muscle relaxant masking of the 
seizures. The patient's first treatment was at our 
standard level, 1.5 seconds duration of current and 
500 milliamps. We have found empirically that 
this is sufficient to induce a grand mal convulsion 
in well over 90% of patients treated. The patient 
subsequently failed to convulse with a 2 second 
duration of current at 500, 650, and 750 milliamps 
as well as with a 3.0 second duration of current 
at soo milliamps. In our experience it has been 
most rare that a 3 second duration of current has 
been necessary to induce a convulsion. Grand mal 
seizures were finally obtained twice, at 3 seconds 
duration of current and 650 milliamps, and immedi- 
ate sustained clinical recovery occurred. 


DISCUSSION 


It was not until the 8th treatment that we 
realized our oversight in continuing to ad- 
minister acetazolamide throughout the course 
of electroshock. It would have been infor- 
mative to have scheduled additional electro- 
shock therapy several days after discontin- 
uation of the acetazolamide, However, in 
view of the fact that the patient was then 
well, we did not feel justified in pursuing 
this course. 

The elevation of the seizure threshold, as 
is suggested by this case, is used in experi- 
mental animals for the screening of drugs 
with anticonvulsant properties(2, 3). Aceta- 
zolamide is a sulfonamide derivative which 
acts as a carbonic anhydrase inhibitor. It 
is well known that this drug raises the con- 
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vulsive threshold and it is currently em- 
ployed for prevention of both grand and 
petit mal seizures in the treatment of epi- 
lepsy (4, 5)- 


SUMMARY 


A case history is presented which suggests 
that acetazolamide (Diamox®), here used in 
the treatment of glaucoma, elevated the con- 
vulsive threshold of a patient being treated 
with electroshock therapy for a psychotic 
depression. The anticonvulsant property of 
this drug should not be overlooked when 
considering a patient for electroconvulsive 
therapy. 


ADDENDUM 


After this paper was submitted for publi- 
cation, a one gram daily dose of acetazola- 


mide was given for 24 days to a 27-year-old 
paranoid schizophrenic male who had 
already received 11 electroshock treatments 
and had convulsed each time at 1% seconds 
and 500 milliamps. He failed to have a 
seizure following acetazolamide administra- 
tion until the current was raised to two 
seconds duration and after discontinuance 
of the drug he had 2 seizures at his former 
current level. 
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WILL POWER 


When our will commands and seems, we know not how, to be obeyed by our bodies 
and: by the world, we are like Joshua seeing the sun stand still at his bidding; when one 
commands and nothing happens, we are like King Canute surprised that the rising tide 
should not obey him; and when we say we have executed a great work and re-directed 
the course of history, we are like Chanticleer attributing the sunrise to his crowing. 


—SANTAYANA 


COMMENT 


THE 1958 ANNUAL MEETING 


The 114th Annual Meeting of The Ameri- 
can Psychiatric Association was held in San 
Francisco, California, with headquarters at 
the St. Francis Hotel, May 12 through May 
16, 1958. Business meetings and scientific 
sessions were held in the Civic Auditorium. 
Dr. Harry C. Solomon, President of the As- 
sociation, called the meeting to order for 
the official opening session at 9:30 a.m. on 
May 12. Addresses of welcome were pre- 
sented by Harold S. Dobbs, Acting Mayor 
of San Francisco, and Dr. Robert C. 
Combs, President of the San Francisco 
Medical Society. A greeting to the mem- 
bers of the Association from the President 
of the United States was read by Dr. Solo- 
mon. Memorials for two past presidents of 
the Association who have died within the 
last year, Dr. William Sandy and Dr. R. 
Finley Gayle, Jr., were read by Dr. Arthur 
P. Noyes and Dr. David C. Wilson. Dr. 
Daniel Blain, Medical Director of the As- 
Sociation, presented his annual report in 
which be briefly reviewed the highlights 
of his ten years in this position. The growth 
and development of the District Branch 
uen Aent was the subject for the report 
F Dr. David C. Wilson, retiring Speaker 
9f the Assembly, The Chairman of the Ar- 
oo Committee, Dr. Alfred Auer- 
: S i pointed out special activities and 
E: th unctions available during the week 

Mun oe n Karl M. Bowman, 

0| e Program Committee, 
ie about the new features of this meet- 
(cse ay Which was a series of short 
sible : "n n0 discussants, making it pos- 
Bent àve a greater number of papers 
ipeo À total of 181 scientific papers 
Biers round tables were included in this 
x lr The Secretary announced the 
l ership count as of March 31, 
Jack R. EE and the Treasurer, Dr. 
condition of the pened on the financial 
report will b, ` ssociation (his complete 

included in the Annual Pro- 


ceedings of the Association, to be published 
in a future issue of the Journat). Dr. 
John I. Nurnberger presented the Hof- 
heimer Prize to James Olds, Ph. D., of the 
University of Michigan, for research re- 
ported in his paper, “Self-Stimulation of the 
Brain ; Its Uses to Study the Local Effects 
of Hunger, Sex, and Drugs.” Honorable 
mention was accorded to Hans H. Strupp, 
Ph. D., for research on “The Psychothera- 
pist’s Contribution to the Treatment Proc- 
ess" and to Joseph Schachter, M.D., 
Ph. D., for his study on “Pain, Fear and 
Anger in Hypertensives and Normoten- 
sives.” The annual Isaac Ray Award was 
presented by Dr, Frank J. Curran to Dr. 
Alastair M. MacLeod of Montreal, for his 
outstanding contribution to the progress of 
understanding between law and psychiatry. 
The Mental Hospital Award will be pre- 
sented next fall at the Mental Health In- 
stitute. 

Election of new members took place at 
this session and the total count, including 
those newly elected, now stands at 10,536. 
This was followed by the Presidential Ad- 
dress delivered by Dr. Solomon. It was one 
of the most challenging and thought-pro- 
voking of recent years, in which Dr. Solo- 
mon emphasized the importance of con- 
sidering alternative facilities to replace the 
large public mental hospitals, and further- 
more postulated that a broadening of the 
membership of the Association to include 
other specialties and objectives, would 
greatly strengthen its leadership role. Dr. 
Gerty, President-elect, was respondent. 
The close of the first business session was 
marked by the Benediction delivered by 
Reverend Ferguson following a period of 
silence in memory of the members of the 
Association who had died since the last 
annual meeting. 

The second business session was called 
to order Tuesday afternoon at 2: 00 p.m., 
May 14. Dr. Evelyn Ivey reported for the 
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Board of Tellers, announcing the results 
of the election of officers for 1958-1959 : Dr. 
William Malamud, President-elect ; Dr. C. 
H. Hardin Branch, Secretary ; Dr. Robert 
H. Felix, Treasurer ; Dr. David C. Wilson, 
Vice-President ; Dr. William B. Terhune, 
Vice-President. The incoming Councillors : 
Dr. Dana L. Farnsworth, Dr. Lawrence 
Kolb, Jr. and Dr. Robert T. Morse. Dr. 
Ivey also announced the result of the ballot- 
ing on the Amendments, These consisted of 
three propositions-Numbers 1 and 2 deal- 
ing with the adjudication of ethical griev- 
ances and Number 3 making it legal to read 
just the names of the successful candidates 
for office without giving the number of 
ballots cast for or against. The latter, how- 
ever, will be available in the office of the 
Secretary for any member who wishes to 
see them. All three Amendments were ap- 
proved by a very large majority. Reports 
were then presented by the three Coordi- 
nating Committee Chairmen. Dr. Frank J. 
Curran gave the report for the Committees 
on Technical Aspects of Psychiatry, Dr. 
Wilfred Bloomberg for the Committees on 
Professional Standards, and Dr. Paul Lem- 
kau for the Committees on Community 
Aspects of Psychiatry. After a brief recess 
the annual Convocation ceremony in honor 
of the newly elected Fellows of the Associa- 
tion, took place, with Dr. Gerty reading the 
objectives of The American Psychiatric As- 
sociation, followed by a statement on the 
meaning of Fellowship in the Association 
by Dr. Malamud and a welcome to the new 
Fellows by Dr. Solomon. Dr. J. R. Rees of 
London, England, Director of the World 
Federation of Mental Health and an Honor- 
ary Fellow of The American Psychiatric 
Association, gave the Fellowship lecture 
entitled, "The Way Ahead." Dr. Jack R. 
Ewalt discussed this lecture. 

The next business session was held on 
Wednesday morning, May 14, in the main 
arena of the Auditorium. The Secretary 
made his report to the membership, re- 
viewing the actions of the Council since the 
last annual meeting and these were then 
approved on motions from the floor. Cer- 
tificates for those retiring from office in 
'the Association were presented to the 
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officers, the Councillors, and Chairmen of 
Committees. A special feature of this ses- 
sion was a showing of slides taken of the 
new APA Central Office in Washington, 
with comments by Dr. William B. Terhune, 
Chairman of the Building Fund, and Mr. 
Robert L. Robinson, Public Information 
Officer. Some forty-five science writers from 
the nation’s leading newspapers and wire 
services reported the meeting to the pub- 


ey 

On Wednesday evening, the annual ban- 
quet was held in the Fairmont Hotel, with 
a dance and floor show following. Seven 
hundred and twenty-six persons attended 
the banquet. At this event, a special tribute 
to Dr. Daniel Blain was read by Dr. Solo- 
mon, in recognition of Dr. Blain’s ten-year 
service as Medical Director of the Associa- 
tion, his contributions to the profession and 
to the development of the Association. 

At the final business session on Friday 
morning, May 16, the Secretary reported 
the actions taken by the Council at its 
meeting on May 15. It was announced that 
Dr. Blain would be succeeded as Medical 
Director by Dr. Matthew Ross when the 
resignation of Dr. Blain becomes effective 
on September 1, 1958. The Assembly of 
District Branches announced its officers for 
the next year : Dr. Walter Obenauf, Speak- 
er; Dr. Alfred Auerback, Deputy Speaker ; 
and Dr, John R. Saunders, Recorder. The 
following new District Branches were ap- 
proved unanimously by the membership : 
Intermountain, Mississippi, Tennessee, 
Queens, Delaware, and Northern Indiana. 
During this session Dr. Solomon presented 
the gavel to Dr. Gerty, signifying his as- 
sumption of the Presidency, and the 114th 
Annual Meeting was officially closed at 
5:00 p.m. on May IT. 

The meeting stood out as one of the 
finest in the history of the Association and 
was highly successful both scientifically 
and socially. The total attendance was as 
follows: Members—1,865; Wives—636 ; 
Non-members—906 ; Exhibitors—256 ; Press 
—45 ; total attendance, therefore, was 3,708. 
The success of the meeting was largely due 
to the leadership, guidance, and great 
amount of energy devoted to the affairs of 
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the Association by its President, Dr. Harry 
C. Solomon, and the harmonious coopera- 
tion of the entire membership, officers and 
committees. Special recognition and thanks 


Assistant, Dr. Blain and Messrs. Robinson 
and Turgeon of the Central Office, and 
members of the staff of both of these offices, 
as well as the Committees on Arrangements 


should go to those who have helped in and Program. 

making this success possible, more particu- Wr1aM Matamop, M. D., 

larly Mr. Austin M. Davies, the Executive Secretary 
SHOP TALK 


Secretary Malamud, in reporting at the 
annual meeting of The American Psychi- 
atric Association in San Francisco the pro- 
ceedings of the Council and Executive 
Committee during the year 1957-58, an- 
nounced that Council had authorized a 
contract with The Dartmouth Printing Co., 
of Hanover, N. H., transferring the print- 
ing of the AMERICAN JOURNAL OF 
PSYCHIATRY, official journal of the APA, 
to that Company from the Lord Baltimore 
em of Baltimore, Md., effective July 1, 


It will be readily understood that this 
transaction involves endless details and the 
expenditure of a great amount of time and 
work on the part of both printers as well 
as very considerable organizational work by 
the Business Manager of the Journal and 
planning in the editorial office. 

Every effort is being made by all con- 
cerned that our printing schedule may be 
disturbed as little as possible. It is inevi- 
table, however, that the appearance of the 
first issue (July) of the 1958-59 volume of 
the Journal will be delayed. 


THE BALANCE 
No human being is entitled to any "right," any privilege, that is not correlated with 


the obligation to perform duty. 


Xu One failure in the history of our country which is due to the people not asserting 
their rights, there are hundreds due to their not performing their duties. 


—'THEODORE ROOSEVELT 


NEWS AND NOTES 


Prorection Acatnst PoLro.—Children 
as young as two or three months should 
have their first shot of Salk vaccine, accord- 
ing to Dr. Thomas M. Rivers, medical di- 
rector of the National Foundation for In- 
fantile Paralysis, 

Dr. Rivers advised that immunization dur- 
ing baby’s first year follow the schedule sug- 
gested by the American Academy of Pedi- 
atrics. Accordingly, infants of two months 
can be given their first DPT shot and at the 
same time their first Salk shot. During their 
third month, infants can be given their sec- 
ond DPT shot and their second Salk shot. 
The third DPT shot is given at 4 months; 
smallpox vaccination is given at 6 months and 
the third polio shot at 10 months. 


BisLrocRAPHY of Mepica REvirws.— 
The National Library of Medicine announces 
the publication in June of the third annual 
volume of the Bibliography of Medical Re- 
views. The 1958 volume includes 2,300 re- 
view articles listed in the Current List of 
Medical Literature, along with some 600 non- 
current list articles. 

The reviews are listed by subject with a 
separate author index, with approximately 
2,900 references to review articles in clinical 
and experimental medicine and allied fields 
which have appeared in 1957. 

Copies of Volume 3 for 1958 may be ob- 
tained from the Superintendent of Docu- 
ments, U.S. Government Printing Office, 
Washington 25, D.C. Price, $1.25. 


Kann SYMBOL ARRANGEMENT TEST.— 

A seminar on the Kahn Test of Symbol 
Arrangement (Am. J. Psychiat., Feb., 1958) 
will be held in Wiesbaden, Germany, July 14- 
25, 1958. Tuition is $25.00 for the 2 weeks. 

Participants: Dr. Friederich Kruse and 
A. Eikel, psychologist (evaluation of chil- 
dren with the Kahn Test) ; Dr. R. Froelich 
and Dr. A. Turner, (diagnosis) ; J. Gamble, 
M.A. (scoring and administration). 

For further details write: Herrn Diplom 
Psychologe Klaus D. Hartmann, Kleist- 
strasse 11, Wiesbaden, Germany. 


86 


NEunmoLEPTIC Drucs IN PsycHIATRY.— 
A conference on Psychodynamic, Psycho- 
analytic and Sociologic Aspects of the Neu- 
roleptic (Tranquilizing) Drugs was held in 
Montreal, April 11-13, 1958, under the aegis 
of the Departments of Psychiatry of McGill 
University Faculty of Medicine and Queen 
Mary Veterans Hospital. 

Proceedings of the Conference are to be 
published at a later date in book form. 


MILBANK MemortaL Funp.—The Mil- 
bank Memorial Fund has published a bro- 
chure, “An Approach to the Prevention of 
Disability from Chronic Psychoses” contain- 
ing three articles dealing with the open men- 
tal hospital within the community. The first 
is “Ingredients of a Rehabilitation Pro- 
gram”; by Robert C. Hunt; the second, 
“Hospital-Community Relationships" by 
Duncan Macmillan; and the third, "Legal 
and Administrative Implications of Reha- 
bilitation” by Robert H. Felix. This ma- 
terial represents the proceedings of the 34th 
annual conference of the Milbank Memorial 
Fund, 1957, Part I. 


Dr. MALAMUD APPOINTED RESEARCH 
Director ror N.A.M.H.—Dr. William 
Malamud, chairman of the division of psy- 
chiatry at Boston University School of Medi- 
cine and psychiatrist-in-chief at the Massa- 
chusetts Memorial Hospital will resign these 
posts to become research director of the Na- 
tional Association for Mental Health, Sep- 
tember 1, 1958. 

Dr. Malamud will direct a new program 
to allocate grants to research scientists in- 
vestigating mental illness with the support 
of a portion of the Association’s annual fund 
raising campaign receipts. 

Dr. Malamud has long been associated 
with the mental health field and currently 
serves as director of research for the Scot- 
tish Rite and N.A.M.H. committee on schizo- 
phrenia research. He is also director of the 
American Board of Psychiatry and Neu- 
rology and president-elect of The American 
Psychiatric Association. 
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NonrH Paciric Society or NEUROLOGY 
AND Psycuiatry.—The following officers 
were elected at the annual meeting of the 
North Pacific Society of Neurology and Psy- 
chiatry held in Victoria, B.C. Canada, 
April 11-12, 1958: 

President, John W. Evans, M. D., Port- 
land, Ore. ; president-elect, J. Lester Hender- 
son, M. D., Seattle, Wash. ; secretary-treas- 
urer, Robert M. Rankin, M.D., Seattle, 
Wash.; executive committee: Robert Dow, 
M. D., Portland, Ore. ; Peter Lehman, M. D., 
Vancouver, B.C.; and Wallace W. Lindahl, 
M. D., Seattle, Wash. 


INDEX or PSYCHOANALYTIC WRITINGS.— 
Three volumes of the Index have now been 
published, and the fourth volume is expected 
to be in the hands of the subscribers by the 
end of November 1958. Volume Five, the 
subject index volume, will follow shortly 
thereafter, 

The cut-off period of The Index of Psy- 
choanalytic Writings is the year 1952, except 
for authors who have died since that time. 
In order that the bibliographies of these au- 
thors may be complete, their writings pub- 


lished after 1952 will be included in the 
Index. 
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Kindly send additions and corrections as 
soon as possible either to International Uni- 
versities Press, 227 West 13th St, New 
York 11, N. Y., or to Alexander Grinstein, 
M.D., 18466 Wildemere Ave., Detroit 21, 
Mich. 


East Bay PSYCHIATRIC ÁSSOCIATION.— 
The officers of this society for the year 1958 
are as follows: president, Dr. William M. 
McGaughey, Oakland, Cal.; president-elect, 
Dr. Richard Sutherland, Oakland, Cal. ; sec- 
retary, Dr. Allen Mariner, San Leandro, 
Cal; treasurer, Dr. Frederick R. Ford, 
Berkeley, Cal.; councillors: Dr. Irving Berg 
and Dr. Roger Owen of Berkeley, Cal. 


PsvcuraTRIC REsEARCH Reports No. 8. 
—The eighth volume in this series of re- 
ports consists of papers presented at the 
Regional Research Conference of the A.P.A. 
held in Syracuse, New York, April 5-6, 1957, 
under the general heading “Research in 
Affects.” 

Copies may be ordered from Psychiatric 
Research Reports, American Psychiatric 
Association, 1700 Eighteenth St, N.W., 
Washington 9, D. C. Price $2.00. 


DOGMA AND PREJUDICE 


panes are two things, and two things only, for the human mind—a dogma and a preju- 
ice. The Middle Ages were a rational epoch, an age of doctrine. Our age is, at its best, 
a poetical epoch, an age of prejudice. A doctrine is a definite point; a prejudice is a 


direction, 


—G. K. CHESTERTON 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following candidates were certified by this 
Board after examination in San Francisco, Cal, 
March 17-18, 1958. 


PSYCHIATRY 


Adams, Reta, Camarillo State Hosp., Camarillo, Calif. 

Addison, William P., Columbus State Hosp. 1960 W. 
Broad St., Columbus $ Ohio. 7 z 

Ainslie, John Durham, V.A. Mental Hygiene Clinic, P.O. 
Box 1791, Miami 10, Fla. 

Anderson, Arthur Wesley, Jr., Topeka State Hosp., Topeka, 


Kans. 
Antel, John J., 510 Byron, Palo Alto, Calif. 
en Joseph J., Davidson County Hosp., Nashville 8, 


enn. 
Beier, Arnold Ray, Metropolitan State Hosp., Norwalk, 


if. 

Berkovitz, Irving H., Suite 201, 427 North Camden Dr., 
Beverly Hills, Cal. 

Bermak, Gordon E., 5656 Merriewood Dr., Oakland, Cal, 

Blackman, Benjamin, 400 West ing PL, Chicago 14, Ill. 


el Reese Hosp., 29th St. 
and Ellis Ave., Chi 16, Ill. auiso 
Bonn, Ethel M., V.A. osp., Topeka, Kans. 
Bourg, Donald J., 1733 High St., Denver, Colo. 
acques G., 1538 North Hayworth St, Los Angeles 


46, 
Brown, Raymond Alan, 49 Fourth St., San Francisco, Cal. 
Buffington, Jack Mortimer, 111 North Wabash Av., Chicago 


2 H 
Bull, Christopher, Territorial Hosp., Kaneohe, Hawaii 
Burns, Warren W., Norwich State Hosp., Norwich, Conn. 
Campbell, Lindsey D., Crownsville State Hosp., Crowns- 


ville, Md. 
Cartwright, Douglass Sebastian, 2206 Steiner St., San 
Cohen, Theodore "B. Presidential Apts., D-104, Philadelphia 


Francisco, 
Cole; Nyia J., 156 Westminster Ave., Salt Lake City, Utah 
Ire i ins! ve. 

Cook, Alva Bean, Jr., V.A. Hosp., "Topeka, y obe 
Davidson, Joan, 2107 Van Ness Ave., Room 310, San 
Davin Tomei Care Ashby Ave., Berkeley s, Cal 
avis, Joseph Carter, 2504 ve. rkeley 5, h 
pes Nu Reynolds, 18315 Petersen Way; Gants Valley, 


Dilion, Lowell O., Columbus State Hosp., Columbus 1$, 
i 


io 

Doody, Thomas M., 226 Crescent Way, Salinas, Cal. 

Doran, ephea Mark, Pas North 5 edford Des Beverly 
ills, k 


Doyle, John P. 530 Sylvan Ave., San Mateo, Cal. 


wards, William H., Jr., Sheppard and Enoch Pratt 
Hosp., Towson d. 


M 
Eggertsen, Bernd J., Mount Zion Hosp., 16oo Divisadero 
St, San Francisco rs, " 
inse. Sherman C., 25 East Washington St., Chicago 2, 
Fine, Roswell H., 1114 Irwin St, San Raf: 1. 
Fisher, Albert Lee, V.A, Hosp, omah, Wis "o 
Fleeson, William, Univ. of Minnesota Hosp., Minneapolis 
14, nn. 
pu Martin Bernard, Hawthorn Center, Northville, 
ich, 
Folinsbee, Marjory C., 2209 Webster St., San Francisco 15. 
al. 
porer Graydon Randolph, 307 East Court St., Flint 3 
ich. 
Friedlander, Richard K., 2026 Green St., San Francisco 23 
nores Carl M., 16161 Ventura Blyd., Encino, Cal. 
Gianascol, Alfred J., Langley Porter Clinic, Parnassus & 
First Aves., San Francisco 22, Cal. 
Goldhill, Paul M., 545 Central Ave., Cedarhurst, L. 1., 


Greenberg, Richard M., 450 Sutter St., San Francisco, Cal, 
Gross, Benjamin L., 2107 Van Ness Ave., San Francisco 9, 


Cal. 
Guerrant, John Summerfield, Langley Porter Clinic, Par- 
irst Aves., San Francisco, Cal. 


Hanner s hn, 1725 High St., Di 18, Col 
, John, igh St., Denver 18, Colo. 
Herbert, Philip S4 3r. da Bast oth, St, ‘New York 21, 
Hinman, Frederick J., 8214 San Benito Way, Dallas 18, 
Ti 


ex. 
Hirt, Norman Bertrand, 929 Birk Bldg., 718 Granville St., 
Vancouver 1, B.C., Can. F 
Houck, George Wiiliam, Neurological Hosp., 2625 West 
Paseo, Kansas City 8, Mo. , r 
Hughes, Marcia, 25 East Washington, Chicago 2, IH. 
Jacobson, Gerald F.. 124 Lasky Dr., severly, Hills, Cal, 
ampolsky, Gerald G., 710 C St., San Rafael, Cal. 
erm Robert Kemp, Topeka State Hosp., Topeka, Kans. 
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Keith, Michael J., 745 Graydon Ave., Norfolk f Va. 

Kern, William, Camarillo State Hosp., Camarillo, Calif. 
Knutsson, Katherine H., 261 Hamilton Ave., Palo Alto, Cal. 
Kochis, rge Paul, 3159 Knorr St., Philadelphia 24, Pa, 
ST Robert B., 65 Central Pk. West, New York 23, 


Labin, Albert, 4070 Buckingham Rd., Los deles 8, Cal. 
Y. Charles Walter, 328 Berkeley Rd., Indianapolis 8, 


n 
Lehmann, Herbert, 450 Sutter St., San Francisco 8, Cal. 
Lewis, Jack Kingsland, 200 N. Mateo Dr., San Mateo, Cal. 
Lewis, Jerry M., 1420 Medical Arts Bldg., Dallas, Tex. 
Lewis, y, 1227 Spruce St., Boulder, Colo. , 3 
Lifschutz, Joseph E., 77 Moraga Hgway., Orinda, Cal. 
Lipton, Alan A., Miami Psychiatric Gp., Suite 415, 
Ingraham Bldg. Miami, Fla. 
MacRobbie, D. Stuart, 2915 Telegraph Ave., Berkely s, Cal. 
MOM Donald M., 186 North Canon Dr., Beverly Hills, 


Martin, Joe M., St. Mary Hosp., Scottsbluff, Neb. _ 
M Robert Louis, 326: Clay St, San Francisco 15, 


al. 
Maxfield, Wesley B., Jr., Patton State Hosp., Patton, Cal. 
Meredith, Charles Eymard, Connecticut State Hosp., Middle- 
town, Conn. 
Micon,’ Leonard, 3246 Scott St., San Francisco, Cal. . 
Miller, Jacob James 20131 James Couzin Hgway, Detroit, 


E ich, > 
Miet Charles W., Bellingham Med. Center, Bellingham, 
ash. 
Mo, Jerome Arthur, 1379 Third Ave., San Francisco 22, 
Motzenbecker, Francis P., Jr., 2514 Betlo Ave., Mountain 


iew, Cal. 
Murray, Richard W. 359 Hawthorne Ave., Oakland t Cal. 
Nazario Rodriguez, R., arcelona Esq. Campos 122, Urbani- 
zacion Valencia, Rio Piedras, Puerto Rico 
Norti anice, 4200 E. Ninth Ave., Denver 20, Colo. . 
Ogle, illiam Albert, 1309 Columbia St., Seattle 4, Wash. 
re) A Ne. den eese Hosp., 29th & Ellis Ave, 
dcago 16, t 
O'Shea, John J., 30 Kenney St., Needham, Mass. 
Peal, James Albert, 2111 Sacramento St., Berkeley 2, Cal. 
Pelatowski, Robert, Mendocino State Hosp., Talmage, Cal. 
Pitts, Kenneth E., 937 Pemberton, Grosse Pointe 30, Mich. 
Plazak, Dean James, Boulder Med. Center, 2750 Brway., 


oulder, Colo. 

Pouteat, fean L. M., 609 Montecillo Rd., San Rafael, Cal. 

Powell, Carol Wineinger, Univ. of Kansas Med. Center, 

ansas City r2. 

Prentice, Stanley E. 289 Engle St., Tenafly, N. J. 

Rhoden, Jackson A., 2720 Capitol Ave., Sacramento 16, Cal. 

Rodriguez, Rigoberto T 750 S. State St., Elgin, Ill. 
odriguez-Perez, Manuel Antonio, 783 Diana St., Urb. Dos 
Pinos, Rio Piedras, Puerto Rico ~ 

Rinig, Kenneth, 435 North Bedford Dr., Beverly Hills, 


Sabshin, Melvin, Michael Reese Hosp., zoth St, & Ellis 
Ave., Chicago 16, Ill. 

Sadow, Leo, $ East Washington St., Chicago 2, Il. |. 

Satersmoen, eodore, Pontiac State Hosp., Pontiac, Mich. 

Scher, Jordan Mayer, Northwestern Univ. Med. Sch., 303 
E. Chicago Ave., Chicago 11, Ill. 

Schiff, Samuel Barrett, V.A, Hosp., Topeka, Kans. 

Schlesinger, Kurt, 2340 Sutter St., San Francisco 15, Cal. 

Schnack, George F., 53 East 67th St., New York 21, N. Y. 

BIRD. Albert H., 12773 Brooklake St., Los Angeles 66, 


Schwartz, Arnold David, State of Calif. Dept. of Public 
Health, 2151 Berkeley Way, Berkeley 4, Cal. 
Selesnick, Sheldon Theodore, 409 North Camden Dr. 
Beverly Hills, Cal. 
Silber, James R., 10640 Santa Monica Blvd., Los Angeles 


25, Cal. 
Sills, Theodore H., Dayton State & Receiving Hosp., Day- 
on r 1o 
Silzer, Herta, 1610 Vallejo St, San Francisco 23, Cal. 
Slipp, Samuel, qp! Clay St., San Francisco 15, Cal, 
Smith, Charles Matthew, 2308 Birch St., Denver 7, Colo. 
Speck, Ross Victor, 41a McMurray Rd., San Antonio 9 


'ex. 
Spoto, Peter John, Anclote Manor, Tarpon Springs, Fla- 
Stephens, Albert B., Jr., Station 3, Tuscaloosa, Ala. 
Stubblebine, James Malcolm, Langley Porter Clinic, Parnas- 
sus & rst Aves., San Francisco 22, Cal. 
Sugar, Max, yes Aue St, New Orleans 15, La. 
ic! 


Kans. 


Sundermann, rd Henry, V.A., Perry Point, Md. 
Takak ian, Munjig John, 450 Ñ. Bedford Dr., Beverly 
ills, Cal. 


Tenenbaum, Bertrand, Camarillo State Hosp., Camarillo, 


Thompson, William W., : $t, Port 
land 10, oa azı: N.W. Northrup 


Toppen, John T., 362 Amazon Ave., Cincinnati 19, Ohio 
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fowne, Robert D., 2836 Washington, San Francisco 15, 
Trae, John Martin, 16650 James Couzens, Detroit 21, 
Tearen, Joseph H., 4250 Sunset Beach Rd., Tacoma 66, 
Walters, Paul A., Jr., 78 Mount Auburn St., Cambridge 38, 


SS. 
Weiss, Morris, Hawthorn Center, 18471 Haggerty Rd., 
Northville, Mich. 
Werelics, Lewis Frank, Menninger Foundation, Topeka, 
ans, 
Wilcox, D. E., 1410 Maria La., Walnut Creek, Cal. 
agen David Samuel, 1223 Whitaker Way, Menlo Park, 
al 


Wonka, Richard Anthony, V.A. TONY Chillicothe, Ohio 

Wood, Percy Hoxie, Jr., 54 Hod; d., Princeton, N. J. 

Yandell, George Wilson, 1351 East Newell Ave., Walnut 
Creek, Cal. 

Zama Calvin Lessey, Dis anyon PL, San Mateo, Cal. 

Zaj p la, David G., Highland Hospital Clinics, Oakland 6, 


NEUROLOGY 


Allen, James Norman, Div. of Neurology, Dept. of Medi- 

, sine, Univ. of North Carolina, Chapel ‘Hill, N. C. 
Badgley, Theodore McBride, Walter Reed Army Hosp., 
Washington 25, D. C. 


ew Joseph H., 1401 South Washington, Royal Oak, 


ich. 

Davidson, Sherwood, 171 Harrison Ave., Boston 11, Mass. 

Duffy, Philip Edward, Univ. Hosp. 150 Marshall St., 
Syracuse 10, N. Y. : 

Fang, Harry Chao-Hung, Univ. of Calif. Med. Center, 
Dept. of Med., Los Angeles 24, Cal. 

Iannone, Anthony Michale, Dept. of Psychiatry and Neu- 


rology, Univ. of Minnesota Hospitals, Minneapolis 14, — 
1 


nn. 
Jacobs, Laurence Liberty, 3590 Imperial Hgway, Lynwood, 


Logothetis John A., Univ. of Minnesota Hosp., Minneapolis 

14, Minn. 

McDowell, Fletcher, Second (Cornell) Neurological Service, 
Bellevue Hosp., First Ave. and 26th St, New York, 


N. Y. 
Moai Frank, Univ. of Minnesota Hosp., Minneapolis 14, 

inn. 
Nelson, Erland, Div. of Neurology, Univ. of Minnesota 


Hosp., Minneapolis 14, Minn. 
Schulman, Sidney, Dept. of Medicine, Div. of Neurology, 


Univ. of Chicago, icago 37, Ill. 
Smith, Caswell Hangi National Institutes of Health, Bldg. 
10, Bethesda 14, Md. 


Yoss, Robert Eugene, Mayo Clinic, Rochester, Minn. 
* Denotes Supplementary Certification. 


EXCRESCENT POPULATION 


2s the present accelerated upsurge of population in the world cannot be disregarded 
without disaster. The trends predicted by Malthus are apparent today. The world popu- 
lation has more than quadrupled since 1650, but the average yields of food crops per unit 
area of land generally have been increased at a much lower rate. . . . There is no cause 
for complacency about the future so long as population increases at the present rate. . . . 


h 


Some measure of population control is necessary. Mankind ultimately must live within 
IS resources or suffer the consequences of the controls imposed by nature. 


—Warren H. LEONARD, 
Professor of Agronomy, 
Colorado State University. 
(The Scientific Monthly. Sept. 1957) 


BOOK REVIEWS 


THe LANGUAGE or VALUE. Edited by Ray Lepley. 
(New York: Columbia University Press, pp. 
428, 1957. $6.50.) 

Several years ago edited an invaluable volume of 
essays entitled Value: A Cooperative Inquiry (New 
York: Columbia University Press, 1949) in which 
John Dewey's challenge to philosophers to reexam- 
ine some of the fundamental issues underlying the 
nature and status of value was taken up. In the 
present volume the common theme is the language 
of value, different aspects of which are dealt with 
by the eleven contributors as follows: Willis Moore, 
"The Language of Values,” E. S. Robinson, “The 
Languages of Sign Theory and Value Theory," 
Charles Morris, "Significance, Signification, and 
Painting" S. C. Pepper, “Evaluation and Dis- 
course," E. M. Adams, "Empirical Verifiability 
"Theory of Factual Meaning and Axiological Truth," 


Ian McGreal, “The Third Man,” A. Campbell Gar- ` 


nett, "A Non-Normative Definition of ‘Good,” 
Herbert Fingarette, "The Judgmental Functions of 
Moral Language," R. B. Brandt, “Some Puzzles 
For Attitude Theories of Value," Harold N. Lee, 
"The Meaning of 'Intrinsic Value," Robert S. 
Hartman, “Value Propositions,” 

The short Introduction is followed by the above 
essays as Part I, and the latter is followed by Part 
II consisting of critical discussions of the essays 
by all the contributors and the editor, 

Since value theory is likely to play an increasingly 
important role in the future development of the 
behavioral sciences, it seems to the reviewer rather 
an odd omission to have foregone the contributions 
of a number of behavioral scientists who could have 
lent a great deal more body to this volume than it 
at present possesses, This, however, may be an 
unfair criticism since the work was planned and 
constituted by philosophers. My point, however, 
would be that philosophers alone are incapable of 
solving the problems of axiology. I think that phi- 
losophers are operating at a level insufficiently in- 
tegrated to enable them to solve those problems, 
and that they need the knowledge and the insights 
that can be provided by those who can actually 
bring the effective knowledge to bear upon the 
solution of the problems with which they deal. How- 
ever that may be, the present volume represents 
a very real contribution toward the clarification of 
the normative and formal aspects of the subject. 

ASHLEY MONTAGU, 
Princeton, N. J. 


Treorms or Personauiry. By Calvin S. Hall and 
Gardner Lindsey (New York: John Wiley & 
Sons, 1957, pp. 572. $6.50.) 


Perspectives IN Personatiry THEORY. Edited by 
Henry P. David and Helmut von Bracken 
(New York: Basic Books, 1957, pp. 435. $6.50.) 


The two books listed above represent a signifi- 
90 


cant contribution to the growing body of literature 
that attempts to penetrate the tantalizing curtain 
which obscures the truths of human personality de- 
velopment and function. They are similar in that 
they both, in their own way, review the current 
status of personality theory. 

Hall and Lindzey's volume arranges its material 
around various themes in an organized, formal and 
textbook manner so that the interested person may 
find comparable surveys of the main existing the- 
ories gathered together in one source. The intro- 
ductory chapter gives a brief history, contemplates 
what is personality and what is a theory, and then 
enumerates the points on which the following com- 
parison of theories will be constructed. A chapter 
is devoted to presenting edch theory or group of 
similar theories in a positive manner, along with 
a short description of the men who created them 
and a brief critique, although it was not the 
authors' primary intention to evaluate. The vast 
scope of this work may best be illustrated by list- 
ing the topics discussed: Freud's Psychoanalytic 
Theory, Jung's Analytic Theory, Social Psycho- 
logical Theories: Adler, Fromm, Horney and Sul- 
livan, Murray's Personology, Lewin's Field Theory, 
Allport’s Psychology of the Individual, Organismic 
Theory (Kurt Goldstein, Andras Angyal, Abra- 
ham Maslow and Prescott Lecky), Sheldon’s Con- 
stitutional Psychology, Factor Theories (H. J. 
Eysenck and Raymond C. Hill), Stimulus-Response 
Theory (John Dollard, Neal Miller, Robert R. 
Sears and O. Hobart Mowrer), Rogers’ Self 
Theory and Murphy’s Biosocial Theory. A final 
chapter compares the various presentations on the 
basis of 18 points, such as purpose, unconscious 
determinants etc. No attempt is made at integra- 
tion because Hall and Lindzey feel strongly that 
the time for synthesis will come only after the 
empirical utility of these various concepts has been 
thoroughly demonstrated. In the meantime, the 
extension of any given theory by rigorous research 
will be most productive. 

The second volume is the initial offering under 
the auspices of the International Union of Scientific 
Psychology and the product of a symposium held 
at the Fourteenth International Congress of Psy- 
chology at Montreal in 1954. Gordon W. Allport, 
who had suggested the symposium’s topic of Euro- 
pean Characterology, opens the book with an over- 
view of what follows, by contrasting the Anglo- 
American theories with those of the European 
continent. He finds that the Anglo-American work, 
based largely on ideas borrowed from continenta 
sources, is more Lockean (rather than Leibnitzian 
and Kantian) and shows in greater amounts con- 
cern for parts than the whole, optimism, interest 
in such diverse approaches as the use of brain 
models and social interaction, and emphasis On 
rigorous positivism. 

The second part of this work is devoted to sepa- 
rate discussions of the trends of thought about pef- 
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sonality in the following European countries: Ger- 
many, Switzerland, Great Britain, Italy and France. 
As the chapters are written by different authors, 
the coverage is necessarily uneven, varying from 
Italy where psychology is largely nonexistant to an 
excellent survey of contemporary British thinking. 
This section is most helpful in giving clues to work 
being done in other countries but one must regret 
that longer, more detailed surveys could not have 
been possible. With an increasing international 
interest, they will probably appear in other sources 
eventually. 

The third division, devoted to theory, has chap- 
ters on possible neurohumoral factors in person- 
ality function, on the concept of growth and energy 
which includes a discussion of thermodynamics, 
and on psychoanalytic theory with a favorable con- 
clusion but with the recommendation that further 
investigation is needed regarding social factors and 
conscious motivation. Discussions continue on basic 
behavioral dynamics suggesting that they should be 
viewed as object-related, on the definition of 
existential psychology illustrated by its application 
to the delineation of femininity, on the German con- 
cepts of the stratification of the mind and also of 
personality, and conclude with a presentation of 
Some current German research projects on char- 
acter change. 

Part four deals with methodology as exemplified 
by the Four Picture Test, the phenomenological 
approach to characterology and the work of Werner 

olff on experimental depth psychology. The final 
section consists of commentaries by H. J. Eysenck 
Who, with his customary emphasis on a rigorous 
scientific approach, tears into the German stratifi- 
Ee theories and psychoanalysis, by Frederick 
: yatt who pleads for an improved logic and sys- 
tematic methodology of the qualitative procedure 
In psychology, and by David McClelland who gives 
an excellent and measured sense of direction for the 
resi of a science of personality. Along with the 
Bee ence given after each chapter, there is appended 
E useful selected and annotated bibliography of 
rn oe iras and books largely published since 

Bath IT adequate index is included. 
ad xdi ie ese books should find wide-spread use 
parcels come standard volumes. The student of 
au M psychiatry at any level of training 
tithe valusbi ce will find Hall and Lindzey's vol- 
ie a e and interesting, It should find much 
oE a bs as well as a reference, David and 
eius a ens volume will appeal more to the 

Ced student and the researcher as a reference 


m i ux 

E eda t " it deals more with the flux and 
er: Oi current ry, it is i 

ira x work and theory, it is in 


more alive and stimulating. 
Eric T. Cartson, M. D., 
New York Hospital, N. Y. 


POLK PArgns op! 
57. (Polk, Pa.: 
Canteen Fund, 1957. m a.: Polk State School 


min 
Bis S ondes Published by the Polk (Pa.) 
Of papers, which, acc Fund, represents a collection 


1 » according to Dr. Gale H. Walker, 
Superintendent, “were written by members of 


" 
the staff of the Polk State School and delivered 
before the Employees' Professional Meetings be- 
tween September, 1956, and May, 1957." It would 
appear that these papers were part of an educa- 
tional program for employees. It is the opinion of 
the superintendent that the results far exceeded 
his expectations and therefore it was decided to 
share these papers with others. 

The papers are well written and cover a wide 
variety of subjects, to mention a few, medicine, 
nursing, psychology, education, dietetics, religion, 
laboratories and even the use of garage services as 
a therapeutic procedure. Obviously the various au- 
thors are well grounded in their field and present 
their subjects in a most interesting manner. The 
bibliographies, in those articles where they are 
given, are most helpful In the future, this re- 
viewer suggests that bibliographies be included in 
all articles, whenever possible. 

A notable omission is the lack of reference to 
the Social Service Department and its special func- 
tion of supervision of those returned to the com- 
munity. Also, no reference is made to experiences 
with group therapy and group activities. 

In spite of the above, this reviewer enthusiasti- 
cally recommends this booklet to all who are in- 
terested in any phase of the the care, treatment, 
education and training of the mentally retarded. 
This booklet is evidence of what can be done in a 
resourceful and progressive institution. 

Matcorm J. Farrett, M. D., 
+ Superintendent, 
Walter E. Fernald State School, 
Waverley, Mass. 


PsycHoPATHIG PrRsoNALITES. By Harold Palmer, 
M.D. (New York: Philosophical Library, 
1957. 179 pp. $4.75.) 


Dr. Palmer who is called “a leading British Psy- 
chiatrist” on the dust jacket has written nine essays 
of which the one on “Psychopathic Personalities” 
(12 pages) is the first. There are others on Schizo- 
phrenia, the Obsessions, the Depressive States, 
Hysteria, etc, the Paranoid States and Mania. 
The author, whose inspiration came from William 
James and who relates his indoctrination, "albeit 
unconsciously," to Freud tells us "The two essays T 
have most enjoyed composing are those on Hysteria 
and the Psychopathic Personality." I see no reason 


to doubt this. 
Evcen Kaun, M. D., 


Baylor University, 
Houston, Texas. 


Distursep Communication. By Jurgen Ruesch. 
(New York: W. W. Norton & Co, Inc., 1957, 


pp. 337. $6.00.) 


Cybernetics, Information Theory, Communica- 
tion, Analogue Computers, Digital Computers, and 
the current trend toward the unification of theories 
and findings drawn from what were until recently 
considered to be diverse branches of knowledge, 
have made it inevitable that sooner or later psychi- 
atric theory would feel the impact of all this ac- 
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tivity. The operations of computers have given 
birth to a language and to theories based on this 
language which appear to provide admirably clear 
analogues to what happens in both the nervous 
system and the mind of man. The term "Cyber- 
netics" was coined by Norbert Wiener to cover 
this general field. 

In the present volume Dr. Jurgen Ruesch de- 
velops the theory of human communication which 
he set out in an earlier volume (Communication, 
written in collaboration with Gregory Bateson), 
and applies it to the clinical assessment of normal 
and pathological communicative behavior. It may 
at once be said that in this Dr. Ruesch has been 
eminently successful. What could in other hands 
have been a difficult book to read turns out in his 
to be not only informative, but engrossing and 
enlightening. What Dr. Ruesch has accomplished 
in this volume is no less that the development of 
a new method of assessing human behavior, both 
normal and pathological. It is of no moment 
whether this method will be enduring or not. What 
is of moment is that at one stroke it cuts away a 
great deal of the metaphysics that has obscured 
Psychiatric communication, and substitutes in its 
stead a means of communication which is clear, 
constructive, economical, and concrete. The great 
value of the work lies not only in the methodologi- 
cal clarifications it supplies, but quite as much in 
the heuristic insights it provides. It is, therefore, 
a book that no student of the human mind can 
afford to neglect. 

Asutey Montagu, Pu. D, 
Princeton, N. J. 


A CLASSIFIED BIBLIOGRAPHY OF GERONTOLOGY AND 
GERIATRICS. Supplement One, 1949-1955. By 
Nathan W. Shock. (Stanford, Cal.: Stanford 
University Press, 1957, pp. 525. $15.00.) 


Since the publication of 4 Classified Bibliography 
of Gerontology and Geriatrics in 1949, almost as 
many articles have been published on problems of 
aging as were published between the years 1900 to 
1048. Thus the need for a supplement to the origi- 
nal volume is evident. Also, in contrast to the 4 
Journals devoted to problems of aging in 10948, there 
are now 17 in the world, 

The principle of selection in this supplement is 
based on the presentation of observations on organ- 
isms after the attainment of maturity. An intensive 
effort has been made to include articles pertaining 
to problems of aging which did not necessarily have 
the word “aging” or its synonyms in the title, Al- 
together there are 15,983 items classified. 

The general scheme oí classification follows that 
of the original Bibliography, and is according to 
Organ systems. Articles are arranged alphabeti- 
cally within each subject category. References that 
fall within 2 or more categories are given in full 
in the primary classification, and appear as “See 
Also" in other appropriate categories, 

Publication of this supplement was made possible 
by a grant from the Forest Park Foundation, 
Peoria, Ill. j 


A. C. 


TnRANQUILIZING DRUGS: Edited by: Harold E. Him- 
wich, M.D. Publication No. 46 of the Ameri- 
can Association for the Advancement of Sci- 
ence. (Washington, D. C.: 1957, pp. 197. $5.00.) 


Under an all-embracing title, this volume is 
made up of papers presented at a symposium in 
I955 at a time when the number of tranquilizing 
drugs was fewer and when knowledge about them 
was less extensive than at present. The papers are 
grouped into two main sections, the first concerned 
with electrophysiological and metabolic analysis of 
drug action and the second with therapeutic con- 
siderations. Of the two sections the first is more 
important, representing scientific studies of the 
effects on seizure latency, on the reticular system, 
and on a single synapse from an electrophysiologi- 
cal viewpoint. There are two papers on the 
metabolic aspects of drug action, one with particu- 
lar reference to increase in ATP following the 
administration of chlorpromazine, especially in the 
primary hypothalamic tissues. Grenell, the author 
of this paper, attributes this increase to diminished 
utilization rather than to increased production, a 
conclusion in accordance with the clinical effects 
of chlorpromazine on hypothalamic functions. The 
other paper on metabolism is concerned with studies 
of adrenolutin which is postulated as reproducing 
the primary schizophrenic thought-disorder without 
the secondary symptomatology. d 

The section on the therapeutic considerations is 
less interesting, perhaps because since the time of 
the symposium, thousands of other papers have 
been published, covering all the aspects presented 
at the symposium. One cannot help but compare 
the two sections without once again being im- 
pressed by the need for a really scientific approach 
in the clinical field. Here one sees claims which 
have not stood the test of time. In fact, therapeu- 
tic efficacy appears to be greatest in patients in 
whom the prognostic indices would indicate a favor- 
able outcome irrespective of the specific therapeu- 
tic regime. 

This joint meeting in 1955, sponsored by the 
American Association for the Advancement of 
Science in cooperation with The American Psychi- 
atric Association and the American Physiological 
Society, was probably quite exciting at the time. 
One would have liked to have seen in the volume, 
however, critical comments of the scientists from 
the many different disciplines participating in the 
discussion, especially as the volume is published 
under the auspices of the American Association for 
the Advancement of Science. 

Jons Downetty, M. D. 
Hartford, Conn. 


VARIATIONS IN PeRSONALITY. By G. Eberhard 
Nymen. Acta Psychiatrica et Neurologica, 
Supplementum 107, (Copenhagen: Ejnar 
Munksgaard, 1956.) 


This brief monograph completes the report of 
Swedish studies of psychological, endocrine, and 
somatic factors in 300 healthy army recruits. The 
author attempts to unearth fundamental person- 
ality determinants by correlating his assessments of 
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personality traits with the results of psychological 
tests and with the previously reported battery of 
somatic and endocrine measures. While the re- 
sults of these intercorrelations are not impressive, 
and while a 40-minute interview for assessment 
seems meager, the method and theory employed are 
of some relevance to those concerned with consti- 
tutional factors and with multidimensional person- 
ality study. Continental typology is emphasized and 
a good historical review of the literature on dimen- 
sions of personality assessment is included. Similar 
problems of method and theory face contemporary 
workers who are correlating neural and physio- 
logic processes with personality characteristics. At 
a time when Freud was beginning to concentrate 
upon psychoanalysis, a number of neurologists and 
psychiatrists were evolving biologically rooted 
typologies which described aspects of personality 
according to “primary” and “secondary” neural 
Processes. The discussion of some of these systems 
is, perhaps, more successful than the demonstration 
of their utility. 
DANIEL X. FREEDMAN, M.D., 
Yale University School of Medicine. 


Human PROBLEMS or A STATE MENTAL HOSPITAL. 
By Ivan Belknap, Ph.D. (New York: Mc- 
Graw-Hill Book Co, 1956. $5.50.) 


A sociology professor aided by a group of 
graduate students conducted a 3-year study of the 
social organization of one state mental hospital by 
interview and observation methods. Based on these 
findings, the author presents recommendations for 
Sweeping changes in the present organization and 
functioning of state hospitals. 

The book identifies the functions of the hospital 
as custodial institutional maintenance and patient 
treatment; points out that the goals of these three 
functions may be contradictory and that usually 
Administration takes precedence over treatment. 
^ e hospital staff wields authority, power and pres- 
: " i both formal and informal channels accord- 
He Or ierarchia] level in the organization 
S E physician at the top and the patient 
,, Some statements in the book are controversial : 
Sees doctor's attainment of psychiatric certi- 
Mid most immediately removes him from the 
A oy Gree with the hospital patients” ; 
edi ward system which is an informal or- 

zation of attendants “is what usually prescribes 


the treatment " * 1 
time" (y. E à particular patient at a particular 


cause of their isol 


Exc ati i 
responsibilities, the aum ion, large size and welfare 


thor proposes that the cen- 
lon, d State, hospitals be abandoned in favor of 
activities o With all mental health and treatment 
as centered in the community and with hos- 
a psychian, wy One phase of the total treatment 
* psychiatric patient requires, The author takes 


Issue wi * 
which he ext, Hospital Standards of the APA 


As an alte 
the hospital be 


tives and welfare problems, the hospital population 
be reduced, budgets increased and the hospital ad- 
ministration reorganized in a non-authoritarian 
direction. 

The ward attendant and social worker are singled 
out as the key persons to whom the psychiatrist 
should delegate authority and responsibility. The 
attendant is to be a college graduate with broad 
training to include social sciences, psychotherapy, 
medical nursing and administration, etc. The direc- 
tor of nursing in this scheme would be eliminated 
from the chart of organization and assigned to a 
staff position. The social worker is to be elevated 
to a status above all other staff save the psy- 
chiatrist. 

There are few references to the many changes in 
philosophy, social structure, organization and ad- 
ministration that have occurred in mental hospitals 
during the past 10 years nor is there seeming rec- 
ognition that the state hospital of today is pro- 
gressing steadily from custodial care to patient- 
centered treatment. 

The book is read easily and there is a useful 
annotated bibliography. "It may seem that the 
study of only one hospital does not warrant general 
conclusions," says Dr. A. P. Bay in the Foreword. 
This reviewer agrees. 

Lucy D. OzaniN, M. D., 
Washington, D. C. 


SocioLocy AND THE Fier» or MeNTAL HrALTH. By 
John A, Clausen. (New York: Russell Sage 
Foundation, 1956, 62 pp. $.50. 


"Interdiscipline" has been firmly established as 
an honorific symbol in the social sciences for sev- 
eral decades. Clausen's slim monograph jointly 
sponsored by the American Sociological Society and 
the Russell Sage Foundation is at once an inven- 
tory of accomplishment and an appeal for further 
collaboration between sociologists and practitioners 
in the area of mental health. In his brief foreword 
Wellman Warner writes that "those responsible for 
the bulletin regard it neither as a medium for re- 
porting new research, a history of mental health 
practice, nor as a formulation of relevant theory. 
Rather its functions are to give some appraisal of 
what sociologists have and have not done in this 
field of application, and more specifically, to identify 
the important opportunities which the field pre- 
sents for sociologists, both from the point of view 
of basic scientific research possibilities and from 
the point of view of professional occupational po- 
tentialities for the growing number of men and 
women who wish to carry their training in soci- 
ology into fields of practical application.” 

The chapter headings provide an accurate indi- 
cation of the scope of the survey :—mental health 
and illness in cultural perspective; research on 
social and cultural influences; social structure and 
function of treatment settings; the impact and 
aftermath of mental illness; program-oriented so- 
ciological research in mental health; the sociologist 
as participant in mental health programs ; and gen- 
eral problems and outlook. In view of the fact that 
these rather diffuse topics are dispatched in some 
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50 compressed pages of text, further condensation 
for purposes of review is patently impossible. 

Nevertheless, it is possible to distinguish certain 
recurrent themes in the course of this monograph. 
Clausen’s pride in past sociological contributions to 
the study of mental health is unmistakable. At the 
same time there is a sort of exhortatory strain 
which permeates his treatment ;—future research 
possibilities are conceived as “opportunities” or 
“challenges.” It is clear that Clausen sees no con- 
tradiction between the needs of applied research 
and the construction of a science of sociology. “The 
study of mental illness, its social correlates, its 
treatment, and its consequences, affords more than 
an opportunity for problem-oriented research. It 
provides research settings in which some of the 
most significant problems of sociological theory 
may be investigated as well as sources of data 
richer by far than those available in many other 
community settings.” 

The author provides us with a number of sensi- 
ble tips on the strategy of fruitful interdisciplinary 
collaboration. However, all of these seem to be 
based on the implicit assumption that interdisci- 
pline is ordinarily superior to single disciplinary 
effort, and that the failure to “communicate” is 
the primary cause for the disruption of collabora- 
tive enterprises. This view fails to take into ac- 
count the possibility that some interdisciplinary 
projects fail precisely because the participants 
“communicate” too well, that in short they ac- 
curately perceive that the methodological and con- 
‘ceptual barriers which separate them are too high 
for cooperative trespassing. Moreover, a case can 
be made for the proposition that the spirit of com- 
mittee compromise which necessarily characterizes 
a successful interdisciplinary project may do vio- 
lence to the integrity of all the sciences repre- 
sented. 

Meanwhile, it is abundantly clear that the quality 
of mind required to solye such problems is epi- 
tomized by the reasonable eclecticism and tolerance 
for a diversity of approaches which is character- 
istic of this monograph. We have no difficulty in 
agreeing with Clausen that “the sociologist inter- 
ested in working within the mental health field 
will find ample scope for all the theory and research 
skill he can muster.” 

Marvin K. Bressier, Px. D., 
University of Pennsylvania 


CLINICAL PsycHoLocy. By Richard W. Wallen, 
(New York: McGraw-Hill Book Company, 
Inc., 1956, pp. 388. $6.00.) 


The author has a most serious interest in the be- 
ginning student in clinical psychology. This book 
is primarily designed for the neophyte in the field 
and is written at a level of understanding com- 
mensurate with such an audience in mind. Inter- 
viewing, projective methods, psychometric testing 
and psychotherapy are surveyed in a manner which 
can easily establish a sound foundation for further 
specialization. 

Stress is laid upon the creative use of many kinds 
of information concerning individuals. The author 


frowns upon mere mechanical interpretations of a 
standard nature. To this end the case material pre- 
sented is aimed at helping the student become more 
perceptive and creative in a professional manner. 
Thus, the reader may find himself developing points 
or applications begun in the text and deliberately 
left incompleted. 

Because psychological clinicians must often work 
with physicians, there is a special chapter on how 
physical and neurological examinations are con- 
ducted. It is to Dr. Wallen’s credit that he has 
been very careful in this contribution not to give 
the beginning student a one-sided picture about 
clinical psychology. This book has an eclectic frame 
of reference and can be used by teachers of various 
persuasions. 

ARTHUR Lerner, Pu. D., 
Los Angeles City College. 


Marriace: Past AND PnESENT; a Debate between 
Robert Briffault and Bronislaw Malinowski: 
edited with an Introduction by M. F. Ashley 
Montagu. (Boston: Porter Sargent, 1956, pp. 
96. $2.50 cloth, $1.50 paper.) 


In publishing the Briffault-Malinowski contro- 
versy, first printed in the B.B.C. Listener (1021), 
Ashley Montagu has brought into review the es- 
sence of the two sociological schools of thought 
pertaining to marriage and the family. 

Briffault held the position ie. The Mothers 
(1927) that social institutions were largely influ- 
enced by the functions of motherhood—hence the 
matriarchal theory of social evolution in which 
present marriage forms evolved from an original 
group marriage within the context of the maternal 
clan, The discussion clearly demonstrates the weak- 
ness of the theory together with Briffault’s empha- 
sis on economic incentive and power in marriage 
arrangements. The importance of bringing this 
material to light now for the scholar in allied fields 
can be seen by. some implied anthropological as- 
sumptions in the works of such eminent scholars as 
George Thomson (Studies in Ancient Greek So- 
ciety, 1949) and Joseph Needham (Science and 
Civilization in China, vol. 1, 1954). 

Malinowski held the opposite view that individual 
marriage was an original institution which was 
based fundamentally on the family, He exposed the 
communist fallacy of attempting to eliminate mar- 
riage because it represented a ‘bourgeois’ conception 
of the family, Ashley Montagu shows the correct- 
ness of this approach—"By 1946, marriage, divorce 
and abortion (in Russia) were returned (from the 
individual’s discretion) to the jurisdiction of the 
State" Although Malinowski overemphasized the 
concept of individual marriage, his generalizations 
about marriage and the family being dependently 
related and universal still hold. Rather than mar- 
riage being a function of the economic system, it is 
in fact basic to society. 

To the reader who is not directly concerned with 
comparative ethnography in regard to marriage and 
the family, this discussion is useful in bringing into 
focus formerly held divergent views which have in- 
fluenced current anthropological writing. The edi- 
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tors introduction serves to criticise and tighten 
both arguments in line with modern field data and 
generalizations. 
R. W. DUNNING, 
University of Toronto. 


A TzxrBook or PsvcHiATRY (8th ed.). By Sir 
David Henderson and the late R. D. Gillespie. 
With the assistance of Ivor R. C. Batchelor. 
(London New York, and Toronto: Oxford 
University Press, 1956.) 


The first edition of Henderson and Gillespie's 
text-book was published in 1927. Its value and use- 
fulness are attested by the fact that now, 30 years 
later, it has appeared in an 8th edition. Sir David 
gives credit to Dr. Batchelor for considerable por- 
tions of the revision in this edition, especially in 
discussing physical methods of treatment and re- 
writing the chapter on epilepsy. 

The need for frequent revisions of textbooks on 
psychiatry is evidenced by the rapidly accumulat- 
ing studies in etiology and genetic factors, and the 
conditions in which mental diseases develop, and 
especially in the widening range of therapeutic 
measures, particularly the vast amount of work 
going on in the field of pharmacotherapy. For ex- 
ample, there is in the present text a chapter on Spe- 
cial Methods of Physical Treatment which includes 
insulin therapy, convulsion therapy, leucotomy, con- 
tinuous narcosis ‘and narco-analysis. All these are 
covered in 32 pages. But there is nothing here or 
in the chapters dealing with the various psychiatric 
disorders and their treatment which takes up the 
use of the tranquilizing drugs; and the correspond- 
ing words will not be found in the index. 
chcllowing the usual introductory chapters on 
gasification, Aetiology, Method of Examination, 
ey and General Psychopathology, the 
— take up the several forms of illness as “re- 
dire _types' —Psychoneurotic, affective (manic- 
ica ved and involutional melancholia separately 
vieta Schizophrenic, paranoia and paranoid, 
nd tUm e me organic reaction types, epilepsy, 

cre are separate chapters on Psychoses and 
Peychoneuroses in War, the Psychiatry of Child- 
diary woe Therapy, and Relations of Psy- 
onion eres that there has been an apparent 
if so Lnd ‘oneurotic illness in recent years, 

Hs das ably related to some form of inse- 

eral, especial er crudely financial or more gen- 
Y àn absence of mental values of the 


sort that transcend purely material issues." The 
authors seem to follow the Meyer concept that the 
neurosis is a "part-reaction" while a psychosis 
means “a change in the whole personality,” and 
that "reality is changed qualitatively" in the latter 
but remains unchanged qualitatively in the former. 
This is possibly debatable ground. 

In the chapter on psychoneurotic reaction types 
the more important theories of pathogenesis are 
fairly summarized—those of Charcot, Bernheim, 
Janet, Freud, Dejerine, Slater, et al. Studies of 
constitution and heredity and statistical evaluations 
also throw light on the origin of the psychoneuroses. 
The authors are of the opinion that the obsessive- 
compulsive type is sometimes "an expression of a 
manic-depressive illness, at other times a true psy- 
choneurosis" Psychoneurotic reactions as a whole 
are more common among persons “of superior than 
those of inferior intelligence . . . hysterical symp- 
toms being commoner amongst dull individuals." 
The Freudian etiology of hysteria, the authors state, 
"can hardly be accepted as having universal va- 
lidity.” 

In this chapter on the psychoneuroses the authors 
devote 6 pages to psychoanalysis. They recognize 
Freud's contribution to the theory of normal and 
abnormal psychology. “There is, however, no doubt 
at all that as a therapeutic weapon psychoanalysis 
can be dangerous, and that much harm has been 
done both to individual patients and to the gen- 
eral repute of psychoanalysis by injudicious practi- 
tioners of the method, who often disregard the limi- 
tations which Freud himself explicitly defined as 
early as 1904—limitations which have not since 
been materially modified." Claims of benefit in the 
treatment of the psychoses "must be inspected with 
the greatest reserve." 

The authors sum up their views: “We are of the 
opinion that Freud's own restriction of the treat- 
ment to chronic psychoneurotics is a very proper 
one." 

This book is richly supplied in each of the clini- 
cal chapters with case histories, often of consider- 
able length; and the historical development of the 
various disease concepts is carefully attended to. 
In addition there is a valuable Historical Review 
of the Care and Treatment of Mental Illness 
(16 pp.) which constitutes the introductory chap- 
ter of the volume. It is a conservative and com- 
prehensive textbook which, the reviewer thinks, ful- 
fils the authors' hope that it "will continue to be a 
safe guide and stimulus to students, postgraduates, 
specialists and general practitioners." 


C. B. F. 


IN MEMORIAM 


DOUGLAS M. KELLEY, M. D., 1912-1958. 


The early part of a distinguished career 
and important contributions in the field of 
medicolegal psychiatry have been cut short 
by the untimely death of Douglas M. Kelley. 
Dr. Kelley was borm in r912 in California. 
He received his B. S. and M. D. from the 
University of California in 1933 and 1937 
and the Doctorate of Medical Science in psy- 
chiatry in 1940 from Columbia University, 
College of Physicians and Surgeons. In 
1940 he married Alice Vivienne Hill of Chat- 
- tanooga. Under two fellowships from the 
Rockefeller Foundation, he had his resi- 
dency training at the New York State Psy- 
chiatric Institute and the New York Neuro- 
logical Institute, where he finished in 1941. 
He returned to San Francisco and was made 
an instructor in psychiatry at the University 
of California. r 

In 1942 Dr. Kelley went overseas as chief 
psychiatrist for the 3oth General Hospital. 
He served also in the European Theater of 
Operations as Chief Consultant in Clinical 
Psychology and for a short period as Acting 
Consultant in Psychiatry; he was then as- 
signed as Psychiatrist to the Nuremberg Jail 
and Surgeon in charge of the Jail. He was 
Lieutenant Colonel at the time of his dis- 
charge. His book, 22 Cells in Nuremberg, 
published in 1947, contains psychiatric pro- 
files of the 22 Nazi war prisoners, including 
such persons as Goering, Hess, Schacht and 
Ribbentrop. 

After the war he became Associate Pro- 
fessor of Psychiatry at Bowmari Gray School 
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of Medicine, 1946-49, and Director of Gray- 
lyn Psychiatric Hospital, 1948-49. In 1950 
he was appointed Professor of, Criminology 
at the School of Criminology, University of 
California, Berkeley. He spent a great deal 
of time as consulting psychiatrist at the 
Berkeley police headquarters, interviewing 
offenders and making psychiatric evaluations. 
He was greatly interested in plans to im- 
prove psychiatric testimony and in psychi- 
atric treatment of criminals. In cooperation 
with the University of California and the 
Alameda county authorities, he worked out 
a very interesting plan for the commitment 
of narcotic addicts to a section of the county 
farm, where they would: spend 6 months 
under psychiatric treatment and then be 
paroled for 43 years, still receiving regular 
psychiatric care. This experiment could not 
be carried out because the California. Legis- 
lature was unwilling to appropriate the 
money. 

Between 1939 and 1941 he wrote numer- 
ous articles on the Rorschach technique and 
its usefulness in psychiatry. He was joint 
author with Bruno Klopfer of a book, The 


Rorschach Technique, published in 1946- 


His most recent contribution was a chapter 
on medicolegal aspects of psychiatric treat- 
ment in The Practice of Psychiatry in Gen- 
eral Hospitals, published in 1956. 
He is survived by his wife and three chil- 
dren, Douglas, Jr., Alicia and Allen. . 
K.M.B. 


* 


ICTAL AFFECT: 


T DAVID DALY, M. D2 


- Many patients who are subject to seizures 
with an aura express fear or dismay at that 
time, since they know that their aura signals 
the onset of an attack, with all its distress- 
ing consequences. However, in the latter 
half of, the 19th century, when the semei- 
ology of seizures was being elaborated, prin- 
cipally by the English neurologists, emotion 
Was first recognized as a manifestation of 
the epileptic process itself, rather than as a 
reaction to it. In 1861 Reynolds(1) com- 
mented on one patient whose seizures were 
initiated by a feeling of “inexpressible fear" ; 
another patient reported “depression of 
Spirits” as the aura. Herpin(2) described 
the attacks of one of his patients as follows: 
“Pendant ce spasme, de tristes souvenirs 
assiégeaient la patient; il lui semblait qu'elle 

it mourir. Another patient said of his 
attacks: “Je suis prise, sans cause, d'une 
tristesse subite, et à l'instant méme mes yeux 
restent fixés sur un objet et ma pensée sur 
une idée qui me rapelle l'image trés-nette 
d'un ancient rêve; l'idée fixe m'absorbe telle- 
ment que quoique je regarde toujours vers 
le méme point, je ne vois plus l'objet." 

The concept of ictal affect was explicitly 
stated by Jackson(3) in 1879. In speaking 
of seizures beginning with an epigastric 
sensation, he remarked : 


This is often accompanied or quickly followed by 
n seen of fear j the patient may look frightened 
tot xing mu am d ie 
= à =, eel frightened,’ ‘dread, 
aro ‘perfect anguish and despair, .. .’ It may, 
Miri be Suggested that the fear is a normal 
mee the patient 1s naturally frightened be- 
Pani alien tells him that a fit is coming on. 
usually repudiate this interpretation, 


: Jackson(4) Teiterated his view when, in 
Fog of a patient with dreamy states, he 
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There was also an abnormal emotional state in 
some ‘at least of A.B.’s severer attacks—fear, and a 
sense of impending death... . I say abnormal be- 
cause, of course, I do not mean the natural fear of 
the fit itself, but a fear which ‘comes by itself'— 
the symptom fear. 


The relationship of emotion and dreamy 
states was re-emphasized by  Crichton- 
Browne(5), who observed: 


In many cases of epilepsy that have been asso- 
ciated with dreamy mental states, the infusion in 
these states of a feeling of fear and obscure visceral 
sensations may, I believe, be made out. . . . 


One of his patients spoke of a "frightened 
belly ache" at the onset of the attack, and 
another had a “dread of being killed.” 

Gowers(6) agre.d that emotions could be 
intrinsic parts of seizures. He reported 
emotions in ro patients and wrote: “The 
emotional aurae in all took the form of 
fear—vague alarm or intense terror," 
Gowers also cautioned on the necessity of 
distinguishing true emotional aurae írom 
those instances of alarm as a natural reac- 
tion to the onset of a seizure. 

One may ask, of course: Is ictal affect a 
rare event, no more than a curiosity? Nu- 
merous references occur in the literature on 
epilepsy. The precise incidence of such at- 
tacks is difficult to determine. Lennox and 
Cobb(7), in a study of the aurae of a large 
series of patients, reported affective states 
in 6.7%. Gibbs and associates(8), in enu- 
merating the symptoms of 300 patients who 
had psychomotor seizures, listed 4 who ex- _ 
perienced fear. Williams(9) has made the 
most comprehensive review. He reported 
that of about 2,000 epileptic persons 165 had 
"complex feelings in the epileptic attack." 
In turn, roo of these patients experienced 
emotion as a part of the seizure. This figure 
of approximately 5% is in accord with that 
of Lennox and Cobb. Thus, such attacks 
are more frequent than has generally been 
recognized. 
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MATERIAL 

The present study is based on 52 patients, 
22 male and 30 female. They ranged in age 
Írom 10 to 62 years; 31 were between the 
ages of 20 and 49 years. Approximately 
half of the patients experienced the onset of 
seizures before the age of 20; in the others 
the ages at the onset of symptoms were dis- 
tributed about equally by decades. All pa- 
tients were examined neurologically. Rou- 
tine roentgenograms of the skull and elec- 
troencephalograms were made in all cases. 
Angiography and pneumoencephalography 
were performed when indicated. 


RESULTS 


Six patients were found to have brain tu- 
mors (in 5 instances in the temporal lobe). 
The histologic classifications were astrocy- 
toma (2 cases), oligodendroglioma (1 case), 
neuroastrocytoma (1 case) and metastatic 
carcinoma of undetermined primary site (1 
case). The one remaining patient had an 
oligodendroglioma involving the mesial sur- 
face of the posterior frontal region ; the sig- 
nificance of this will be discussed later. One 
patient had roentgenologic evidence of cal- 
cification deep in the temporal region ; how- 
ever, surgical exploration was not per- 
formed. In 3 patients aneurysms of the in- 
ternal carotid arteries located in the region 
of the sella turcica were demonstrated by 
angiography. One patient had a large arteri- 
ovenous malformation arising in the tem- 
poral lobe near the sylvian fissure. In one 
case the presence of a vascular anomaly was 
suspected, since the patient had a bruit audi- 
ble over the left eye; this bruit could be ob- 
literated by compression of the carotid artery 
on the same side. The patient declined angi- 
ography. In 4 patients atrophic lesions were 
present. In two these consisted of focal 
atrophy seen by pneumoencephalography 
and associated with focal spike discharges in 
the EEG. Both lesions involved the tem- 
poral areas. One patient had had an abscess 
of the left temporal lobe treated surgically 
10 years before. Another had post-traumatic 
porencephalia involving the frontoparietal 
region. Because of frequent focal motor sei- 
zures, the patient underwent resection of the 
cortex overlying the cyst. These seizures 

stopped, but were later replaced by another 
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type associated with affect; there was then 
electroencephalographic evidence of a spike 
focus in the temporal region. 

In 24 other patients electroencephalog- 
raphy gave evidence of the site of origin. 
In 13 there were discrete foci of spike dis- 
charges in the temporal region. In two pa- 
tients there were independently discharging 
foci of epileptiform activity in both temporal 
regions. Four patients had focal random 
slow waves, and 5, rhythmic discharges at 
frequencies of 4 to 7 cycles per second, aris- 
ing in one or the other temporal region. 

In one patient there were typical temporal- 
lobe seizures associated with a formed visual 
hallucination. Examination of the visual 
fields gave evidence of a homonymous con- 
gruous upper quadrantanopsia characteristic 
of a defect in the optic radiations in the 
temporal lobe. Results of pneumoencepha- 
lography were normal. 

When all available data were correlated, it 
was possible to localize the site of origin of 
the seizures in 40 of the 52 patients. In 5 
others, although all studies failed to reveal 
the site of origin of the attacks, the clinical 
pattern of the attack was typical of a tem- 
poral-lobe seizure. Thus, in only 7 patients 
was there uncertainty as to origin of the 
attacks. 


CHARACTER OF THE AFFECTIVE EXPERIENCES 


Emotions are complex phenomena, with 
many shades and nuances. The physician is 
completely dependent on the patient's ability 
to describe and communicate these complex 
sensations, yet their verbal description may 
be difficult, even after careful introspection- 
The patient's problem often is compounded 
by the fact that simultaneously there may be 
strange perceptual illusions which in them- 
selves almost defy description and make it 
exceedingly difficult for him to characterize 
his experience. Surprisingly, most authors 
are in agreement as to the qualities of affect 
occurring during attacks. Not all the emo- 
tions are unpleasant, a fact which was rê- 
marked upon by Jackson and Stewart(4) * 

We must not, in this part of our investigation of 
epileptic paroxysms, limit inquiry to the symptom 
fear; we have to take heed of all departures from 
the patient's ‘ordinary state of feeling’ and it must 
be well borne in mind that the departure in Un 
cinate paroxysms is in some cases towards a more 


—— — a —— — — — "ACC —— 


ON 


Of this world,” o 


DAVID DALY 


miensurable, although more often towards a more 
Mibxagreeable, state. 
Lennox and Cobb(7) noted unpleasant 
murae in 5.5% of their patients and pleasant 
in 1.2%. The most frequent emo- 
E... was fear or apprehension, 
which occurred in 23 patients; depression 
was reported in 5 instances and a "sensation 
Of death" in 4. Nine had pleasurable sensa- 
tions variously described as “happy,” “pleas- 
ant,” “exaltation,” “euphoria,” or “pleasant 
” 


In summarizing his concepts of temporal- 
lobe epilepsy, Gastaut(10) concluded: “Af- 
ive manifestations are represented by 
emotive experiences accompanied by emo- 
expression suggesting the various 


‘States of fear and sadness, anger and joy." 


An exception to this concord is the state- 
ment of Penfield( 11) that the only emotions 
Which any of his patients described related 
lo fear or terror. In his extensive experi- 
ence with both spontaneous seizures and the 
effects of electrical stimulation of the cortex, 

hot observed emotions such as anger, 

j pleasure or sexual excitement. 

Williams(9) has expressed the opinion 
fiat all ictal affect is limited to a few states 

he classifies as fear, depression, “un- 
Pleasure” and pleasure. My experience with 


these patients had lead me independently to 
essentially the same conclusion, Other quali- 
“Hes of emotion may occur, but they are so 


Tare as to merit special consideration, 


FEAR 


Fear is the emotion most commonly de- 

* The fear may range from intense 

P Yerging on panic to feelings of anxiety 

[ apprehension, to even less clearly defined, 

E Orting states which seem akin to fear 

their quality, but for which the term “un- 

sensation" is perhaps best, 

E intense fright have been re- 

: .'acrae(12). His patients used 

ing deserit phrases as “a horrible feel- 

EO "a terrible fear . . . it is out 

Do r “a feeling as though some- 
thing terrible were going Revie dt 

scribed ¢ degrees of intense terror were de- 

: CON 2 patients of Liddell(13). One 

d fite E mented ; Td rather have a hun- 

an this sensation.” The other pa- 


tient had contemplated suicide because of 
the intensity of fear during the aura. 

It has been generally agreed that the tem- 
poral region is the site of origin of these 
discharges. Bonnet and Courjon(14) spoke 
of “les sentiments d'angoisse paroxysmique 
avec projections viscérales multiples” and of 
“les sentiments de malaises divers souvent 
difficile à définir (étrangeté, tristesse, déper- 
sonnalisation, déjà vu ou déjà entendu).” 
These authors gave no details of the nature 
of these attacks, but regarded them as origi- 
nating in the temporal lobe. Paillas and co- 
workers(15) included among the varieties of 
temporal-lobe seizures attacks consisting “de 
sentiment d'angoisse ou d'étrangeté." Macrae 
(16), in his observations on 44 patients, 
noted that the most commonly associated 
aurae were psychic and epigastric sensations, 
suggesting an origin deep in the temporal 
lobe. 

Confirmatory evidence comes from, the 
work of Magnus and co-workers(17), who 
studied 34 patients with masticatory sei- 
zures. Fear or frightening thoughts were 
described as part of the seizures by 8 pa- 
tients. In 5 patients, these were the initial 
phenomena of the attack. Three others com- 
plained of substernal sensations that were 
“fearlike.” Craniotomy was done on s pa- 
tients who had affective aurae; the epilepto- 
genic focus was considered to be at the 
base and tip of the temporal lobe in 3 of 
these, in the island of Reil in one and in the 
uncus in one. 

In my series, 25 patients reported fear and 
14 reported feelings of anxiety or other un- 
pleasant sensations which they felt to be akin 
to fear. In some patients, the fear was an 
abrupt eruption of amorphous primordial 
emotion, variously described as "terror" or 
“panic,” 

Case 1.—An intelligent, 42-year-old newspaper 
editor described his attacks as follows: “There was 
a feeling of impending disaster. It’s a horrible sen- 
sation; I can’t describe it; a feeling that I am 
going stark, raving mad.” This was succeeded by 
staring, and incoherent speech. Angiography dis- 
closed an aneurysm at the junction of the right in- 
ternal carotid and middle cerebral arteries. Crani- 
otomy revealed evidence of old and recent bleeding 


on the medial surface of the temporal lobe and 
posterior portion of the frontal lobe, 


Another patient was so engulfed by fright 
that she was literally immobilized. She said, 
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"[ can't even speak; the terror won't let 
me." Another patient said of her fear, "I'm 
afraid. I don't know of what, but it's hor- 
rible.” Other patients speak of a sense of 
impending doom or even death. At times 
panic evoked a primitive impulse to flee. 


Case 2.—An 18-year-old girl had suffered from 
seizures for the preceding 5 years. The attacks be- 
gan with a sudden welling-up of intense fear and a 
feeling of loneliness. She then would run to the 
nearest person and clutch him or her tightly. After 
a few seconds, she would stare, become unrespon- 
sive and exhibit masticatory movements, after which 
she appeared confused, and behaved in an auto- 
matic manner. She had had generalized convulsions 
on two occasions. An electroencephalogram re- 
vealed a focus of random, irregular slow waves 
with a frequency of 2 to 3 cycles per second; this 
focus was located in the right temporal region. 
Pneumoencephalography and angiography were 
recommended, but she declined them. 


In other instances the emotion is less in- 
tense and the patient may use the words 
“anxiety” or “apprehension” to characterize 
his feeling. 


Case 3.—A 40-year-old lawyer had experienced 
two generalized convulsions in the year prior to 
being examined at the clinic. For the preceding 2 
months he had experienced brief episodes de- 
scribed as follows: abruptly and without warning 
he would have a “feeling of anxiety”; he could de- 
scribe this only as a vague sensation that some- 
thing unpleasant might be going to happen. He 
then would note an unfamiliar “neutral” taste, 
which was neither pleasant nor unpleasant. He 
would perspire and feel an unpleasant burning or 
tingling in the nose. This sensation descended 
through the nose and throat into the thorax, which 
signaled the end of the attack. These episodes 
lasted less than a minute, occurred paroxysmally 
and were inappropriate to the immediate situation. 
Roentgenograms of the skull disclosed a curvilinear 
calcification lying in the parasellar region to the 
right of the midline. Angiography revealed a large 
aneurysm, with extension posterior to the calcific 
ring (fig. 1, faces p. 104). 

A young woman reported that she felt 
“tense and anxious” at the onset of her at- 
tacks. Her mother observed that for 2 to 3 
minutes the girl would be “irritable and 
fidgety” ; without reason she might abruptly 
turn off the radio. This irritability was as- 
sociated with an unpleasant but indescribable 
sensation in the epigastrium. Her mother 
would note profound pallor, followed by 
staring, swallowing motions and incoherent 

speech, Other patients may use terms to in- 
dicate that the experience is unpleasant, al- 
though they do not specifically speak of 


anxiety. In some instances, on direct ques- 
tioning, the emotion appears akin to fear or 
anxiety. One patient spoke of a “strange 
oppressive feeling.” Another woman de- 
scribed her sensation as a “strange, awful 
feeling in the stomach.” Still another pa- 
tient said there were “chills running up my 
spine.” One woman had attacks of nausea 
and flushing with a memory “like a dream” 
of a woman with whom the patient had 
worked. An emotion accompanied this which 
the patient described as “distasteful.” 

Williams (9) has suggested that fear is re- 
stricted to lesions involving the anterior half 
of the temporal lobe, whereas pleasure and 
"unpleasure" occur primarily when posterior 
temporal lesions are present. In many of 
my patients it seems difficult to distinguish 
between unpleasant sensations and anxiety, 
so that such a precise anatomic localization 
may not be justified. 


DEPRESSION 


Depression is a relatively rare manifesta- 
tion of ictal affect. Interictal affective dis- 
turbances are not uncommon, particularly in 
patients with seizures arising in the temporal 
lobe. Prolonged prodromes of emotional dis- 
turbances also may occur in such patients. 
However, in some patients a transient epi- 
sode of depression may be associated with 
the onset of the attack. In contrast to the 
other emotions, Williams(9) points out that 
depression may persist for a considerable 
period after the attack is over. 

Weil(18) reported in detail on anxiety 
and depression as ictal phenomena. Seven 
of his patients had ictal depression lasting 
from several minutes to 14 days. In spite of 
the unusually long duration of the symptoms; 
Weil considered that the symptoms were 
manifestations of epileptic discharge. Four 
other patients exhibited paroxysmal anxiety- 
All 11 patients were found to have epilepto- 
genic foci in the temporal lobes. 

Depression was reported in 5 of my pa- 
tients, but it is interesting that in only one 
patient was depression the sole emotion. 


Case 4.—A 59-year-old woman had seizures 
which began when she was 41 years old. Usually, 
they were minor, but on 3 occasions they had pro- 
gressed to generalized convulsions. The attacks 
consisted of “ a homesick feeling" in the epigas- 
trium associated with a sense of sadness. She 
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smelled an odor “like blood,” and would note pal- 
pitation and pallor. During this time she felt that 
she must recall some particular event, but she did 
not know what it was and could not otherwise de- 
scribe it. An electroencephalogram revealed a focus 
of slow spike discharges in the right temporal 
region. 

A veterinarian noted that his attacks began 
with a metallic taste and a feeling of un- 
reality. Associated with this was a sense of 
apprehension and depression. A 34-year-old 
woman had had an abscess of the left tem- 
poral lobe treated surgically elsewhere ro 
years before. Her minor attacks began with 
a feeling of fear which she described as 
“dreadful and awful.” This was accom- 
panied by a flushing and nausea, and was 
quickly succeeded by a feeling of deep de- 
pression which would persist for several 
hours. Electroencephalography revealed a 
spike focus in the left temporal region. 

Jackson(4) has commented on the replace- 
ment of pleasurable aurae by depression. 
This was the situation in one patient (case 5) 
whose history will be reported in the section 
on pleasurable aurae. In the last patient 
there was an interesting simultaneous occur- 
rence of feelings of pleasure and depression. 
He was a 24-year-old man who had a por- 
encephalic cyst of the frontoparietal region, 
Which has been described previously. His 
emotions were difficult to characterize, but 
he had a feeling of sadness which at the 
Same time was somehow pleasant, perhaps 
«in to Juliet's “sweet sorrow." During this 
time he wanted to call out to someone to 
M and be near him, yet he was reluctant 
do so, Since the episode might terminate in 
o Quvulsion Which he did not wish anyone 
Ero ur the attack palpitation, a 
doni obi within the thorax and a 
fen ia y? in the epigastrium were ex- 
C rii e was previously mentioned, 
spikes jn P Seeded revealed a focus of 

A ae i temporal region. 
sense of de n for the prolongation of the 
"rud A NN is not clear. It may be 
More sustained P apresi normally is a 
ear, which oft alteration of affect than is 
Gic event i s 18 associated with a spe- 
€nce is more circumscribed. 


PLEASURE 


Pl ; 
“asure is not a rare ictal event, although 


it has received relatively little attention. 
Wilson(19) commented: 

Now and then one comes across a case where the 
subject declares that his attacks have been actually 
pleasant, or at least have been associated with, or 
left in his mind, the impression of exhibiting some 
element of a distinctly pleasurable kind. 

He referred to 3 patients who were subject 
to such affective seizures. The first patient 
described her attacks as a “dream of de- 
light." The second patient said, “I felt that 
I had been away somewhere in a pleasant 
dream, which I was enjoying to the full.” 
It is of interest that this patient later had 
this pleasurable aura replaced by attacks be- 
ginning with a feeling of dread or apprehen- 
sion, thus confirming Jackson’s comments on 
the sequential alteration of affect. Wilson’s 
third patient, in speaking of the attack, said, 
"I used rather to welcome it, as a not un- 
pleasant feeling." 

In 1952, Mulder and I(20) reported on 
paroxysmal affective disturbances in 15 pa- 
tients who had lesions of the temporal lobe. 
In 4 patients the affect was pleasant. Reports 
of the condition of 2 patients were in- 
cluded. An alternation of affect during the 
attack occurred in one of them; the initial 
emotion was a pleasant feeling. The second 
patient had seizures beginning with a pleas- 
ant epigastric sensation. She was observed 
in an episode of spontaneous automatism 
during which she was euphoric and talkative. 
When asked how she felt, she replied, “Won- 
derful !” 

Subirana(21) described 2 patients who 
experienced pleasurable aurae. One patient 
noted “a feeling of an extraordinary beati- 
tude," and the other had attacks beginning 
with "a feeling of indescribable happiness." 
The first patient had a deep-seated glioma of 
the temporal lobe. 

Williams(9) noted a pleasant-feeling tone 
in 9 patients, It was described in such terms 
as “elation,” “pleasure,” “satisfaction,” glad- 
ness” and so on. In his patients it was fre- 
quently associated with visual hallucinations 
or perceptual changes. 

Laughter has received relatively little at- 
tention as a manifestation of ictal emotion. 
Recently I(22) have, with Mulder, reported 
on 2 patients who experienced laughter as a 
fixed part of their attack. On the basis of 
the pattern of the attacks in these patients, 
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we concluded that the laughter was an ictal 
event and not a postictal release. Evidence 
of disease of the temporal lobe was present 
in both these patients, one of whom had a 
tumor. 

Ironside(23), in reviewing disturbances of 
laughter as manifestations of neurologic dis- 
ease, reported several instances of ictal 
laughter. 

Twelve patients of the present series re- 
ported pleasurable emotions during the aura. 
The patient in case 5, as was previously men- 
tioned, observed a pleasurable sensation 
which ultimately was succeeded by a feeling 
of depression. 


Case 5.—A 36-year-old man had been in good 
health until 3 years before, when he experienced 
his first attack, He recalled the circumstances well, 
describing them as follows. He was driving in his 
automobile with his children, and stopped at a 
traffic light. Suddenly the sunlight appeared to be 
more intense, and he felt that his perceptions were 
unusually acute. It seemed to him at the moment 
that he had viewed this same scene before, al- 
though in some strange way it was in a different 
place and in different circumstances. Sounds be- 
came distant. He was nauseated, sweated and had 
an urge to defecate. At the same time he felt that 
he somehow was dissociated from his body, and 
was looking down on the scene. During this epi- 
sode he experienced a pleasurable emotion which 
he said was like that "you have on a sunny day 
when your friends are all around you." This sei- 
zure was brief, and apparently his behavior at- 
tracted no attention. During the next few months, 
these attacks occurred infrequently. During some 
of them, his face or other portions of the body 
tingled. Because of the persistence of these attacks, 
he consulted his family physician, who referred him 
to a neurologist. Electroencephalograms were said 
to show a disturbance of function in the temporal 
region, but a pneumoencephalogram was interpreted 
as giving normal results. He then was given anti- 
convulsant medicaments. The attacks continued, 
and became associated with an unpleasant emotion. 
He said, "It's like being in an old empty house on 
a dark rainy day, or like being in a deserted office 
building. It's a feeling of being alone." 

This man was referred to the clinic for additional 
studies about 30 months after the onset of his symp- 
toms. Pneumoencephalography was repeated. It re- 
vealed a slight shift of the ventricular system to 
the left, with a deformity of the temporal horn. 
Craniotomy was done, but a tumor could not be 
identified. The patient returned 9 months later, at 
which time signs of increased intracranial pressure 
had developed. A grade 3 astrocytoma was found 
in the depths of the right temporal lobe. Decom- 

pression was done and the patient was treated with 
radioactive cobalt. During this therapy, a severe 
headache developed abruptly and shortly thereafter 
he lapsed into coma and died. Necropsy (per- 
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formed by Dr. George P. Sayre) revealed an infil- 
trating astrocytoma arising on the medial side of 
the right temporal lobe (fig. 2, faces p. 104). 


Other patients described similar pleasura- 
ble sensations, One man, who also had a 
tumor of the temporal lobe, usually had gus- 
tatory hallucinations, although olfactory hal- 
lucinations occasionally occurred. Either of 
these was pleasant and followed by what he 
termed “a nice, quiet, far-away feeling; 
everything is so quiet and I can see only what 
is ahead.” At such times he felt “easy-going 
and confident.” Another man, in describing 
the onset of his attacks, said: “Everything is 
rosy”; he also spoke of feeling serene or 
peaceful. He was seen to become pale, make 
masticatory movements and become con- 
fused. Afterward, he was aphasic, and ex- 
hibited weakness of the right side of the face. 

Two patients related their pleasurable sen- 
sations to the epigastrium. One young 
woman spoke of “a warm, butterfly feeling” 
in the epigastrium, associated with pallor and 
a sensation of hunger; automatic behavior 
followed. A farmer’s attacks began with 
nausea and a burning sensation in the epigas- 
trium, succeeded by a pleasant feeling “like 
whisky taking effect.” 

Two other patients had hallucinatory phe- 
nomena that could be recalled after the sei- 
zure. A man’s episodes began with a pleasant 
but unrecognizable aroma, and during this 
time he had “just a very pleasant feeling.” 
This was succeeded by what he termed “a 
dream.” He could recall little of it after- 
ward, but said it had “no conversation and 
no scenery.” A woman observed nausea, fol- 
lowed by a “freezing sensation” that passed 
over her entire body. Everything appeared 
strange and unfamiliar. She saw a feature- 
less woman wearing a pink hat. Her emo- 
tion during this time was one of pleasure, 
and she said: “I rather enjoy the spell.” 

One patient reported the unusual occur- 
rence of a pleasurable aura to her minor at- 
tacks and a feeling of fear at the onset of 
major attacks. She said of the minor at 
tacks that they began with a “relaxed” feel- 
ing. This would usually persist long enough 
for her to walk into the back of the store 
which she and her husband operated. After 
this there was a feeling of remoteness and 4 
sense of unreality. She would be unable to 
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speak, and finally would become automatic. 
The generalized convulsions began with a 
feeling of intense fright, "like I'm going to 
die.” This was associated with the feeling 
that the blood was draining away from her 
and that she was short of breath. The cause 
of the attacks, which had been present for 
14 years, could not be determined. 

The association of pleasure and visual hal- 
lucinations was not frequent in this group 
of patients ; only 3 reported visual hallucina- 
tions. However, autonomic events, includ- 
ing nausea, sweating and pallor, occurred 
almost uniformly. Frequently, these auto- 
nomic phenomena were not appropriate to 
the quality of the emotion; nausea, for ex- 
ample, is not a customary accompaniment of 
pleasure. These observations emphasize that 
vegetative activity, although a concomitant 
of affect, is not its essence. 


MISCELLANEOUS EMOTIO NS 


The Sensations just described so regularly 
constitute ictal affect that other forms of 
emotion merit almost individual attention. 
Rage, although it has been the subject of 
frequent Speculation, actually is only rarely 
Teported as a manifestation of ictal dis- 
charge, Williams(9) observed fury only 
Once, and in the patient concerned its exact 
Significance seemed uncertain. Mulder and 
1(20) described a patient who interpreted 
Ns emotion during the aura as a feeling 
ii Ask Jackson(24) mentioned a “look 
of aaa 1n one patient. This paucity 

Teierences suggests that anger is an infre- 
Quent ictal emotion, 
ram Sensations seem equally rare. 
ses To) has reported an instance of 
in nds mania associated with a meningioma 
ilios Aelia region. He interpreted 
cortical a © consequence of irritation of the 
Pis Pn involved in somatic genital sen- 
Suggests Owever, a review of the history 

that there was an intense affective 


Component : = 
that this ent during the seizures, and 


In the abs 


Ic somati 
Tare, but th 


n aura to 
ve 


scribed paraesthesias of the labia, likewise 
without affective quality. However, my col- 
leagues and I(26) noted one patient who 
experienced genital sensations which she in- 
terpreted as being similar to those of or- 
gasm. Gastaut and Collomb(27) have made 
similar observations, pointing out that only 
a few patients experience erotic sensations 
as the aura to their attacks. Thus, if somatic 
genital sensations are distinguished from 
erotic affective experiences, the latter seem 
to be relatively rare, but may occur and 
represent ictal discharges. 

Hunger and thirst are not customarily 
classed as emotions, and are not included in 
this discussion. Occasionally, they may oc- 
cur as parts of an epileptic aura. They seem 
as rare as instances of anger or sexual sen- 
sation. 


AFFECTIVE ELABORATIONS 


In general, the emotions described as 
manifestations of epileptic discharge are dif- 
fuse and undifferentiated. In many instances 
they represent a sudden welling-up of raw 
emotion inappropriate to the immediate situ- 
ation. However, at times the emotional 
quality becomes associated or integrated into 
the patient's immediate environment; it be- 
comes as it were “externalized.” 


Case 6,—An 18-year-old girl had been subject to 
seizures since the age of 2 years. When she was 
very young, she would hold her hands over her ab- 
domen and double up. Her parents noted that she 
would be pale, and have a frightened expression. 
Then she would seem confused; occasionally these 
attacks terminated in a generalized convulsion. As 
she became older, at the onset of her attacks, she 
would often run to her parents, crying out, "I'm 
going to die.” During the few years prior to the 
time we saw her she described her attacks as fol- 
lows: she might be looking at any object when it 
suddenly assumed a frightening quality which was 
totally inappropriate to the nature of the object. 
Simultaneously, she had a feeling of being "ashamed 
and guilty." If she looked away, the intensity of 
the emotion decreased, but if she returned her gaze 
to the object the emotion returned to its former in- 
tensity and then slowly increased until she lost 
consciousness. On occasion she believed she had 
aborted an attack by gazing away into space. Usu- 
ally, however, this emotion was followed by pallor 
and a period of staring and unresponsiveness, with 
purposeless behavior. An EEG showed no abnor- 
mality, and the cause of her attacks was not de- 
termined. 


This patient’s attacks are rather reminis- 
cent of the patient of MacLean(28), who 
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experienced a feeling of fright in his stomach 
and a conviction that someone was standing 
behind him. This fear was intensified when 
the patient looked to see if indeed someone 
was behind him. 

Another patient, whose pneumoencephalo- 
gram showed evidence of atrophy in the left 
temporal region, was subject to attacks which 

' would begin with a feeling of inexplicable 
fear and a sense of apprehension. During 
this time he would be aphasic and unable to 
speak or to understand the conversation of 
those around him. Yet, although he could 
not understand their speech, he was con- 
vinced that the talk of other persons was 
derogatory to him. Another man, who was 
found to have a tumor situated deep in the 
temporal region, had attacks of nausea and 
an epigastric sensation "like a bag full of 
worms." He would become ashen, sweaty 
and fearful, and rush about the house lock- 
ing all the doors. 

Three patients more explicitly expressed 
fears of external attack. A young girl said 
of her seizures that they began with a sense 
of fear and a feeling that “a man is going to 
grab me"; a 10-year-old boy described an 
almost identical experience, saying he felt 
"as if some men were after me." In another 
man the form of the projection of his fright 
depended on his circumstances. If he was 
in a brightly lit room with people present, 
he felt fear and a conviction that someone 
was behind him, although he knew this 
was not true. On the other hand, if he was 
outside in the dark, bushes and shadows 
changed their appearance; they seemed to 
be menacing figures about to attack him. 
Any noise, such as the rustling of leaves, was 
interpreted as the sounds of attackers ap- 
proaching him. 

It may be argued that these elaborations or 
projections of the emotion into the environ- 
ment are no more than the conscious or un- 
conscious effort of the individual to relate an 
intense, but inexplicable emotion to the total 
content of consciousness, thereby rendering 
it at least comprehensible. Direct statements 
of the patients argue against this. Most re- 
tain sufficient insight, or undergo a “doubling 
of consciousness," to be able to recognize 
that. these feeling are unreal. Part of their 
censeipusqéjé ian xperaeive that these cir- 

cumstances are a fixed and stereotyped part 
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of the attack, although the sensations seem 
genuine. This was lucidly expressed by Ken- 
nedy's(29) patient, who was found to have 
a tumor of the temporal lobe. She said: 
“Other unhappy, uncomfortable sensations 
may constitute the attack, which I can't find 
adjectives to express . . . these sensations 
never seem to be real . . . even when I am 
feeling them. I know they have no cause, 
but I can't throw them off." During some, 
she said, “At the same time I felt my neigh- 
bors must have known what was wrong with 
me, that they must be looking at me. . . ." 

Perhaps an alternate explanation is that 
these events are analogous to illusions. With 
seizures arising in the so-called primary areas 
there are undifferentiated sensory hallucina- 
tions, such as balls of light, buzzing noises, 
or tingling. On the other hand, perceptual 
illusions may occur, so that sounds may be- 
come louder or fainter, or the shape or size 
of objects may be distorted. Similarly, the 
majority of ictal emotions are crude—Jack- 
son would have said "brutal" The affective 
elaborations then may represent a stage of 
greater complexity with a closer approach 
to the normal state of nervous activity in 
which emotion may add shadings and impli- 
cations to otherwise neutral environmental 
stimuli. 


ASSOCIATED ICTAL EVENTS 


If the concept is accepted that affective 
aurae are manifestations of local epileptic 
discharges, a consideration of the associated 
events during the attacks should give con- 
firmatory evidence for the site of origin. O 
all the concomitant events during these at 
tacks, the most frequent were visceral phe- 
nomena. Under this term I include(1) in- 
testinal motor and sensory phenomena, such 
as nausea, borborygmi, vomiting, urges tO 
defecate or actual defecation, and other ab- 
dominal sensations, (2) vasomotor disturb- 
ances, including pallor, flushing and palpita- 
tion or tachycardia, and (3) sudomotor 
phenomena, which consisted of sweating- 

In the first category, 20 patients had phe 
nomena relating to the abdominal viscera 
Eight patients complained of nausea, one p^ 
tient experienced belching and audible bor- 
borygmi, while another patient had an urge 
to belch. One patient experienced defecatio? 


Fic. r.—Right carotid 
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without loss of consciousness, and in another 
there was the urge to defecate. The remain- 
ing 8 patients described various abdominal 
sensations, such as “‘a rolling feeling," “an 
empty feeling,” "butterflies in the stomach,” 
or “throbbing.” 

Cardiovascular disturbances occurred in 
17 instances. Pallor was observed in 13 pa- 
tients, and flushing in 4. Palpitation or other 
cardiac sensations were present in 7 patients. 
Two patients had uncontrollable hyperventi- 
lation during their attacks and 2 others re- 
ported feeling short of breath. 

Six patients experienced profuse sweating 
during the onset of the attack, and one re- 
ported the occurrence of “goose flesh.” In 
all, 55 forms of vegetative activity were de- 
scribed by 35 patients, 

With my colleagues, I(26) have discussed 
elsewhere the significance of these phe- 
nomena as epileptic manifestations. We con- 
cluded that two general cortical regions are 
associated with autonomic or visceral phe- 
nomena. The first is the frontotemporal re- 
gion, including the posterior orbital portion 
of the frontal lobes, the island of Reil and 
the anteromesial portion of the temporal 
lobe. The second cortical region comprises 
the mesial parasagittal region of the frontal 
lobes. In the patients under consideration, 
the great incidence of visceral phenomena 
lends Strong support to the electroencephalo- 
graphic and pathologic evidence for the ori- 
Em of these seizures within the temporal 
region. 

Uncinate fits occurred in 14 patients. The 
ax citations were olfactory in 6 patients 
Hare in 4. Two patients reported 
: isturbances of taste. In one there 

as à prodrome of a bad taste for several 


hours before the attack, and in the other pa- 


vers there was a disturbance of taste postic- 
rad i T Patients reported nonolfactory 
ss Pr ig consisting of burning in the 
Š Ein Psychic experiences recognized 
ihi ea manifestations of discharge from 
ints Ltd lobe were observed in 20 pa- 
While jà vu was reported by 6 patients, 
twr 7 reported feelings of strangeness, un- 
y or unfamiliarity. Perceptual illusions, 

ing ae ee hyperacusis or an echo- 
pati ity to the sound were described by 4 
: *n patients observed complex 


alterations of the psychic state. A man felt 
that, no matter what he thought about, his 
thoughts were “pulled back" to a certain idea 
which later he never could recall. Another 
patient spoke of thoughts "rushing through 
my head." Experiences suggesting old mem- 
ories or dreams were noted by 3 patients. 
Formed visual hallucinations, one of great 
complexity, were described by 4 patients, 
while 5 others described visual hallucina- 
tions which either were unformed or the con- 
tent of which was difficult to recall. Two 
reported auditory hallucinations. One 
woman thought she heard a voice speaking 
to her, and would answer it during the at- 
tack. She thought it to be her father’s voice. 
Another patient heard pleasant music which 
later could not be recalled. 

Thirty patients had episodes of confused 
and automatic behavior ; in 18 instances these 
were associated with masticatory attacks. 


SUMMARY AND CONCLUSIONS 


On the basis of data in the literature and 
findings in the present study, it is clear that 
emotion may be recognized by patients as 
an intrinsic part of their attacks, and not as 
a reaction to the occurrence of the attack it- 
self. The emotion is stereotyped in that it 
is constant in both quality and time of occur- 
rence during the attack. The quality of the 
emotions varies from patient to patient, and 
occasionally sequential alterations of emo- 
tion occur in the same individual. Fear or 
sensations of anxiety are reported most fre- 
quently. Ill-defined unpleasant sensations, in 
many instances akin to fear, also are com- 
mon. Depressive symptoms are relatively 
rare. On the contrary, a minority of pa- 
tients reported pleasurable experiences. 

Evidence appears overwhelming that in the 
majority of patients the discharges associ- 
ated with these seizures arise in the temporal 
region. In many instances there was con- 
vincing evidence of origin in the depths of 
the temporal lobe. Uncinate hallucinations 
and vegetative phenomena occurred either 
singly or in varying combinations in 38, or 
almost 75%, of the patients, Both these epi- 
leptic manifestations are indicative of dis- 
charges deep in the temporal region. Masti- 
catory attacks, for which Magnus and 
co-workers(17) have postulated that the 
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amygdaloid nucleus is the efferent mecha- 
nism, were also relatively common. This im- 
pression was further supported by the ana- 
tomic location of the verified vascular anom- 
alies, atrophic lesions and the tumors. Thus, 
evidence favors the fact that the deeper tem- 
poral regions, areas either intimately associ- 
ated with or an actual part of the rhinen- 
cephalon, are involved in these seizures. 

It will be recalled that in addition to the 
temporal area, certain supracallosal struc- 
tures in the medial parasagittal regions also 
are parts of the so-called limbic system. Ex- 
amples of affect associated with lesions in 
this area are rare. Erickson's(25) patient is 
one instance. As was previously mentioned, 
one patient in my series had an oligoden- 
droglioma located on the mesial surface of 
the frontoparietal parasagittal region. This 
patient experienced attacks which would be- 
gin with a sensation of fear and a rising epi- 
gastric feeling. Therefore, it seems likely 
that the so-called limbic system is involved 
in ictal affect. 

These conclusions are in accord with ex- 
perimental evidence concerning the func- 
tions of this region. In 1933, Herrick( 30) 
suggested that the rhinencephalon might 
have activities other than those related di- 
rectly to olfaction. He wrote that 


An important function of the olfactory cortex, in 
addition to participation in its own specific way in 
cortical associations, is to serve as a non-specific 
activator for all cortical activities, 

This type of non-specific activity is one of the 
major functions of the olfactory cortex. . . . Hav- 
ing no localization pattern of its own, it may act in 
two ways: first upon other exteroceptive systems 
whose localized mechanisms are adapted to execute 
adjustments where external orientation is demanded, 
and, second, upon the internal apparatus of general 
bodily attitude, disposition and affective tone. 


In 1937, Papez(31) proposed a concept of 
the anatomic substrate of emotion based on 
purely theoretic grounds. He suggested that 
the hypothalamus, the anterior thalamic nu- 
clei, the gyrus cinguli, the hippocampus and 
their interconnections constitute a harmoni- 
ous mechanism that may elaborate the func- 
tions of central emotion, as well as partici- 
pate in emotional expression. 

Almost simultaneous experimental con- 
firmation of these general concepts was made 
by Klüver and Bucy(32), who studied the 
effect of resection of both temporal lobes in 


monkeys. These authors noted profound be- 
havioral changes in the monkeys, including 
pronounced placidity and a “psychic-blind- 
ness” that was characterized in part by in- 
ability to recognize fearsome stimuli. Great 
changes in the sexual behavior of the animals 
also were present. 

Spiegel and co-workers(33) reported 
states of rage in cats with experimentally 
produced lesions in the region of the olfac- 
tory tubercle and the amygdala. Bard and 
Mountcastle(34), in an elaborate study of 
cats observed over a prolonged period, re- 
ported that extensive ablation of the isocor- 
tex was not associated with any striking 
emotional alteration; however, subsequent 
destruction of either the region of the amyg- 
dala or the cingular zone was associated with 
the development of "sham-rage" reactions. 
If the isocortex was left undisturbed, then 
only lesions in the region of the amygdala 
were effective in the production of ragelike 
states. i 

These observations have been directly op- 
posed by the reports of Schreiner and Kling 
(35), who described profound placidity com- 
bined with hypersexuality in carnivores after 
destructive lesions were produced in the 
region of the amygdaloid nucleus. The cause 
of these discrepancies is not clear and fur- 
ther investigation of this problem is indi- 
cated. In any event, regardless of the char- 
acter of the emotional disturbances, all au- 
thors agree that the affective behavior and 
responses of animals to external stimuli are 
greatly altered by lesions in this region. 

Considerable attention has been devoted 
recently to elaboration of these animal stud- 
ies by methods of chemical and electric stim- 
ulation. MacLean(36) has observed "fear- 
ful alerting” after stimulation of the 
hippocampal area in animals. Shealy and 
Peele(37) report that in cats, stimulation of 
the amygdaloid nucleus produces either 
frightened behavior, undirected rage or afl 
"alert" state. In man, stimulation of this 
area has caused fear, anxiety or “weird 
feelings" (38). On the basis of an extensive 
review of the literature, Pribram and Kru- 
ger(39) have proposed subdividing the rhin- 
encephalic structures into 3 systems, an 
have formulated hypotheses relating to their 
functions. Further experimental studies will 
be necessary for evaluation of these concepts: 
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The massive visceral accompaniments of 
affective states have led some(28) to equate 
rhinencephalic functions with visceral func- 
tion and to use the term "visceral brain." 
The implication exists that emotion is basi- 
cally visceral in origin. Such a conclusion 
is more readily justified on the basis of ani- 
mal studies than on the basis of the experi- 
ences of human beings with seizures. In 
man, there is plentiful evidence that during 
minor seizures extensive autonomic changes 
may occur entirely without emotional accom- 
paniments. As was previously pointed out, 
at times there is a discrepancy between the 
quality of the emotion and the character of 
the vegetative events. Thus, while emotion 
and vegetative states may proceed pari passu, 
they are not in one-to-one correspondence. 
Vegetative activity is not the skeleton of 
emotional sensation. Pribram(40), on differ- 
ent grounds, has expressed a similar opinion 
and propounded a broader concept in which 
autonomic function plays a varying role as 
one of several variable but interrelated fac- 
tors producing emotion. 

Williams (9) has suggested that there is 
a certain topographic localization of emo- 
tion in the temporal region. This concept 

the appeal of symmetry, but on theoretic 
grounds it is hard for me to accept the con- 
cept of “centers” for fear or for pleasure in 
such a phylogenetically ancient system. An 
alternate Possibility is that the patterns of 
Een in this general area, with associ- 
ee bread alterations in physiologic 
of activity of both the central nervous 
B E um milieu of the body, 
bun e state interpreted as 
3 Sa obvious that any attempt to develop 
A P the physiology of emotion, in 
Com d havior of experimental animals 
ong B ogies, founders on the ab- 
States in dh: Jective reports of the emotional 

; c animal, Furthermore, one must 
the basis Le attempting to extrapolate on 
€ majority Gp otic events. Certainly, in 
meager and S en, ictal emotions are 
dad subtlety y e. They lack the profusion 
ient is not E normal emotions. The pa- 

a . eceived : these are experiences 

PPening to him. They ar involunta 

as the jerk y are as involuntary 
j ng of a hand during a focal mo- 
T€. In other focal Seizures there is 
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a derangement or fragmentation of nor- 
mal cortical activity, so that the epileptic phe- 
nomena constitute a distortion of the normal 
function of that area. Just as the "clotted 
mass of movement" in a jacksonian seizure 
may give no clue as to the complexity of 
motor patterns latent in the cortex, so also 
may the emotion in an affective seizure only 
hint at the richness of function in these 
areas. 

In view of such reservations, what do 
these observations tell us concerning emo- 
tion? The frequent concomitant occurrence 
of affect, vegetative phenomena and olfac- 
tory and gustatory sensations underlines 
their importance in activities essential to 
the preservation of the individual and to 
the maintenance of the species. I tender the 
suggestion that emotion exerts a selective 
function in emphasizing and coloring incom- 
ing stimuli. In a sense, it filters present ex- 
perience in the light of the past—encourag- 
ing certain actions, denying others. By its 
relatively long duration, it possesses an ex- 
ecutive capacity, providing continuity to the 
activity of the individual and orienting 
future acts in terms of the present. It is 
the archer of time’s arrow. 
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COMMITMENT PROCEDURES AND THE ADVANCEMENT OF 
PSYCHIATRIC KNOWLEDGE : 


JACQUES S. GOTTLIEB, M. D, ann GARFIELD TOURNEY, M.D.: 


Society's methods of approaching disturb- 
ances and deviations of human behavior are 
am everchanging process, dependent upon 
historical traditions and their modification 
through humanitarian movements and the ac- 
cumulation of new knowledge. Law deals 
with the entire gamut of human relations, 
concerning itself in some way with the solu- 
tion of the totality of human problems. Psy- 
chiatry too, studies many aspects of human 
behavior, its deviations, motivating forces, 
and along with law, techniques of control and 
modification. Therefore, it is inevitable that 
significant interdependences between law and 
psychiatry exist, and each must take cogni- 
zance of the other to handle the intricate and 
perplexing problems of human behavior. 
However, differences are readily apparent in 
their respective interpretations of behavior 
and their approach to personality deviations. 
In this paper, these interdependences will be 

ussed, as well as problems resulting from 
certain fundamental differences in viewpoint, 
With emphasis on their relationship to the 
problem of hospitalization of the mentally ill, 
and possible modification of the laws regard- 
ing commitment as a result of advances in 
Psychiatric research and treatment. 

Several English psychiatrists in their re- 
Cent text on psychiatry(1), in which they 
made a comparative study of commitment 
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chiatric methods to the rehabilitation of the 
sexual deviate and criminal(2). The causes 
of this are related to a number of factors. 
One is a tradition still influenced by the cele- 
brated Packard case of 1864, in which trial 
by jury became a precedent for commitment 
(3). The second important factor is a society 
in which relatively unrestrained freedom is 
every individual’s right. Also of fundamen- 
tal significance are the differences in orienta- 
tion of law and psychiatry to the problems 
of human behavior(4). 

Law with its historical background, sense 
of tradition, well established precedents and 
many accepted attitudes of the general pub- 
lic, has concerned itself with the protection 
of society and the rights of the individual. 
Its “psychology” has been based on a num- 
ber of archaic principles, rigid dichotomies 
of black and white, right and wrong, sane 
and insane. The use of the concepts of free 
will and responsibility often becloud certain 
issues. Its techniques for control of deviant 
patterns of behavior utilize determent and 
punishment of the transgressor. In the hos- 
pitalization of the mentally ill, highly formal- 
istic procedures are characteristically a part 
of the legal framework and illustrate little 
understanding of the bases of human be- 
havior. These many factors and their rami- 
fications have limited the approach of the 
legal framework to the problems of the men- 
tally ill. On the whole, laws are relatively 
static, and considerable effort usually must be 
exerted in order to change existing codes by 
legislative action. 

Psychiatry, on the other hand, is a recent 
development within the framework of the 
medical sciences. The tremendous impetus 
for its recent growth, with a resultant ac- 
ceptance by the medical profession and the 
general public, has occurred only during the 
past 25 years. Once an isolated medical spe- 
cialty concerned primarily with hospitalized 
psychotic patients, its domain has now been 
greatly expanded to include many aspects of 
human behavior, such as the psychoneuroses, 
personality disorders, and more recently alco- 
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holism, drug addiction, sexual deviations and 
anti-social behavior. The psychiatrist deals 
with a large variety of disturbances, a num- 
ber of which may exist on a continuum. He 
admits that often the dividing line between 
the normal and the pathological is an am- 
biguous one. He is concerned about the treat- 
ment and rehabilitation of the mentally ill. 
His approach to human behavior is both de- 
terministic and dynamic in that he is con- 
cerned with the causes and a rational modifi- 
cation of these various patterns of behavior. 
Unfortunately, the discussion of Professor 
Jerome Michael(5) of Columbia University 
Law School made 20 years ago in regard to 
the thinking of many jurists toward psychia- 
try, still stands and has some basis in fact. 
They [the jurists] are skeptical of psychiatry be- 
cause of the immodesty of some psychiatrists which 
has allowed them to make extravagant claims re- 
garding their power of diagnosing and solving not 
only of individual, but of social problems . They are 
skeptical because of what they have been able to 
learn regarding the unreliability of psychiatric diag- 
nosis and the uncertainty thereof. They are skepti- 
cal because of the fantastic character of the testi- 
mony which psychiatrists give in the courts. They 
are skeptical beause of the widespread disagreement 
among medical psychologists about the fundamental 
problems both in theory and practice. They do not 
understand how scientists can differ so radically 
among themselves about matters of science, and 
they are forced to conclude either that those who 
disagree are not scientists, or that about which they 
disagree is not scienee, but rather opinions of 
greater or less validity. 
Psychiatrists themselves have become in- 
creasingly aware of the limitations of their 
own knowledge and the need for further re- 
search. One must realize that psychiatry as 
yet is unable to thoroughly understand on a 
scientific basis many aspects of mental dis- 
order and its treatment. To the many prob- 
lems facing psychiatry, the solution will come 
only through further research. This requires 
the recognition by all psychiatrists, the medi- 
cal profession, and the general public of the 
need for psychiatric investigations(6). The 
public has been inundated with psychiatric 
propaganda as though current knowledge was 
sufficient for an adequate understanding and 
treatment of emotional illnesses. Psychiatric 
propaganda has ignored in the main the lack 
and the need for new knowledge, new knowl- 
edge to be applied in the clinic and hospital 
for the treatment and care of the patient, new 


knowledge upon which to base preventive 
programs. It should also be realized that this 
new knowledge in psychiatry will not come 
from purely clinical studies, although there 
is a great need for further clinical clarifica- 
tion of psychiatric disorders. Basic research 
including work in the areas of neurophysi- 
ology, neuropathology, neurochemistry, en- 
docrinology, psychology, sociology and an- 
thropology is imperative for the solution of 
the multiple psychiatric problems with which 
the medical profession is faced. 

This is not to imply that progress has not 
been made, and, therefore, that the progress 
that has been made should have no impact 
on legal procedures. Significant advances in 
the management and treatment of hospital- 
ized psychotic patients have occurred over 
the last 25 years. The somatic therapies, drug 
therapies, group and individual psychothera- 
peutic programs in mental hospitals have al- 
tered the prior feeling of pessimism toward 
therapy of the mentally ill, to one of hopeful- 
ness, even in some instances, enthusiasm. The 
mental hospital has become a type of "thera- 
peutic community" and no longer merely à 
repository for custodial care and restraint. 
These advances in treatment have led to the 
mentally ill being considered sick people 
capable of being treated and cured. Hence, 
facilitation of hospitalization and discharge 
is very desirable for large groups of patients. 

'The undesirable features of commitment 
laws have been described on many occasions 
(7, 8). Briefly, these features include the 
stigma of criminality, use of jury, legal sef- 
ice and notice to the patient, the insistence 0 
personal appearance in a court hearing, the 
exposure of the patient as a public spectacle 
and the public record of such, emphasis 0 
lay judgment as in trial by jury with a 7€ 
sultant identification of criminality and in 
sanity by the procedure, the certification o 
mental illness as tantamount to legal incom- 
petence with a resultant loss of civil right 
police participation, publicity, inquiry int? 
the patient's financial status, and use of 4? 
anachronistic terminology. What role does 
the acquisition of new knowledge play ™ 
psychiatry in modifying these archaic atti- 
tudes? Through public education and edu- 
cation of legislative, judicial and legal pr” 
fessions one can hope for an alteration m 
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many of these attitudes. This has already oc- 
curred in a number of states. The concept of 
mental illness has changed within the frame- 
work of medicine in the areas of these 
advances, and with the realization by the pub- 
lic and the legal profession that mental dis- 
ease is not something sui generis, and there- 
fore, in its essential manifestations different 
from other illnesses. The development of the 
mental hospital as a therapeutic center rather 
than a custodial repository, and the fact 
that mental illness can be treated and greatly 
ameliorated, has resulted in altered public 
opinion. A certain amount of modesty on the 
part of the psychiatrist in approaching hu- 
man behavior, with his acceptance that there 
Is a great deal that he does not know about it, 
and therefore his emphasis on the need for 
Tesearch in the field has improved, and 
should continue to improve, his relationship 
with the lawyer, 

There is no doubt that as the psychiatrist’s 
knowledge of human behavior increases, his 
domain broadens, In addition to the psychotic 
and the psychoneurotic, the psychiatrist 
should concern himself with many disorders 
having tremendous legal significance such as 
alcoholism, drug addiction and sexual devia- 
tions. Increased attention is being paid to the 

criminal mind" and psychiatry in some cases 
has proven to be a valuable adjunct to the 
Social rehabilitation of the criminal. 

Legal procedures relating to alcoholism, 
drug addiction, and sexual psychopathy have 
many of the archaic characteristics of the 
Commitment proceedings. Again the concern 
is with conduct, punitive measures, use of 
archaic terminology, little or no understand- 
i p^ and motivations for such be- 

;..* ^D à recent study(9) of the psychi- 
Eee S the laws of homosexuality, 
Bru BE that it is time to go be- 
and apply E. TRUM and Leviticus 
deviation t "n n bu knowledge of this 
EN. the ME an adequate law 
ilie to mar em lem. This certainly ap- 
jer, e isturbances of human behav- 
Within the y sexual offenders. However, 

present framework of our psychi- 


atri 

a ledge, the management of these 

Primari as well as the criminal depends 

chiatric y upon sound legal principles. Psy- 
Examination and treatment may bea 


help in such management but the majority 
of such individuals must still be handled 
largely by current legal methods. These areas 
wait patiently for significant investigation 
from the psychiatric view point to add to our 
knowledge techniques of management and 
therapy before there may be a change in the 
legal framework. 

It is interesting to note that in several re- 
cent articles in legal journals, an emphasis is 
being placed upon research as a tool in un- 
derstanding these various disturbances and 
deviations of human behavior. In regard to 
commitment, we read : 


Ignorance as to its nature [mental illness] has 
Írequently caused man's treatment of it to result in 
more harm than good. Legislation has reflected this 
ignorance, especially in commitment statutes which 
have been overbalanced with unnecessary pro- 
cedures designed to protect the public safety, the 
public pocketbook and the individual right to un- 
restrained freedom(10o). 


Another author (11) states in regard to the 
need for a constant process of enlightenment 
about psychiatry for judges and lawyers: 


The medical profession has the responsibility of 
carrying on research and advising the public of any 
advancements that are made. The legal profession 
should endeavor to see that laws and court pro- 
cedures are modified to encompass any relevant 
psychiatric findings and therefore insure in this field 
more intelligent and realistic administration of 
justice. 


In discussing sentences for sex offenders, 
Tappan(12) concludes: 


Finally, and particularly, it should be stressed that 
insofar as we may aim at something more ambitious 
than custodial confinement of the sexual offender, 
we can do so only through emergency facilities and 
personnel for research. 

In clinical theory it is highly desirable to retain the 
delinquent in custody until—and only until—the 
causes of his behavior are resolved so that he can 
return to the community rehabilitated as no longer 
dangerous. Our ability, however, to apply this 
theory to good effect must depend upon a combina- 
tion of skills: to discover the causes of the de- 
linquency, to apply effective treatment methods ac- 
cording to the requirements of the particular oí- 
fender, to secure the necessary personnel and other 
resources, for treatment methods according to the 
requirements of the particular offender, to secure 
the necessary personnel and other resources, for 
treatment, and—most of all, in the interest of 
justice—adequate criteria for release. 


It is interesting to note that in regard to 
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hospitalization of the mentally ill, Mayer- 
Gross, et. al., write(1): 

The liberalization of law and administrative prac- 
tice has everywhere been closely connected with the 
progress of research and treatment, 

One should not imply that the impetus for 
change in commitment laws and other legis- 
lation regarding disturbed behavior, can come 
only from the acquisition of new knowledge 
in the field of psychiatry. The humanitarian 
viewpoint toward the mentally ill promul- 
gated in the early 19th century by Pinel and 
the Tukes, and later in this country by Doro- 
thea Dix and Isaac Ray, plays a very signifi- 
cant role(13). Up until recently, changes in 
the hospitalization and treatment of the men- 
tally ill have been made through an emphasis 
on the humane needs of the mentally ill, the 
importance of approaching them as being ill 
rather than possessed or consciously de- 
ranged. Such an approach at understanding 
has reduced many of the fears of the men- 
tally ill. However, the humanitarian ap- 
proach, although it has led to many signifi- 
cant reforms, has not been able to modify 
many of the undesirable procedures related 
to commitment. The desire and need of the 
public and legal profession to have a greater 
factual understanding of the mentally ill can 
be satisfied through greater knowledge of the 
illnesses and the fundamental processes in- 
volved in their cause and treatment. Hence, 
research in psychiatry should widen the ho- 
rizon for the public and for the legal profes- 
sion, so that the original humanitarian prin- 
ciples in the management of the mentally ill 
have a more rational basis and can be more 
readily accepted. 

The goals of the ideal commitment law 
can be briefly stated(3, 14). There should 
be minimal legal formalism, minimal psycho- 
logical traumatization in admission policies, 
devices which aim to get maximum patient 
participation in therapy which includes in- 
tramural detention, simplified emergency 
provisions, simplified discharge procedures, 
removal of stigma resulting from archaic 
legal terminology, and finally, avoidance of 
commitment proceedings wherever possible 
by voluntary admission of patients. There 
must always be a safeguarding of the pa- 
tient's rights to petition for release by court 
hearing. But throughout, the emphasis should 


be on the patient's medical rights rather than 
his legal rights. The model act governing 
hospitalization of the mentally ill drafted by 
the committee of psychiatrists under the 
auspices of the National Institute of Mental 
Health, incorporates many of these prin- 
ciples. 

This model act can in no way be regarded 

as a final solution to the problem of commit- 
ment. With further knowledge in the area, 
there will undoubtedly be further alterations 
in the model law. Psychiatry grows more in- 
clusive, and impinges more and more on the 
domain of the law. It is anticipated that 
eventually psychiatry will be in a position to 
supplant certain legal factors in the manage- 
ment of such problems as alcoholism, drug 
addiction, sexual offences, and finally crimi- 
nal behavior. Psychiatry's approach to these 
problems now is extremely limited but this 
should not inhibit our thinking and planning 
in these directions. Judge Biggs(2), has 
only recently very pertinently summarized 
these problems: 
Let us revise our views and work from the premise 
that all laws should be for the welfare of society as 
a whole and not directed at the punishment of sins. 
On this premise our aims should be: first, security 
for the socially adjusted, the so-called ‘normal’ per- 
son; second, rehabilitation and re-education for the 
antisocial person, including those who are mentally 
ill; third, in carrying out the first aim, let us giv¢ 
humane custodial care to the person who apparently 
cannot adjust to the social norm. We should re- 
evaluate our present laws, consider their original 
purposes, how they evolved and whether they are 
necessary and desirable in the light of the present 
needs and knowledge and whether they have out- 
lived their usefulness. 

In conclusion, one can anticipate a grow- 
ing rapprochement between law and psychia- 
try, related to a restatement of certain bas! 
humanitarian values, but particularly due to 
developing psychiatric knowledge. These m 
fluences, through public and professiona 
education, should result in more satisfactory 
methods for hospitalizing the mentally ! l. 
Psychiatry, with its strivings for a scientific 
understanding of human behavior, must lead 
the way before there can be alterations in 
legal codes, but it is anticipated that the lag 
between law and psychiatry in the undef- 
standing and approach to mental illness, can 
be reduced through a closer correlation 9 
law and developing psychiatric knowledge- 
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A STUDY IN NON-RESTRAINT 


M. G. JACOBY, M. B., B. S4! H. BABIKIAN, M.D., E. McLAMB, R.N., AND 
B. HOHLBEIN, R. N. 


Physical restraint temporarily handles a 
ward situation but the net result is to 
worsen the condition of the patients. This 
paper is a report on the methods which were 
employed to avoid the use of restraint on a 
disturbed service. 

The service has 500 female patients in 
12 wards, each ward with a day room, dormi- 
tory and 18 single rooms. The patients are 
of mixed racial and national origins and 
most have come from metropolitan New 
York. They had been sent to this service 
because they were disturbed or grossly re- 
gressed and they were the most difficult 
women patients in this 10,000-bed hospital. 
An average of 40 patients were put in a 
camisole or restraining sheet each day. 


METHOD EMPLOYED 


The ward personnel were told that if they 
were worried about a patient and were un- 
able to handle the situation themselves, they 
should phone the doctor, who would drop 
everything that he was doing and would be 
on the ward within 5 minutes of the call. 
He would then make a decision as to how 
the situation should be handled. Only in 
extreme emergencies were the ward person- 
nel to apply restraint themselves and if they 
did so the doctor was to be informed im- 
mediately. From the beginning it was 
pointed out that no extra help would be 
available. 

Emphasis was put on permissiveness. If 
a patient wished to sit on the floor she was 
to be allowed to do so. 'The activities of 
patients were to be interfered with only if 
they annoyed other patients. Likewise, if a 
patient wanted a second helping of food at 
mealtime she should get it even if she was 
obese, the reason being that she had a psy- 
chological need to eat. Punishment had no 
part in treatment of mentally ill patients. 

These ideas were acceptable to the younger 
attendants but those with longer service 
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stated that they knew their patients and 
knew how to handle them. In many cases 
their attitude was custodial rather than 
therapeutic. 

The question was raised as to what to do if 
a patient requested to be put into restraint: 
it was pointed out that in this case the doctor 
should be called. We emphasized that by 
listening to the patient the state of tension 
usually passed off within a few minutes. 
Only occasionally is special medication 
necessary. 

'To equalize the burden of handling, some 
difficult patients were moved from the two 
most disturbed wards to other wards. This 
helped the conduct of patients both on those 
wards and in the rest of the group. Each 
ward had a cross to bear but no cross was 
too heavy. 

After this initial reshuffle the mere fact 
that a patient was disturbed and unmanage- 
able was not considered to be an adequate 
reason for her transfer to another ward but 
often to be a failure of ward personnel in 
handling the situation. This failure was 
dealt with by immediate discussion, not by 
disciplinary measures. No patients were 
transferred outside the service. 


THE FIRST FOUR DAYS 


Many difficulties were encountered dur- 
ing the first few days. Many attendants re 
sented what they considered to be an im- 
fringement of their authority. Some state 
that if they were unable to apply restraints 
they saw no point in remaining on the wards. 
There was a marked feeling of insecurity 
among the ward personnel. It was made 
worse by patients who had become trained 
to the idea of restraint, and when an assault 
occurred on the ward they would shout, "Put 
her in a bag.” This pressure and attempte 
direction by the patients was difficult t° 
resist. 

Further trouble occurred when the night 
shift, who had not been instructed in the 
ideas behind non-restraint, became resentf 
and objected to the work that the other pet 
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sonnel were doing. It had been thought that 
the contact with the day and evening shifts 
would have a beneficial effect on them and 
that the new ideas would gradually filter 
through. Instead, the night attendants criti- 
cized the day personnel for softness. This 
was at least partly due to some patients 
taunting attendants with the fact that re- 
straint was not to be used. 

On the fourth morning of the new pro- 
gram one of the doctors found two of the 
night shift personnel waiting to see him in 
his office. They stated that unless a certain 
patient was put in restraint for two days 
they intended to leave the hospital. Their 
complaints were listened to occupying 3 hour 
of the doctor's time. It was felt that the only 
way the situation on the night shift could 
be handled satisfactorily was to have group 
discussions with them. These conferences 
took place between midnight and 2 a.m. dur- 
ing their regular working hours. This situa- 
tion has been repeated many times with at- 
tendants who were unable to accept the 
program, 

_ Some incidents in the handling of patients 
in the first few days are worth recording: 
, SC. is a 30-year-old schizophrenic who 
IS aggressive and combative. The senior 
author was sitting in the nurse’s office on 
this patient's ward when he received a sharp 
blow over one ear. He turned around to 
find this patient behind him. She shouted 
aa “Look at my arm.” She showed a 
a. pu and said that she had received 
As Tes tous day from a patient who, if 
i 1 1 €en 1n restraint, could not have at- 
E^ pr per She was therefore passing it 
Pb e doctor. The patient was asked 
m cu Ded done about it all. Did she 
pos & he should be put in restraint be- 
bti die n ea on her physician? Cer- 
her. To and did not intend to restrain 
Hatch; S the patient had no reply and 
ched out of the room, 
OUT patients refused to keep clothes on 
When taken out of rts ane has an 


honor card 
to walk o i 
unaccompanied n the hospital grounds 


Medicati 


Er 5 ons are given 
injection, g by mouth, not by 


tient eee in emergencies. If a pa- 
madai "s her medicine, attempts are 
lasci de her to take it but no force 

* tE she continues in her refusal then 


medications are discontinued until she 
changes her mind. 

At the commencement of the program 
shock therapy was discontinued but later it 
was reinstated, each course of treatment 
being tailored to the patient's individual 
needs. 

The use of paraldehyde has been stopped 
because of its objectionable taste and smell. 
Luminal solution (1 grain to the dram) is 
available but takes some time to act and 
tends to cause a hangover the next day. 
Nembutal ($ and 14 grains) capsules were 
therefore used as a quick-acting, rapidly 
eliminated hypnotic, rather than luminal or 
bromide and chloral mixture. After a pa- 
tient attempted to commit suicide with 
Nembutal the capsules were withdrawn and 
Nembutal elixir substituted. Amytal and 
luminal injections are given if necessary, but 
are rarely needed if sufficient time is given 
to listening to the patients. 


FURTHER TRAINING OF WARD PERSONNEL 


During the first few days the ward per- 
sonnel were very jittery and they required 
constant encouragement and reassurance. 
Further meetings to talk over the problems 
of the. wards were held several times a week 
for all shifts during their working hours. 
It has been found that if the problems of 
one ward are considered, other wards faced 
with similar difficulties are helped. The at- 
tendants take criticism from each other when 
they are unable to accept it from the doc- 
tors. As the conferences continue the dy- 
namics of psychiatric illness are discussed 
in simple language with particular reference 
to therapy. The necessity of listening to 
patients rather than instructing them has 
been emphasized. Once the program was 
well under way the number of meetings 
were reduced to one a week. 

Emphasis has been laid on not humiliat- 
ing patients, carrying them along in a pro- 
gram rather than directing them. It was 
pointed out that many of our patients were 
in hospitals because they had been repeatedly 
ordered what to do—cheer up, behave them- 
selves, go out and enjoy themselves, do this 
and that—and their personalities had become 
constricted thereby. By encouraging pa- 
tients without condescending to them we 
help their personalities to re-expand. , Dis- 
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cussion in these terms is much more ac- 
ceptable than talking about constriction of 
the ego by the overpowering super-ego. 

The attendants have been made to under- 
stand that their part in the psychothera- 
peutic framework is as important as that 
of the doctor. They must not be afraid of 
taking up the doctor's time in reporting their 
problems, because without adequate informa- 
tion he is unable to function properly. 

As soon as the ward personnel were able 
to accept the program, emphasis was laid 
on the role of rejection in the etiology and 
symptomatology of the behavior of our pa- 
tients. Understanding why a patient is so 
demanding makes the staff much more tol- 
erant of her overwhelming need for atten- 
tion. 


E.F., a 24-year-old epileptic, was belligerent and 
unmanageable on her ward. She is the daughter 
of a prostitute and does not know who her father 
is. While she was a child her mother entertained 
her paramours in the room she shared with the pa- 
tient. When the patient commented she was told 
that she would do the same thing when she grew 
up. She feels extremely rejected by her mother. 

The patient was transferred to another ward 
where the attendant in charge was very plump, 
friendly and motherly. She became very attached 
to this attendant and kept close to her all day. 
After a week on the new ward the attendant com- 
plained that while the patient clung to her like a 
leech, she called her down behind her back. The 
attendant was reassured and it was pointed out in 
simple language that the patient had a great need 
to be wanted and loved. The attendant had, in fact, 
become a mother-substitute. The rejection by the 
patient was part of the patient’s attitude to her 
built-in mother image. The patient is now much 
more manageable and less disturbed, although she 
remains very demanding. 

A serious difficulty was encountered when the at- 
tendants’ moral outlook was outraged. 

M.D. and L.W. are psychopaths, aged 20 and 
18 respectively. They both have families who reject 
them. They were inseparable, going everywhere 
together, dancing with each other and sleeping in 
each other’s beds. At one meeting an attendant sug- 
gested that they should be parted and placed on 
different floors in the building. This proposal met 
with the approval of all the employees but it was 
pointed out that this apparently lesbian behavior 
was only a symptom of the psychopathology, not 
the cause. The reason for their behavior was that 

each one found a mother-figure in the other. Sepa- 
ration would therefore not be helpful. 

M.D. has now formed a mother-daughter attach- 
ment with an attendant and L.W. now has a strong 
bond of the younger sister-elder sister type to the 
nurse in charge of the evening shift. Five months 
after the start of the program they were both sent 
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on convalescent care to the charge of these em- 
ployees. 


After the program had been in operation 
for 6 weeks the service was visited by a 
psychiatrist from another hospital. He went 
to all the wards, interviewing personnel and 
asking their opinion of the changes in the 
handling of patients. All the attendants pro- 
fessed to be satisfied with the new system. 
At the next personnel meeting it was sug- 
gested to the attendants that they had not 
been honest about their feelings. That this 
was so was proved by the flood of hostility 
let loose. It was obvious that while they 
were following orders they much preferred 
restrictive measures, 

At the discussions many valuable sugges- 
tions on handling patients have been put 
forward by the attendants. All these ideas | 
are noted down and every attempt is made 
to act on them. One of the elevator opera- 
tors in the building suggested that, since the 
use of restraint was forbidden, the attend- 
ants should be taught ju-jitsu. He was there- 
fore invited to attend the personnel confer- 
ences to learn what was actually happening. 

We have been greatly impressed by the 
change of attitude in the personnel as well 
as the patients. They seem much more in- 
terested and contented in their work than 
previously. Certain attendants whose atti- 
tude is rigid have been unable to accept the 
program in its entirety, believing in the dis- 
ciplinary value of restraint. They are being 
retrained by the doctors who go up to the 
ward, pick two or three noisy, deteriorated 
patients at random and take them to the 
nurse's office along with the attendants and 
they all sit down with coffee and cigarettes. 
The doctor listens and the patients can talk, 
stay quiet, walk about or shout, as they 
wish. Within a few minutes the noisiest, 
most delusional patient calms down. In this 
way the attendants see psychotherapy in ac- 
tion. We emphasize the fact that a patient 
behaves in a certain way because she is ill 
and that patients do not “put on an act.” 
Even patients with hysterical fits have them 
because of their sickness. 

A news sheet for personnel has been 
started and is distributed to all wards, din- 
ing room and OT shops. It outlines progress 
made, activities for patients and changes 1" 
the program for the coming weeks. 
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OTHER CHANGES IN THE HANDLING OF THE 
PATIENTS 


The whole attitude to patients has been 
changed to one of permissiveness. Whereas, 
previously there has been little out-of-the- 
building activity, patients are now being 
taken for walks at every possible opportu- 
nity, particular emphasis being placed on 
taking out excited and deteriorated patients. 
Now we take out as many patients as we 
can rather than just the best behaved. Every 
ward is completely emptied of patients at 
least twice a week, when they must all go 
out for a walk. If a patient refuses to go 
out she must wait on another ward until the 
others return. 

At the end of the first week 20 reclining 
chairs became available. They were put on 
the most disturbed wards in place of benches. 
The improvement in the patients’ behavior 
was immediate. Full length glass mirrors 
have been installed on all the wards. Only 
one has been broken, but the patient who 
broke this has broken no other even though 
she has had an opportunity to do so. 

Two weeks after the program got under 
Way it was decided to leave open the doors 
between the wards. For the first few days 
not only did friends visit each other's wards 
but some patients spent all day walking back 
and forth between wards rejoicing in their 
newly found freedom. At first the attend- 
ants objected to the doors being unlocked, 
but now they feel more secure with the 
doors open. 

Spa weeks after the start of the program 
> restraints were removed from the wards. 
d. Ge ja note that seclusion for 
Ttan - 
E wet and dry pac 

id are now allowed to seal their 
iniit i put them in special mail boxes 
n oor of the building. _The only 
ee pi performed is a checking of ad- 
"s Cus ee patients to make out- 
One ntis T unless they are confused. 

Ar and r oned the New York Daily 
collect) but 5 District Attorney (both 
lowed. No ortunately no trouble fol- 
attendant I We permit phone calls but an 
who is at ust get the number and check 

the other end before the patient 


let 


. M. G. JACOBY, H. BABIKIAN, E. MCLAMB AND B. HOHLBEIN 


117 


is allowed to speak. Patients with honor 
cards may make calls unsupervised. 

Patients are now: permitted to smoke 
wherever they wish and can carry matches. 

Special conferences were held with the 
dining room, occupational therapy and recre- 
ational therapy staffs and the new principles 
of handling were explained to them. All 
personnel who come into contact with the 
patients now come to the attendants’ dis- 
cussion groups. The chief dietitian also at- 
tended and suggested that patients have 
knives and forks instead of only spoons to 
eat with. Arrangements were made to keep 
the employees’ dining room open half an 
hour later at lunchtime so that it was no 
longer necessary for them to rush the pa- 
tients mid-day meal. 

We encourage patients to wear their own, 
rather than hospital clothing and to use their 
rings, watches and costume jewelry. Many 
carry scissors, needles, hand-mirrors, etc. 
and a few have phonographs and portable 
radios. 

After two months we were forced to re- 
open a disturbed ward, euphemistically 
called “Ward 9." The nurse in charge and 
attendants have been chosen for their moth- 
erliness and ability to give support and 
listen to patients. Even here the doors are 
now open for patients to wander in and out, 
although they had to be locked for two 
months after the ward was opened. Even 
on this disturbed ward all patients are taken 
out for a walk at least twice a week. All 
ECT is given on this ward. Patients are 
very fearful of getting shock so we now 
premedicate them with 3 grs. of Nembutal. 

Spanish speaking patients have been con- 
centrated on 3 wards with other nationali- 
ties. There are Spanish speaking attendants - 
on these wards and the patients get support 
from them without feeling segregated. 

It is sometimes possible to listen to a dis- 
turbed patient over the phone. This saves 
the doctor’s time and has the further ad- 
vantage of bringing psychotherapy to the 
patient without delay. She is seen personally 
as soon as convenient, certainly within two 
hours. 

Unless a patient is very disturbed her visi- 
tors are encouraged to take her out when 
they visit. Visiting is encouraged every day 
and over-night trips home are permitted 
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whenever the patient is well enough. At- 
tendants are allowed to take patients out to 
their homes during their time off duty. A 
minimum of two patients must go with each 
employee. This rule was laid down to re- 
duce sibling rivalry which is a big problem 
on the wards. 

If a patient is transferred to the acute 
service she is visited by the attendants on 
her ward until she comes back. In this way 
she does not feel forgotten. A special letter 
of welcome, signed by the doctor and nurse 
in charge of the service, is sent through the 
mail to every new patient entering the 
building. 

Dances are held twice a week with male 
patients from other services. Patients sit 
together, hold hands and behave as at a nor- 
mal non-hospital dance. We have found 
that if the doctor dances a few steps with 
difficult patients they often become much 
more accessible later. 

We have a sing-song one afternoon a 
week attended on the average by over 200 
patients. This concentrates mainly on de- 
teriorated patients and emphasis is laid on 
participation, having records and music for 
clapping in time. We also run a weekly 
music evening. The hospital librarian comes 
in one evening a week and reads to an aver- 
age audience of 35 to 40 patients. The pa- 
tients have started a garden on an acre of 
waste land near the building. All of the 
above activities are independent of the hos- 
pital recreation and occupational therapy 
departments. 

Whenever teaching movies are shown to 
the staff we encourage patients to attend and 
often have special performances for them. 
A particularly successful film was “Out of 
Darkness" narrated by Orson Welles and 
made originally for CBS-TV. 

Three months after the program was 
started an "honor ward" was opened. This 
ward was for patients who were given parole 
of the grounds and also those who were 
likely to get parole or to be sent on con- 
valescent care in the near future. Since then 
two other wards have been upgraded. For 
the first 6 months 41 patients were given 
honor cards, 7 of these having been in the 
hospital for over 15 years, and only 4 for 
less than 1 year. Very often when a patient 
is disturbed and does not have an honor 


card, she is told “Go out for a walk and do 
not come back until you feel better." This 
appears to work very well. 

A number of dilapidated patients have 
been taken to the dress-making shop and 
were permitted to choose patterns and ma- 
terial for dresses. They are then measured, 
many more measurements than usual being 
taken. Instead of having only one fitting 
they have several and are really treated like 
"duchesses." They are also given perma- 
nent waves. This gives a considerable boost 
to a patient's ego. The importance of hair- 
dressing cannot be over-emphasized and we 
now have several patients working in the 
beauty shop of the service. Hairdressing is 
also done on the wards. 

Emphasis is laid on patients proving by 
work that they have recovered sufficiently to 
leave the hospital. As restrictions on pa- 
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Number on 


Number on convalescent 
convalescent status during 
status durin, the first 6 months Number of 
the 12 mont! since the start years patients 
period prior to of the new were in the 
the new program program hospital 
I 10-15 
5 6- 9 
3 5 
7 4 
4 3 
2 2 
I I 
Totelss Ve" ere i 23 


tients were relaxed it was found that per- 
sonnel began interpreting rules according to 
their own wishes, leading to considerable 
trouble. 

Six months after the program was started 
an epidemic of fires broke out on one of the 
honor wards. Instead of taking away the 
matches the situation was handled by hold- 
ing elections and setting up patient govern- 
ment. As a result the patients are develop- 
ing an increased sense of responsibility and, 
in consequence, more self-respect. 

It will be noted that convalescent status 
rate is now approximately 9 times what it 
was previously. We expect the rate to in- 
crease even more in the future. 


DISCUSSION 


The program outlined above has now been 
in operation for about 7 months. It is de- 
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pendent on close doctor-attendant relation- 
ships, making the attendants feel the im- 
portance of their work. The importance of 
regular staff meetings for all employees at 
least once a week cannot be over-estimated 
in the maintenance of employee morale. 

The doctor must make himself available 
to the patients, instead of standing on a 
pedestal, as happens so often in mental hos- 
pitals. While a certain minimum of rules is 
necessary, the sicker the patient the less dis- 
cipline is she able to accept. 

The whole program is directed towards 
boosting the patients’ ego and self-respect. 
We find that aggressiveness and combative- 
ness have decreased greatly. Patients who 
Were constantly in restraint are now going 

€ on over-night visits and a num- 
ber have already been sent out on con- 
valescent status. Difficult patients sent to us 
from other services usually quiet down in 
E n destructiveness has mark- 

ly nished, 

. We find that without changes in medica- 
E our epileptic patients are having fewer 
seizures, 

As patients get honor cards and are more 
E E to run away from the hospital, 
B Et on leaving appears to dimin- 
EC. A d can then much more easily 
of jailor e X eof therapist rather than that 
Béla a, Een patients often stop 
E gonistic when given parole of the 
cr» o en bs program no tube 
Si 1 sary although they 
2 needed Previously. There are now no 
id in on the wards and no- 

or any m It has not been necessary 

E e to work double shifts since 

i tarted, although this was quite 
oer Previously. We find that in an 
tori P EL ha able to carry on satisfac- 
previously * ya skeleton staff, whereas 
sonnel wi, e were obliged to call in per- 
The Who were going off duty. 

Š B oi between the patients and 

ors, which se ed elevator connecting the 

Cause of the "he ART operate it. Be- 

has 4 floors ES gn of the building, which 

possible onnected by elevators it is im- 
to have a truly open buildi 

ea y open building. We 

Te mental hospital buildings 


= that 
Shoul 
d have no more than 2 stories with 


wide stairs to avoid this difficulty. 

It is difficult to find enough work for pa- 
tients to do although twice as many go to 
occupational therapy as previously. We hope 
to arrange for contract work to be done by 
the patients. This will have the advantage 
of keeping them busy all the time and also 
enabling them to make some money, thereby 
increasing their self esteem. If the state 
could make available a small weekly sum 
for pocket money for those unable to work 
it would be well repaid in the improvement 
in patients’ behavior. An increased expendi- 
ture by the state for clothing would also be 
well worthwhile. 

A difficulty we encounter is that of find- 
ing a suitable placement for patients ready to 
go on convalescent care when they have no 
family to go to or when the relatives are 
unsuitable to look after them. This prob- 
lem has been partly solved by permitting 
employees to take patients out on convales- 
cent care to their own homes, but the final 
answer must be for the state to set up night 
hospitals and sheltered hostels as half-way 
houses towards independence. 

A further problem is that of the sexually 
promiscuous patient. Perhaps a change in 
the state law to permit sterilization of such 
patients would be an advantage. 


CONCLUSION 


When a program of non-restraint is put 
into action both personnel and patients re- 
quire re-training. 

In a period of 6 weeks all physical re- 
straints have been abolished on a disturbed 
service. The patients are much more re- 
laxed and the personnel take a much greater 
interest in their work. Abolition of restraint 
has been attained without any increase or 
change in personnel. 

Noisy and aggressive patients have shown 
a much better response to the new regimen 
than those who are regressed and de- 
teriorated. 

Although the program has been in effect 
for only a short time, our convalescent rate 
is already 9 times what it was in the previ- 
ous year. 

We have attempted to prove the truth of 
the statement of Dr. John Connolly, a hun- 
dred years ago: “Restraint and neglect are 
synonymous. They are a substitute for the 
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"Insanity as a defense poses the same prob- 
Whether the condition is transitory or 
Jonger lasting. It is not the purpose of this 
pres to discuss the overall problems 
psychiatric testimony in the 
bom, but rather, to call attention to a 
T Of specific issues. These are: 1. that 
ory psychotic reactions occur fre- 
ly; 2. that they are encountered and 
with in the usual clinical manner by the 
it; 3. that at times a person suffer- 
from a transitory psychosis commits a 
ime “and 4. that both psychiatrists and 
yers treat the subject of temporary in- 
it y in à way that readily demonstrates a 

9f confusion concerning the issues at 
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ifficul ties encountered in establishing 
à person, well at time of examination, 
mentally ill in the past, stem from a 
ambe: of sources, chief of which is the 
tk of agreement among clinicians them- 
ss. Every experienced psychiatrist has 
many opportunities to diagnose and treat 

ering from acute psychotic reac- 
One sees them frequently in the ad- 
& Office and wards of a psychiatric 
1 of a general hospital, as well as in 
practice. For reasons not entirely 
af to us, competent physicians acknowl- 
what might be termed a double standard 
the question of transitory psychosis 
porary insanity) is argued in the court- 
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ham(1), in describing the "cata- 
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e» Fil ^ 
crisis,” presents convincing evidence 


xistence of transitory psychotic re- 
* Davidson(2) acknowledges the 
ce of the transitory state when he says, 
ot AUC to deal with operational concepts, 

with abstractions ; with the actual and 
d deeds of people, not with their 
On the other hand, Psychiatry and 
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the Law, written by Guttmacher and Wei- 
hofen, states : 

A supposed form of disorder írequently en- 
countered in the courtroom, though not elsewhere, 
is "temporary insanity," There are, of course, dis- 
orders characterized by brief periods of derange- 
ment or lapse of consciousness. . .. A state of 
dissociation occurs in which the individual may - 
carry out very complex acts of which he is only 
dimly or not at all aware later. Courts have rightly — 
taken a dim view of this defense,—but if it could 
be proved actually to have been the case—a diffi- 
cult if not impossible task—the defendant should | 
logically not be held responsible any more than a 
somnambulist is held for acts done while sleep- 
walking. 

Is it true that a state of transitory psy- 
chosis (temporary insanity) is encountered — 
only in the courtroom? Would it not be — 
more accurate to say that the courtroom is | 
the only place where we are called upon to _ 
publicly establish diagnostic criteria. Why — 
should it become more difficult to accom- 
plish this before a judge and jury than be- — 


fore medical students or residents? It is 
our contention that some of the difficulties — 
in the practice of forensic psychiatry stem $ 
from the clinicians’ reluctance to recognize — 
a set of criteria which must be maintained 
with equal conviction both in ward, consulta- 
tion room, and courtroom. Whether a per- - 
son is at a stated time sick or well, sane or 
insane, does not depend on what lawyers — 
claim, public demands, or expediency war- 3 
rants. Rather, the question can be and must — | 
be answered in clinical terms. T K 
In somnambulism and temporary loss of - 
consciousness, there exists a state in which oy 
the person’s ego functioning is greatly di- 
minished or nil. May it be that diminution 
of ego functioning can occur even when the 
patient is in a fully wakeful state? It is our 
experience that this happens time and again, 
and is readily observable as we go about 
treating patients daily. When a hospitalized | 
patient is lucid, cooperative and resting, his 
ego functioning permits contact with reality. 
Should we find our patient a few hours later 
in a state of agitation, confusion, halluci- — 
nated and totally unmanageable—what is 
the state of ego functioning at this time, — 
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and how much contact with reality does he 
have? 

We raise these questions because it is 
our opinion that the establishment of a 
defense of insanity must demonstrate that 
the defendant suffered from diminution of 
ego functioning of such severity as to re- 
veal diminution of powers of judgment, 
perception, control over instinctual drives 
and contact with reality in toto. It is the 
quantity of ego functioning that makes pos- 
sible differentiation between right and wrong, 
and the ability to correctly perceive reality. 
This issue has been frequently raised, but 
not clarified since the days of the McNaugh- 
ten trial. 


CASE MATERIAL 


In 1936, during the experimental phase of insulin- 
shock treatment of schizophrenia, a 19-year-old 
boy was admitted to Bellevue. The history was 
negative for any physical or mental illness. The 
young man was attending college and enjoying the 
usual social experiences. He had a girl friend with 
whom he "broke off" recently. At about the same 
time he became tense, restless, complained of fear- 
ing someone wanting to harm him, and admitted 
to vague auditory hallucinations. He was diag- 
nosed as an acute paranoid schizophrenia—most 
suitable for the insulin therapy. 

As the work-up progressed, the patient's symp- 
toms were clearing rapidly. He was given one 
treatment (small non coma producing dose of in- 
sulin). Within the next few days he was free of 
all presenting symptoms and was discharged to 
his family. We think this to have been a case of 
"acute hallucinosis." 

In December 1947, we were consulted by a young 
woman, age 19}. She was a highly intelligent person 
who completed college at 18 and was now work- 
ing for a Master's degree. The girl was overtalka- 
tive, euphoric, and gave a history of a good deal 
of overactivity in recent days. This developed 
while she was residing on the campus of an out- 
of-town college. She entered into a number of in- 
discreet social relationships, said and did things 
that caused embarrassment to those about her, and 
of course attracted too much attention from school 
authorities. The clinical picture was an acute manic 
psychosis. The onset was definitely of very recent 
date—about 4 days prior to examination. The pre- 
dominant symptoms mentioned were apparent even 
to the non-medical observers. When seen 4 days 
later she was less agitated, and showed some ap- 
preciation of her grossly irrational behavior of a 
week ago. The functions of the ego of this pa- 
tient were greater and her contact with reality 
better. She returned at frequent intervals, and in 
about 2 months was free of psychotic symptoms. 


The above cases are typical of acute psy- 
chotic reactions. While these are frequently 


encountered in civilian life, they were ob- 
served with greater frequency among mili- 
tary personnel during World War II. 

Turning now to the courtroom scene, we 
find the clinical picture to be not different. 
We cite two medico-legal cases. 


In one, a woman of 25 was seen on January 25, 
1957. She was secking custody of her son. The 
youngest of 9 children, she never knew her father, 
who deserted her mother around the time she was 
one year old. She was reared by her mother and 
older 6 brothers and 2 sisters. In 1949 she met a 
soldier whom she married in 1950. Soon there- 
aíter, this woman came to live with her husband's 
family and difficulties ensued. Following his dis- 
charge from service, the husband made it clear that 
he wanted to live as close to his parents as possi- 
ble. He too was seen by us, and found to be a 
passive, dependant man. 

A frustrated marriage relationship caused her 
to leave New York, and return to her relatives in 
the South. She took her boy with her. This was 
in July 1954. Shortly after her departure, the hus- 
band started annulment proceedings on grounds of 
desertion. In March of 1955, he informed his wife 
that the marriage had been annulled. 

Shortly after receipt of this news, the woman 
became moody, at times she laughed for no ap- 
parent reason. She claimed to be a movie star or 
famous dancer. (While in elementary school she 
won a prize for dancing.) Her behavior prompted 
her family to take her to a doctor and she was 
committed to a state hospital (July 1955). There, 
several diagnoses were made, ranging from manic 
reaction to hebephrenic schizophrenia, She was 
given several electric shock treatments, and dis- 
charged from the' hospital a few months after ad- 
mission. Review of the clinical records fails to 
disclose descriptive material warranting any of the 
formulations beyond their being diagnostic impres- 
sions. What is clear from the total case history 
is that the patient, upon learning that her husband 
had actually terminated the marriage (rejected 
her), attempted to deal with this recurrence of 
painful rejection (father rejected her at the age 
one), by fleeing from reality into a state of hallu- 
cinatory gratification in which she could deny the 
painful reality. She has been well since recovery, 
and on recent clinical evaluation manifested noth- 
ing to warrant consideration of a schizoid person- 
ality. Her ego functioning is good and contact with 
reality equally so. On the basis of our opinion 
that she is not schizophrenic nor was in 1955, but 
rather suffered an acute psychotic reaction at the 
time, the judge gave her custody of the boy. 


The second case and the one that prompted 
us to enter this discussion, concerns a 3I- 
year-old defendant who shot and killed a 
man on April 20, 1954. The circumstances 
preceding the shooting were the following: 


For many weeks, Brannen was threatened by 
'phone, through intermediaries, and in person by 
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a man who accused him of being a “stool pigeon." 
On March 25, 1954, the threatening person (Lee) 
became an assailant and together with accom- 
plices broke into Brannen's home, and attacked 
him with knives. In his attempt to escape, Bran- 
nen jumped through a second story window and 
ran in panic, crashing through a glass door, to 
find security in a neighbor's home. He was taken 
to a hospital, where the many lacerations were 
sutured, and sent home. Before this attack upon 
him, Brannen complained to police that he was 
being threatened, and named the threatener. After 
the assault upon him, he again went to the police 
to ask for aid and protection. A detective was as- 
signed to his case, but threats continued. 

A skilled worker, Brannen began to avoid his 
work, remained home, and became depressed and 
“jittery.” His avoidance of work caused building 
inspectors to prod him to complete jobs he had 
taken on. Unsuccessful in his attempt to obtain 
a pistol permit, he went out and bought a shot- 
gun and shells. Thus armed, he remained at home. 
Soon thereafter, Lee again rang the defendant's 
doorbell and threatened him by calling through the 
window. Brannen responded by phoning the police, 
who told him his case was in charge of a certain 
detective who would get in touch with him. The 
detective did not call back. 

Prompted by depletion of funds and proddings 
by building inspectors, Brannen decided to return 
to work. On April 20, 1954, he placed his shot- 
gun and a few shells in the back seat of his car, 
and drove to a job. Following a day's work, he 
was returning home at about 7 P. M., when he was 
Stopped by a traffic light. As he looked to one 
side of the busy street he saw a negro couple 
walking. He had the impression that the man was 
Lee, and that he was walking towards the car. 
Brannen got out of his car, took the gun from the 
back seat and loaded it with two shells. By this 
time he thought he saw Lee quicken his step. When 
the man was quite close, Brannen was sure the man 
had his hand in his pocket—probably on a gun or 
knife. Fortified by his own gun, Brannen had the 
feeling he would attempt to talk to Lee and tell 
him he had never "stool pigeoned" to the police. 
At the same time his fear and tension mounted and 
he was sure Lee was not walking but running to- 
d him; he pulled the trigger once, and when 
n kept on running" he shot again. Lee fell. 

Tannen got into his car and drove to the same 
Police station where he had called for protection 
d times, to report his killing of Lee. He was 
c" in a room and told to wait. Four hours later 
$ was confronted with an unscathed Lee. Bran- 
en had killed a man he had never before seen. 
i en examined in December 1954 and January 
cd Brannen was mildly depressed, fearful and 
tion ^» "à was difficult to reconcile his convic- 
E. at the man he shot at was not Lee and was 

unning towards him to again attack him. 


E careful study of the entire history ob- 
Earl from all available sources, led us to 
9pinion that Brannen, threatened, began 


to fear far his life. His fear mounted, as 
did the anxiety and tensions. Fear was re- 
placed by a phobic state. As the ego func- 
tions were further impaired, Brannen found 
himself in a state of hallucinatory psychosis 
in which he felt attacked by a known assail- 
ant and acted in what he considered to be 
justified self-defense. Two serious ques- 
tions had to be considered—one, error in 
identification, the other, a deliberate venge- 
ful act. 

That this was not a matter of simple mis- 
identification is supported by the fact that 
Brannen had seen Lee many times, and had 
ample time and opportunity to observe the 
man prior to the shooting. 

Concerning the second possibility, Bran- 
nen had ample opportunity to remove the 
threat to his life at the time he sat in his 
house with the gun and shells available when 
Lee last called to repeat his belligerency. He 
only ‘phoned the police and asked for pro- 
tection again. 

Furthermore, he went to the police di- 
rectly after the shooting and reported the 
same, The entire social history of the de- 
fendant points against his attempting to do 
a vengeful shooting of a rather persistent 
provocateur. Brannen, born in- the South, 
was endowed with limited intellectual pow- 
ers, and congenital syphilis. He was father- 
less since infancy, and lost his mother when 
he was 14. Feelings of insecurity were 
stimulated in him early in life, and fostered 
since by social and cultural factors. Among 
the latter was lack of formal schooling. In 
spite of the limitations mentioned, Brannen 
learned a trade, made a good social adjust- 
ment, and had never been arrested. That 
he could fail under stress was already borne 
out by his discharge from the Army after 
a few months of service because of “in- 
adaptability to military service.” 

In testifying before the jury,* we argued 
that Brannen after prolonged exposure to 
real danger, reacted with justifiable fears. 
As time passed and the source of danger 
continued, normal fear became phobic. 
Diminution of the ego functions impaired 
the powers of discrimination and judgment. 
At the time of the shooting it was our 
opinion the man was in a state of acute 
psychosis in which condition his perceptions, 


4Hon. Peter T. Farrell presided at the trial. 
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judgment, and all other functions,of the ego 
were overwhelmed and led him to a convic- 
tion that he was being again attacked and 
must defend himself. We think he was in 
a state not unlike that of a person attempt- 
ing to escape imaginary assailants, who 
jumps into a river from where he is brought 
to the psychiatric ward, or of another pa- 
tient who thinks the policeman near his bed 
is a would-be assailant, takes the policeman's 
gun and kills the officer. 

In this case three psychiatrists were ap- 
pointed by the Court on request of defense 
counsel or prosecuting attorney. One of 
them, a man of many years’ experience in 
his specialty, and a member of this Associa- 
tion, refused our invitation for a joint ex- 
amination. For reasons unknown to us, he 
was not asked to testify at the trial. He 
was replaced by a young colleague, who 
readily admitted that he had never ex- 
amined anyone charged with a capital crime. 
This trial ended in a “hung jury” and the 
second trial took place 6 weeks later. At 
this time the District Attorney informed 
the jury that he would not call experts, but 
would demonstrate with the testimony of 
the expert called by the defense that Bran- 
nen was sane at the time he shot and killed 
the man. 

The jury was satisfied with our psychi- 
atric reasoning. We think that the presid- 
ing judge demonstrated a great deal of un- 
derstanding of the psychiatric issues raised. 
He permitted the presentation of clinical 
material and the expression of professional 
opinion for the jury’s consideration. We 
cite this because it is our belief that a pre- 
siding judge can help make psychiatric testi- 
mony a dignified presentation of facts, or its 
opposite, and that the cooperation of judges, 
lawyers and physicians will improve the 
court experiences of medical witnesses and 
thereby help juries understand testimony 
given by technical experts, 

The jury acquitted the defendant by rea- 
son of temporary insanity at the time of the 
commission of the offense. However, this 
was not the end of the legal problem raised 
in this case. The legislators, like the psy- 
chiatrists, have tended to avoid issues raised 
by temporary insanity and have made no 

provisions for dealing with it. Section 454 


of the New York Code of Criminal 
cedure reads as follows: 


When the defense is insanity of the defend: 
the jury must be instructed, if they acquit him o 
that ground, to state the fact with their verdict. 
court must, thereupon, if the defendant be in a 
tody, and they deem his discharge dangerous 
the public peace or safety, order him to be co 
mitted to the state lunatic asylum, until he 
comes sane. 


This makes it possible to send an 
quitted defendant to Matteawan State Hi 
pital. This was done in this case, and was 
followed several months later by a hab 
corpus proceeding. In instances where 
defendant is no longer psychotic, he is or 
narily returned to the court of original 
risdiction for disposition. Here, however, 
trial court was finished with the man; 
hospital superintendent agreed the man 
sane and no one seemed to know what 
do with him. The judge before whom thi 
writ was argued did not want to order th 
man's discharge from the hospital on le 
grounds, 

Situations such as this make the redra 
ing of existing criminal statutes imperative. 
When it is possible to convince a jury that 
a defendant, now sane, was temporarily in- - 
sane at the time of the commission of 4 
crime, and nevertheless, have him committed. 
to an institution for the criminally insane 
pursuant to a statute such as Section 454 of © 
the Code of Criminal Procedure of New 
York, the time has come for the legislature 
to face the issues raised by cases of tem- 
porary insanity and to enact more appro- 
priate legislation. To be compelled to insti- 
tute a writ of habeas corpus in a case like 
Brannen's to test the legality of his deten 
tion makes a mockery of the expert testi- 
mony introduced and accepted by the jury 
in its verdict. The archaic requirement that 
a certification of sanity by the superintend- 
ent of the institution be approved by th 
court of original jurisdiction before an in- 
mate may be released would seem on the 
face of it to be ridiculous, (opinion of New 
York Attorney General 285, 1942). This 
requirement was put to a legal test in the 
habeas corpus proceeding, and for the first 
time in the history of New York State 
was established that a defendant certified tt 
be sane by the superintendent of the insti- 
tution was entitled to his discharge wit 
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the intervention of any court(6). It may 
not be too much to hope that challenges such 
as this will prompt legislative bodies to enact 
laws which will adequately safeguard the 
rights of a defendant, and at the same time 
protect the public. 


SUMMARY 


It is not necessary to argue the point that 
transitory psychoses occur, and are seen fre- 
quently by the clinician, Occasionally a 
crime is committed during such a state— 
sometimes referred to as an acute psychotic 
episode. We must establish a set of criteria 
for the clinical diagnosis of the condition 
when it exists or is alleged to have existed, 
and these, we feel, will suffice for purposes 
of defense. We here quote Overholser(4) 
who quotes Isaac Ray, 


Insanity (the word was used then by medical men 
as equivalent with "psychosis"), is a disease, and 
as is the case with all other diseases, the fact of 
its existence is never established by a single diag- 
nostic symptom, but by the whole body of symp- 
toms, no particular one of which is present in 
every case, 


The Ray awards of the A.P.A. have in 
recent years resulted in a growing body of 
knowledge, most helpful to forensic psy- 
chiatry. We have already alluded to Over- 
holser’s award book “The Psychiatrist and 
the. Law." Another of these miniature 
dassies is the one by Zilboorg(5). The 
second winner of the Ray award, frequently 
humorous, at times bitterly critical, is none 
the less clinical in his observations. Con- 
cerning the M’Naghten rule, he says, “It is 
the monster of the earnest psychiatrist which 
Prevents him from introducing into the 
courtroom true understanding of human 
Psychology and of the criminal act.” In the 

rannen case in Queens County, State of 

ew York, a psychiatrist was asked the 
question, What is psychosis?" and instead 
of being limited to a brief answer was per- 


mitted to go up in front of the jury box 
and with pencil and paper explain schemati- 
cally the relationship between quantity of 
ego functioning and psychosis. This was 
made possible by a team of competent de- 
fense lawyers, and even more important, an 
alert, curious and tolerant judge. One won- 
ders whether Judge Farrell was even inter- 
ested in adding to medico-legal history when 
he agreed that the psychiatrist may use dia- 
grams in clarifying his clinical points. Later, 
the same lawyers and in the same case, 
further attacked the status quo when they 
were successful in a habeas corpus writ and 
obtained Brannen's release from Matteawan 
without referral to the court of orginal juris- 
diction. 

The Brannen case alone could have been 
an interesting presentation. We chose to in- 
clude other clinical material because we de- 
sire a discussion of the broader aspects of 
temporary insanity as a defense. Acute psy- 
chotic episodes, or transitory psychotic 
states, or temporary insanity are terms de- 
picting the same clinical entity. A person 
in such state manifests in behavior and ex- 
presses in words evidence of marked dim- 
inution of ego functioning. This may result 
in disturbance of thinking, perception, and 
judgment to such severe degree as to make 
it impossible for the affected person to dis- 
tinguish reality from unreality. 
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THE VERDICT ON THE KINSEY IMPORTS 
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Psychiatrists should keep in mind the 
powerful forces in our culture that oppose 
Objective discussion and scientific study of 
sexual behavior. Public attitudes are re- 
flected, for example, in the many laws that 
label certain sex offenses as unspeakable 
crimes against nature and in the legal pro- 
cedures that shrink from a full account of 
the alleged sex offense. 

Post Office and Customs Department offi- 
cials have often been quick to call some- 
thing obscene that may arouse individual dis- 
like or disgust. In their review of obscenity 
in the courts, Lockhard and McClure (Law 
and Contemp. Problems 20:586, 1955) 
point to obscenity as “one of the most elu- 
sive and difficult concepts known to the law,” 
a term for which legislative bodies have 
seldom tried to provide a “workable defini- 
tion.” The courts have therefore had to 
work out as best they can their own mean- 
ing of an “extremely difficult and complex 
concept.” The question of obscenity is of 
especial importance to scientists, if the scien- 
tific study of sexual behavior is not to be con- 
fused with pornography. 

A recent United States District Court de- 
cision in favor of the Institute for Sex Re- 
search at Indiana University again defines 
the problem of obscenity. 

A brief resumé of the case of the United 
States v. the Institute follows. When, in 
1952, the late Dr. Alfred C. Kinsey, who 
then headed the Institute, applied for per- 
mission under Sec. 305(a) of the Tariff 
Act of 1930 to import certain sexual ma- 
terial, the Acting Secretary of the Treasury 
declined to exercise his discretion, for this 
purpose, on the ground that an exception 
was by precedent “limited to a narrow cate- 
gory of articles and . . . applicable to only 
a specialized practice of medicine.” The de- 
cision, however, implies nothing as to the 
correctness of this action, since the Insti- 
tute sought no review of it. 

Upon Customs seizure of the material, the 
U. S. Attorney filed a libel seeking the “for- 
feiture, confiscation, and destruction of cer- 
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tain photographs, books and other articles” 
on the basis of their being “obscene and im- 
moral" within the meaning of Sec. 305(a). 
The Institute asked the release of the ma- 
terial, maintaining that the attempted im- 
portation does not violate the section, which, 
if so interpreted, violates certain provisions 
of the U. S. Constitution. Both the govern- 
ment libellant and the claimant moved for 
summary judgment, i.e., a prompt and sim- 
ple procedure and hearing, without jury. 
The case was heard in the U. S. District 
Court, Southern District of New York, be- 
fore Judge Edmund L. Palmieri. 

The government supported its motion by 
only the material itself. The Institute, repre- 
sented by the New York law firm of Green- 
baum, Wolff and Ernst, was aided by the 
Trustees of Indiana University, who sup- 
ported the claimant's position with a brief, 
amicus curiae (friend of the court). The 
Institute's motion was also supported by af- 
fidavits sworn to by many distinguished per- 
sons, including the president of Indiana Uni- 
versity and various physicians, psychologists, 
academicians and penologists. The Honora- 
ble James V. Bennett, Director of the Bureau 
of Prisons, U. S. Department of Justice, 
praised the Institute's contributions to an 
understanding of pathologic sexuality and 
sex offenders and the problems of sexual ad- 
justment in prison inmates. The University’s 
president termed the Institute really a spe- 
cial research department of the University: 

For the purposes of the decision Judge 
Palmieri assumed, following the Supreme 
Court decision in the Roth case (354 U- S. 
476, 489, 1957), that the disputed material 
would as a whole by present community 
standards appeal to the average person's 
prurient interest. He held, however, that 
the question of "academic freedom," much 
bruited in the Institute's oral argument, does 
not arise in this case because “I believe that 
Sec. 305(a) does not permit the exclusion 
of the material, He framed his discussion ™ 
terms of whether the disputed material 15 
“obscene,” to whose definition he considere 
that the word “immoral” adds nothing, °° 
did the government so contend. 
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The judge further noted that the govern- 
ment neither served affidavits "setting forth 
any facts in opposition to those contained in 
the affidavits served by the claimant," nor 
sought by affidavit to show that it cannot 
"present by affidavit facts essential to justify 
(its) opposition." Yet it did not concede 
that the facts stated in the affidavits were 
true. Although at his discretion the judge 
could refuse summary judgment, even 
though the government remained mute, he 
saw no reason in this case to do so. 

There was thus no genuine issue as to 3 
facts, the only ones found relevant to the 
issues at hand: r. The Institute sought to 
import the material for the sole purpose of 
the study of human sexual behavior in vari- 
ous forms and in different cultures. 2. The 
articles would be available not to the gen- 
eral public but only to staff members of the 
Institute or to other qualified research schol- 
ars, 3. This material would not in all reason- 
able probability appeal to the prurient inter- 
est of such research persons. 

In these circumstances, the question for 
decision was therefore whether Sec. 305(a) 
in prohibiting the importation of “obscene” 
material prohibits the importation of ma- 
terial generally assumed to appeal to the 
“average person’s” prurient interest, pro- 
vided that only persons who will have ac- 
cess to the material will study it for the pur- 
poses of scientific research and that the 
material in reasonable probability will not 
appeal to their prurient interest. That is, the 
decision depended on the meaning of the 
word “obscene” in the section at issue. 

In search of a definition, Judge Palmieri 
defined material as obscene (and not merely 
Coarse, vulgar or indecent in a popular sense) 
that “deals with sex in a manner appealing 
fo prurient interest.” The one to whose 
Prurient interest the work must appeal is 
usually termed the "average person” ; but it 
must be noted that this rule is applied to 
Cases involving material to be distributed to 
the public at large. The more inclusive defi- 
nition must therefore judge the material by 
zu to “all those whom it is likely to 
i E d ie it the "average man" test 
vi Warren eats of the rule. Chief Jus- 

Potosi $ Saa liga.) statement, in the 
obscen. 1oPmion, was quoted, that present 

Scenity laws depend largely on the effect 


of the material upon those who receive it. 

“Of course, this rule cuts both ways,” 
Judge Palmieri stated. “Material distributed 
to the public at large may not be judged by 
its appeal to the most sophisticated, nor by 
its appeal to the most susceptible. And I be- 
lieve that the cases establish that material 
whose use will be restricted to those in whose 
hands it will not have a prurient appeal is 
not to be judged by its appeal to the popu- 
lace at large.” It is concluded, from con- 
sideration of several similar cases, that such 
material may be owned by an institution 
where its use can be controlled. 

The judge also compared the importation 
of the disputed material with cases uphold- 
ing importation of contraceptives and books 
dealing with contraception; and of other 
goods permitted to enter ports, e.g., narcotic 
drugs, viruses, serums and toxins, whose po- 
tential harm, in the wrong hands, could be 
incaleulable. In these cases the circumstances 
of the use of the material was held relevant. 
Similarly, the fact of its "closely regulated 
use by an unimpugned institution of learn- 
ing and research" removes the ban from ma- 
terial that would not be importable for gen- 
eral circulation. “The work of serious 
scholars need find no impediment in this 
law." The judge also noted that the mean- 
ing of obscenity, as developed in the Roth 
case opinion, was held to agree with the defi- 
nition of the American Law Institute Model 
Penal Code, Sec. 207.10(2), Tentative 
Draft, No. 6, 1957: It includes, under the 
noncriminal dissemination of obscenity, “in- 
stitutions or individuals having scientific or 
other special justification for possessing such 
material.” 

Having disposed of these points, Judge 
Palmieri next considered a point mentioned 
by the government, that of material as being 
“obscene per se.” Again the judge noted 
that material cannot have a prurient appeal 
without reference to a beholder. “For what 
is obscenity fo one person is but a subject 
of scientific inquiry to another." Such im- 
portation can also be justified as a condi- 
tional privilege in favor of scientists and 
scholars, but this is only another way of em- 
phasizing the importer's scientific interest. 

Two other objections were raised by the 
government : one, that the second proviso of 
Sec. 305(a), allowing admission of obscene 
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books of established literary or scientific 
merit at the discretion of the Secretary of 
the Treasury, provides the sole means for 
such importation. The refusal in 1952 of 
the Acting Secretary to exercise his discre- 
tion would therefore deny admission of the 
material. The judge considered that since 
the libelled material is not to be termed ob- 
scene, on the theory that its nature must be 
judged by its appeal to the user, therefore 
the second proviso does not apply. Nor was 
he convinced that the enactment of the 
second proviso was intended "to establish 
the Secretary's discretion as the sole means 
by which scientists could import such ma- 
terials. Indeed, the cases decided since 1930 
have not so held." 

In its second objection, a concursus horri- 
bilium, the government contended that the 
above interpretation allows no workable cri- 
teria whereby the section can be adminis- 
tered. Some of the possible dread results 
are listed. It should be no more difficult, 
however, “to determine the appeal of libelled 
matter to a known group of persons than 
. . . to a hypothetical ‘average man’.” The 
necessity for acquiring materials or the value 
of the result of the research to society is not 
in question. The act does not warrant cus- 
toms officials or the court to sit in review 
of scholars' decisions about a field of investi- 
gation. The sole question is whether there 
is a reasonable probability that, to those per- 
sons who will see it, the material will have 
prurient appeal. 
~ As to would-be panderers of such ma- 
terials, the theory of this decision, "rightly 
interpreted," affords them no comfort. Being 
unconnected with a recognized institution 
conducting scientific research, they would 
not easily establish a reason for importation 
other than gratification of prurient interest. 

The opinion also discounted another possi- 
bility, the establishment of “myriad and spu- 
rious ‘Institutes for Sex Research’ as screens 
for importation of pornographic material” to 
be sold. In addition to these reasons given, 
the authenticity of any such institute and of 
its research will always be a subject for in- 
vestigation. The request, for example, for 
importation of multiple copies of particular 
material should raise a strong question as to 
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the individual's claims of scientific purposes. 
The would-be panderers could hardly “con- 
vince anyone that they are serious candidates 
for the mantle of scientific researcher." 

The fact of no reasonable probability for 
appeal to the prurient interest of those who 
will see the material was not disputed. Judge 
Palmieri therefore denied the government's 
order for destroying as obscene this collec- 
tion of material imported for scientific pur- 
poses and granted the claimant's motion “for 
summary judgment dismissing the libel and 
releasing” the material to it. 

The government decided on January 2, 
1958, to accept the court decision. Attorneys 
for the Institute believe that the affidavits 
supplied by many specialists, including psy- 
chiatrists, contributed greatly to the court’s 
acceptance of the need for, and scientific va- 
lidity of, the Institute’s study of such ma- 
terial. The record from such unimpeachable 
sources was so impressive as to go unchal- 
lenged by the government. They expect the 
decision to greatly advance the frontiers of 
freedom of scientific inquiry in this country. 

Judge Palmieri states in his opinion that 
“the work of serious scholars need find no 
impediment” in customs barriers under the 
legal section. The legal interpretation evi- 
dently protects a bona fide scientific investi- 
gator in importing and using any material 
for scientific study. A footnote appended 
to the opinion states that all ideas which do 
not encroach upon more important interests, 
even those hateful to the prevailing climate 
of public opinion, have the full protection of 
the Constitutional guaranties. “But inplicit 
in the history of the First Amendment is the 
rejection of obscenity as utterly without re- 
deeming social importance." 

Whether or not this decision advances the 
interests of academic freedom and of free- 
dom of speech, it protects the rights of scien- 
tists to determine their fields of inquiry 2n 
to obtain needed material for such inquiry. 
'This question is of major interest to psychi- 
atrists, since sexual behavior is or should be 
an important topic of study in psychiatry: 
I have therefore given a rather full account 
of the recent decision, which the Justice 
Department will not appeal. 


PSYCHIATRIC EVALUATION OF “NORMAL CONTROL" 
VOLUNTEERS ' 


WILLIAM POLLIN, M.D. ano SEYMOUR PERLIN, M. D.* 


"Normal control" volunteers play an 
important role in contemporary research 
studies. Fundamental physiological and psy- 
chological processes, pharmacological evalu- 
ations and normal values for new laboratory 
procedures are often studied in such subjects. 

The decision to become a volunteer re- 
search subject may reflect personality fea- 
tures which could result in a psychologically 
unrepresentative sample. Findings obtained 
from such a sample cotild not be readily gen- 
eralized to larger populations. Psychiatric 
evaluation of a group of 29 volunteer sub- 
jects at the National Institutes of Health was 
undertaken to investigate the relationship be- 
tween volunteer status and the presence of 
psychopathology. This report describes that 
relationship and discusses some of the prob- 
lems involved in the use of volunteer 
samples. 

A number of prior investigators have stud- 
ied various aspects of this problem. Brower 
(1), Maslow(2), Maslow and Sakoda(3), 
and Riggs and Kaess(4) compared the re- 
sults achieved on a variety of psychological 
and psychomotor tests by two student sub- 
groups: those who volunteered to take them, 
and those who took them as an assignment. 
They found significant differences between 
the volunteer and the non-volunteer groups. 
Lasagna and Felsinger(5) studied a group 
of student volunteers who participated in a 
drug response project and found a higher 
incidence of psychopathology than would be 
expected in an unselected college population. 

Volunteers at the National Institutes of 
Health—The majority of volunteers at the 
National Institutes of Health are members 
of two small, closely related, Protestant 
Peace religious denominations. Within this 
group of volunteers, there are some who are 
conscientious objectors. A smaller group are 
members of other religious denominations. 
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The volunteers spend from several weeks to 
two years at the National Institutes of 
Health, living full time on the wards and 
participating in a number of different re- 
search studies. Since 1954, over 200 have 
been involved in more than 40 research proj- 
ects. They receive, in addition to their up- 
keep, reimbursement of $7.50 to $10.00 per 
month. 

Description of the Study Group.—The 
subject group was made up of 15 female 
and 14 male subjects. The members ranged 
in age from 18 to 30, with a median age 
of 21. The median educational level was 3 
years of college. Of the 24 subjects who 
were members of the peace sects, 13 belonged 
to Denomination A and 11 to Denomination 
B. Eleven of these 24 were conscientious 
objectors. Five remaining subjects belonged 
to a variety of other Protestant denomina- 
tions. 


METHODOLOGY 


The first 7 of the control volunteers in 
the present subject group were psychiatri- 
cally evaluated in an investigation of per- 
sonality as a variable in the study of the 
effect of lysergic acid diethylamide on cere- 
bral blood flow and metabolism(6). The - 
transcribed interviews were independently 
evaluated by two psychiatrists for the pur- 
poses of this present investigation. Subse- 
quently, psychiatric evaluation was made a 
part of the routine work-up of all volunteer 
subjects in the National Institute of Mental 
Health. This evaluation was accomplished 
within the course of a 3-hour interview, 
though occasionally two or three interviews 
were held. 

The interview was a semi-structured one. 
Specific areas of content included motivation, 
family and personal history, prior adjust- 
ment and symptom review. In addition, con- 
siderable freedom for the development of 
spontaneous material was permitted. 

Findings obtained by use of interview rat- 
ings and psychological tests will be reported 
separately. 
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RESULTS 


1. Psychopathology.—The range of psy- 
chopathology in this group of volunteers 
varied from somewhat intensified adolescent 
turmoil through neurosis to psychosis. Fif- 
teen of the 29 subjects showed significant 
psychopathology. Within the framework of 
the evaluation scheme employed, a definitive 
diagnosis was not warranted for 4 of these 
15 subjects. 

Diagnoses were made for rr volunteers; 
for 5 of them, there were multiple diagnoses, 
There were 6 Personality Disorders, 6 Neu- 
rotic Reactions, 2 Sociopathic Disturbances, 
1 Adult Situational Reaction, 1 Psychophysi- 
ological Reaction, and 1 Schizophrenic Re- 
action. These are shown in Table I. 


TABLE 1 
DIAGNOSES IN 29 YOUNG VOLUNTEER SUBJECTS 


Neurotic reactions .............+ Sie MeV ae UIS 6 
Chronic anxiety reaction ........ 
Phobic reaction 2. .... 2i... 
Obsessive-compulsive reaction ... 
Psychophysiological reactions ........ Vai 
Adult situational reaction .......... VH 
Personality disorders ............ 
Compulsive personality ...... 
Passive aggressive personality.. 
Schizoid personality ........... 
Personality trait disturbance, other 
Sociopathic disturbances ........... 
Sexual deviation, homosexuality. 
Anti-social reaction 


type 


The occurrence of psychopathological 
symptoms was tabulated for each subject. 
For the group as a whole, there were 22 psy- 
chophysiological and somatic symptoms and 
4 hypochondriacal preoccupation and poly- 
surgery. In addition, there were 21 anxiety 
and phobic symptoms, 6 obsessive-compul- 
sive symptoms, and 4 involving paranoid 
ideation, and 2 withdrawal. Ten symptoms 
were of an acting-out nature and 5 reflected 
primarily an affective state. Table 2 shows 
these in greater detail. 


2. Motivation.—Two levels of motivation 
emerged from the interview data. The first 
consisted of the consciously stated reason 
for becoming a volunteer and selecting an 
assignment at the National Institutes of 
Health. The second was that of unconscious 
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TABLE 2 


PsYCHOPATHOLOGICAL AND PSYCHOPHYSIOLOGICAL 
SYMPTOMS PRESENT AND BY HISTORY 


Anxiety symptoms 
Phobias 


Muscle-skeletal 
Amenorrhea and dysmenorrhea........ 4 
Labile blood pressure............. e I 
Hypertension 
Acrocyanosis 
Dermatitis .... 
Allergies ... 
Obesity 
Stress incontinence ... 
Hypochondriacal preoccupation and fears..... 3 
POIVSUTEery i coelo ri eidias REIA S Sa rss I 
Compulsions: handwashing . 
Compulsions: other ........ 
Obsessions ...... SOPCYWIUN GT RITTER: 3 
Masochistic thoughts 
Pathological ruminations 
Obsessive inferiority feelings.......... I 
Depression 
Emotional lability ....... 
Eneuresis ......... wm Ad 5 
Speech difficulties 
Fire setting ... 
Homosexuality .......... 
Projective tendencies 
Detusions; orth couse sects 
Dépersonalizatiot VIN STE nee binae nie hes 2 sare 
Schizoid withdrawal 


and preconscious determinants, which could 
not always be elicited. 

The consciously stated motivations could 
be categorized as follows: 

(a) Desire for new experiences.—Many 
of these subjects had never been away from 
their rural environs and looked forward to 
spending time near Washington, D. C. So- 
cially isolated individuals sought an oppor- 
tunity for meeting other young people. Sub- 
jects who were planning scientific careers 
were interested in the research activities at 
the National Institutes of Health. 

(b) Feelings of Obligation.—Linked to 
their religious convictions, some subjects 
spoke of a decision to fulfill their obligations 
to God and to serve mankind. Others felt 
an obligation to match the contributions made 
by servicemen. 

(c) Avoidance.—A. pattern of avoidance 
of difficult or unpleasant situations by spend- 
ing time as a volunteer was occasionally de- 
scribed. One such situation was the exist- 
ence of unpleasant relationships at home. 
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Another related to the difficulty of making 
vocational or career decisions. 

In approximately one-half of the subjects, 
an impression could be reached regarding 
unconscious or preconscious motivations for 
volunteering. One example of such determi- 
nants will be given: subject #1 explained 
her selection of an assignment at the Na- 
tional Institutes of Health on the basis of a 
desire for new friends and a wish to get 
away from her family. She had a history of 
multiple minor somatic complaints, hypo- 
chondriacal preoccupations and polysurgery. 
For 3 years prior to entering volunteer serv- 
ice, she had worked as a nurses' aid in a 
general hospital. This was the first period 
in her life marked by a fairly satisfactory 
adjustment and some feelings of fulfillment. 
Her choice of the National Institutes of 
Health as the first of her volunteer assign- 
ments appeared to be part of an unconscious 
mode of handling unresolved conflicts in 
hospital situations. After leaving the Insti- 
tute, she volunteered to work as an attendant 
ina mental hospital. The choice of a men- 
tal hospital was a continuation of the same 
pattern but, in addition, emphasized increas- 
mg uncertainty about her psychological ad- 
Justment. Psychotherapy had previously 
been recommended, but rejected by her. 

3. Relation Between Motivation and 
Psychopathology.—A significant difference 
emerged between the volunteers who were 
Conscientious objectors and those who were 
hot. Of 11 conscientious objectors, 3 had 
Significant psychopathology (2796), and 
Were diagnosed; of 18 non-conscientious 
objectors, 12 had significant psychopa- 
thology (67%), 8 of who were diagnosed. 

ere was also a marked difference be- 
tween the extent of psychopathology in the 
p hgroup of subjects who were members of 
a: es church denominations, compared 
NR e subgroup who belonged to other de- 
ons. In the peace church group, 10 
het Subjects had significant psychopa- 
Pris (4276) ; among members of other 
gious groups, s of 5 had such pathology 


A. There was no significant differ- 
e inci is 
bien incidence of diagnosed pathology 


male And female groups. 

ve tonality Differences.—Within. the 

ein T group as a whole, marked differ- 
S were found in personality structure. 
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There was wide variation shown in the types 
of defense mechanisms employed, the extent 
to which anxiety was integrating or disinte- 
grating and the degrees of involvement and 
responsivity shown by different individuals 
characteristically and in periods of stress. A 
preliminary report describing the relation- 
ship of such personality variables to differ- 
ences in cerebral metabolism in the first 7 
volunteers has been presented(7). 


Discussion 


There are 3 subgroups in the volunteer 
sample: 1. Conscientious Objectors ; 2. Peace 
Sect members who are not conscientious ob- 
jectors ; 3. Volunteers of other religious de- 
nominations who are not conscientious 
objectors. As regards the conditions con- 
tributing to becoming a volunteer, and in the 
incidence of psychopathology, these sub- 
groups differ significantly. 

In the conscientious objector subgroup, the 
individual subject did not make a decision 
to enter the volunteer service as such, but 
rather, in conformity with his cultural and 
personal values, that he would not enter the 
armed forces. Once this decision was ar- 
rived at he was automatically assigned to the 
appropriate Volunteer Service Committee. 
In the subgroup of Peace Sect members who 
were not conscientious objectors, this type 
of external pressure was not present. How- 
ever, both of the closely knit, communal 
sects to which members of this group be- 
long strongly encourage their young people 
to enter volunteer service. Doing so is very 
much part of an ongoing, active, socio-cul- 
tural tradition. In the subgroup composed 
of volunteers who were not members of 
the peace sects nor were conscientious ob- 
jectors there was neither the external pres- 
sure of the conscientious objector group nor 
the cultural tradition of the peace church 
group underlying entry into volunteer serv- 
ice. For them, therefore, volunteering repre- 
sents to a greater extent a personal choice. 

The prevalence of psychopathology varies 
considerably in these three subgroups, in di- 
rect relationship to the extent to which vol- 
unteering appears as a personal rather than 
an externally pressured or externally fav- 
ored act. In the conscientious objector 
group 3 of 11 subjects showed significant 
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psychopathology (28%) for all of whom 
diagnoses were made; in the group of non- 
conscientious objectors from the peace 
churches, 7 of 13 subjects had significant 
psychopathology (59%), 4 of whom were 
diagnosed; and in the group who were not 
members of the peace sects nor conscientious 
objectors, 5 of s subjects had significant 
psychopathology (10076), 4 of which were 
diagnosed. (As noted, the trend of in- 
creased incidence of psychiatric diagnoses is 
similar to that of the psychopathology.) 

Lasagna and Felsinger have previously 
reported a high incidence of psychopathology 
in a group of 56 male college volunteers who 
were participating in a drug effect project 

(5). Basing their results on Rorschach tests 
and a psychological interview, they found 27 
cases of "severe psychological maladjust- 
ment" in their group, an incidence of psy- 
chopathology of 4896. Such an incidence is 
much higher than that reported for an aver- 
age unselected college student population. 
The percent of subjects in this present sam- 
ple who show significant psychopathology 
is quite similar (52%). However, the break- 
down into subgroups indicates that it cannot 
be assumed that all volunteer populations 
will be unrepresentative with respect to in- 
cidence of psychopathology. The incidence 
appears to vary widely depending upon the 
conditions influencing the decision to volun- 
teer. In this group of subjects, the incidence 
increases when the act of volunteering for 
medical research programs is not linked with 
external reinforcements: 

The personality variations shown within 
this group, and the suggested relationship, 
under certain conditions, between volunteer- 
ing as a research subject and an increased 
incidence of psychopathology, focus atten- 
tion on two questions involved in the selec- 
tion and use of volunteer subjects for re- 
search purposes. 

The first concerns the extent to which psy- 
chological adjustment needs to be taken into 
account in choosing a volunteer group. 
When an investigator is studying a drug 
effect or a biological or psychological process, 
he is usually interested in results that will 
be pertinent to a population beyond his ex- 
perimental group. In choosing such a group, 
one necessarily pays attention to certain cri- 
teria which appear to be related to whatever 


hypothesis is being investigated—for ex- 
ample, age, sex, or state of physical health— 
and ignores a great many others—color of 
hair and eyes, for example—which do not 
seem important. Psychiatric status is one 
criterion that has usually been ignored, ex- 
cept for the exclusion of gross psychopa- 
thology. Failure to employ psychiatric status 
as a criterion may skew results in a number 
of inyestigative areas. Many biological sys- 
tems for example, are intimately associated 
with and affected by homeostatic responses 
to stress and many investigative procedures 
involve a significant degree of stress for 
the participating subject. The intensity with 
which an individual experiences any situa- 
tion as stressful, and the manner in which 
he copes with such stress, are functions of 
his unique previous life experiences. A vol- 
unteer group composed of individuals with 
psychiatric illness is apt to reflect the high 
level of prior stress, or the decreased ability 
to cope with stress, of its members. It may 
thus yield different results in studies of vari- 
ous physiological or psychological functions 
than one with a low percentage of indi- 
viduals with psychiatric illness. Of particu- 
lar pertinence to physiological studies are 
the marked differences in the extent to which 
individuals in this volunteer population char- 
acteristically used psychophysiologic proc- 
esses as a defense against anxiety. 

The presence of a relationship between 
volunteering and psychopathology, therefore, 
suggests that a determination of the volun- 
teer’s psychiatric status is an additional vari- 
able that needs to be taken into account in 
biological as well as psychiatric studies. 

The second question has to do with the 
possibility of loss of significant results 
through failure to take into account the psy- 
chiatric status of participating subjects. 
With respect to psychiatric factors, a volun- 
teer group is usually treated as a homo- 
geneous one except in studies which are 
specifically psychophysiologic in design. In 
actuality, the volunteer group is clearly not 
homogeneous. Any volunteer group is com- 
posed of various subgroups on the basis of 
personality dimensions as well as psychopa- 
thology. When these subgroups are not dis- 
tinguished and individually studied, findings 
can average out and fail to be recognized. 

Psychiatric evaluation should be con- 
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sidered an integral part of the selection and 
study of all volunteer subects. 


CONCLUSIONS 


t. Psychiatric evaluation of a group of 
29 volunteer research subjects demonstrated 
the presence of significant psychopathology 
in 15. In 11 of the 29 subjects psychiatric 
diagnoses were made. 

2. There was an inverse relationship in 
this volunteer group between the presence 
of psychopathology (and psychiatric diag- 
nosis) and the extent to which environmen- 
tal influences contributed to serving as a 
volunteer. 

3. The incidence of psychopathology in 
a subgroup whose volunteer status was 
largely due to their draft status was 2876; 
in a second subgroup whose volunteer status 
conformed with socio-cultural tradition, 
59% ; in a third subgroup where neither of 
these factors was operative, 100%. The in- 
cidence of psychiatric diagnosis increased in 
the same direction. 

4. The volunteer group showed consider- 
able differences in the motivations involved 


in volunteering, in the ability of its members 
to accommodate to stress, in defense mecha- 
nisms employed, and in the tendency to 
somaticize anxiety. 

5. These differences, and the relationship 
between volunteering and psychopathology, 
raise a number of questions pertinent to the 
selection of volunteer groups, and the inter- 
pretation of results obtained from them. 
These questions are discussed. 
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NEUROTIC INTERACTION AND PATTERNS OF 
PSEUDO-HEREDITY IN THE FAMILY 


JAN EHRENWALD, M. D. 


Recent years have brought increasing in- 
terest in the dynamics of interpersonal rela- 
tionships and in particular in the study of 
interaction in the family. This shift of focus 
from the individual to the group made the 
development of new methods of collecting, 
assembling and processing data necessary. 
J. L Moreno's sociometric techniques(1), 
K. Lewin's method of group dynamics(2) 
and J. Ruesch's systematic study of net- 
works of communication(3) are important 
steps in this direction. N. Ackerman paid 
special attention to family diagnosis and 
family therapy(4) centered about the tasks 
of child rearing, while Th. Lidz(5) and his 
associates have been engaged in major re- 
search projects concerning the impact of 
pathological behavior patterns on both the 
individual and family structure, and in their 
transmission from one generation to the 
other. 

T. Leary of the Kaiser Foundation in 
California(6) focussed on more elementary 
facets of interpersonal communication. He 
seeks to capture and define so-called inter- 
personal reflexes as they manifest themselves 
in 3 levels of personality in group situations. 
His inventory of 16 interpersonal reflexes 
contains such contrasting pairs as “mana- 
gerial-autocratic” vs, "modest-self-effacing," 
or "competitive-exploitive" «s. “docile-de- 
pendent.” He found that behavioral atti- 
tudes of this kind are subject to reinforce- 
ment through social interaction. Applying 
an essentially sociometric technique Leary 
uses man as the measuring instrument of 
man. For instance members of a therapy 
group are called upon to rate each other's 
interpersonal behavior on a checklist of his 
16 variables. 

The present study approaches the prob- 
lem of interaction in the family from an es- 
sentially clinical, phenomenological point of 
view. It focusses on a broad spectrum of 
behavioral elements and configurations as 
they present themselves to the clinical ob- 
server. The most outstanding elements and 
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configurations discernible at such an ap- 
proach are the attitudes and personality 
traits of a given person. An attitude has 
been defined as a person's observable tend- 
ency to act or behave in a certain way. It 
is thus of a higher order of complexity than 
Leary's fleeting "interpersonal reflexes." It 
implies an attempt at predicting behavior, 
based on unconscious or intuitive computa- 
tion of the frequency of a given behavioral 
configuration which has been observed in 
the same person in the past. For instance, 
describing a child's attitude as “doci'e” im- 
plies the short-term prediction that he can 
be expected on the basis of his past per- 
formance, to behave in a docile way within 
a given social context, and to play a certain 
social role, e.g., in relation to his mother. 
In the same way, describing the mother's 
attitude as "controlling" implies the predic- 
tion that, on the grounds of her past be- 
havior, she can be expected to behave to her 
child in a controlling manner. If she is 
found to behave consistently in a controlling 
way not only in relation to the child, but in 
relation to everybody with whom she comes 
in contact, this behavior can be described in 
terms of a character trait. ~ 

Viewed thus, a trait is essentially a fixed 
attitude manifesting itself in a multiplicity 
of social roles. It implies a long-term pre- 
diction based on a great number of specific 
configurations observed by the investiga- 
tor and his associates. In a similar vein, it 
could be stated that the psychoanalytic con- 
cept of character traits or character defenses 
is likewise of an essentially probabilistic na- 
ture, arrived at on the basis of an uncon- 
scious computation of the frequency of cer- 
tain behavioral configurations. It amounts 
to a diagnostic evaluation of the composite 
picture of attitudes a person is wont to ex- 
hibit in diverse social roles. 

The present study is based on a list of 30 
attitudes and/or traits, as defined here. They 
are grouped in 10 triads or clusters of 3 
traits. Each triad or cluster of traits or at- 
titudes is marked by the numerals I to 
(Table 1). 


e 
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The first triad specifies a giving, suppor- 
tive, affectionate attitude. These character- 
istics are closely inter-related and partly 
overlapping, though not synonymous. A 
giving parent may, or may not, be suppor- 
tive and affectionate as well. On the other 
hand, there is always an attitude of giving 
implied by a supportive attitude, just as a 
supportive element is usually present in an 
affectionate approach. Social psychologists 
describe this type of shading and overlapping 
as scaling of attitudes. Their study plays an 
important part in public opinion polls, ques- 
tionnaires, and the like. 

The cooperative, permissive, indulgent at- 
titudes contained in triad II are listed ac- 
cording to the same principle, as are the 
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rest of attitudes and traits listed from I to 
X in our Inventory of Traits. It should be 
noted that these attitudes come close to 
forming a merging scale or continuum, rang- 
ing from socially desirable, or at least ac- 
ceptable, types of behavior to socially less 
desirable, “neurotic” or frankly disturbed 
behavior. Giving, supportive, affectionate at- 
titudes, are found at the top of the Inven- 
tory (Table 1), or on the extreme left of 
Charts 1-16. Competitive, rejecting, hostile- 
punitive or sado-masochistic attitudes are lo- 
cated close to the lower end of the Inven- 
tory, or on the right of Charts 1-16, with 
the most undesirable, erratic, eccentric and 
defective traits at the bottom of the Inven- 
tory or on the extreme right of the diagrams. 


TABLE 1 
INVENTORY OF TRAITS AND ATTITUDES 3 
A 
Father, mother, spouse Child, sibling 
Symb* I symbiotic (early) ......... eee 1 same as in A 
2 symbiotic (prolonged) ........... 2 same as in À 
3 symbiotic (continued) ...........- 3 same as in A 
4 giving cose oe ERE RENE eie 4 responsive 
I 5 supportive 5 pliable 
6 affectionate .... 6 same as in A 
7 cooperative .... 7 companionable well 
It 8 permissive 8 cooperative dasad 
9 indulgent s.. 0. EX DENT S 9 docile 
10 protective <s sedes o boa e ERAS Pus 10 independent 
I It domineering controling ....-+-+++- n socially aggressive 
12 authoritarian 1... 2... ds E ES ern 12 self-assertive 
13 competitive... si drn e VISAS 13 same as in A 
IV 14 rejecting, punitive ...... eee 14 ` defiant, rebellious 
15 hostile aggressive .....eeen 15 same as in A poorly 
16 clingihg ...- eise eR RNORE REIR EE same as in A adjusted, 
M 17 dependent same as in A e. g^ 
18 demanding same as in A neurosis 
I9 DA ENCEENOUERIQNOSES Sc XE same as in A 
VI 20 distrustful ... bs same as in A 
21 inhibited x diy : same as in A 
a8 apd Goren eas a rest gO 
VII 23 withdrawn a.s.a. sse » 23 same as in A 
24 autistic 0.10. THAN ..24 same as in A dcn: 
25 OS8IVE: cake pee eee same as in A ; 
nr 26 shales rato tae ate same as in ne 
pc |27 masochistic ........... : same as in A Sashes 
28 destructive . 28 same as in A 
IX 29 sadistic .... . 29 same as in A 
30 castrating . . 30 explosive 
31 erratic .... uta same as in A 
X 32 ECCEDÓTIC Loose dee ho § rae. same as in : 
33 Uefectivu. 12,22... ce eS Apt same as in 
Brk* |i 34 absent ....... mE same as in A 
35 incapacitated . . 35 same as in A 
36 decensedo ciii ooa ve cS ERR ees 36 same as in A 


*S 
ymb stands for symbiotic. Brk stands for broken pattern. 
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Our Inventory merely comprises a mini- 
mum number of such traits as can conceiva- 
bly be used to describe interpersonal rela- 
tionships in a given family setting. It does 
not claim to be comprehensive, nor does it 
represent an unbroken continuum in the 
mathematical sense. The traits included 
therein are merely designed to pinpoint cer- 
tain variables in the broad range of be- 
havioral configurations which come to our 
notice with some measure of frequency and 
some degree of consistency. It is true that 
the frequency and consistency of their oc- 
currence cannot be expressed in strictly 
mathematical terms. However, since their 
impact upon the observer is much the same 
as is their impact upon the person involved, 
the observer's "protocol sentences" describ- 
ing his own reactions can rightly claim the 
status of valid scientific statements. His 
observations are psychologically, if not sta- 
tistically, significant(7). 

It should be added at this point that the 
Inventory of Traits and Attitudes as shown 
in Table r has to be modified when we are 
dealing with children under 16. For instance; 
the triad designated as giving, supportive, af- 
fectionate, can better be described in the 
child as pliable, responsive, affectionate 
(Table 1B). The specification of attitudes 
observed in infants or in old age may re- 
quire further modification of the inventory. 

The application of the same Inventory to 
situations outside the family simply involves 
the extension of our inquiry to roles played 
in the community at large, e.g. at school, in 
work situations, therapy groups, etc. 


RATING 


The Inventory is drawn up in such a way 
that the psychologically trained observer 
should have no difficulty in applying its de- 
scriptive terms to persons known to him, 
through clinical interviews, psychotherapy, 
or social intercourse, Attention must be 
focussed on overt behavior and no attempt 
at clinical diagnoses or deeper psychodynamic 
evaluation should be made. 

Exceptions to this rule are the frankly 
disturbed, overtly psychotic areas of be- 
havior. For obvious reasons, in some sub- 
jects reference to “sadistic,” “masochistic” 
or "defective" behavior cannot be avoided. 

Keeping this principle in mind, the ob- 
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server (or "judge") is asked the following 
question: Which, in your opinion, is the 
Triad of Attitudes most characteristic, or 
most outstanding, in a given family pair, e.g., 
in the relationship of mother to child? This 
most outstanding triad, designated I, II, etc. 
should be given the rank, or score of 5. 
Next question: Which attitude ranks, in 
your estimate, as the next outstanding in 
their relationship? This “next outstanding” 
triad of attitudes should be given the score 
of 4, followed in sequential order by the 
score of 3, 2 or 1 on the chart. 

The inventory is so designed that infor- 
mation pertaining to more than 5 triads of 
traits can rarely be obtained. This is why 
the maximum score has arbitrarily been set 
at 5. On the other hand, in order to obtain 
a minimum of useful information the ob- 
server is asked to indicate his choice of not 
less than 2, or preferably 3, outstanding 
triads. Rating is thus based on the order of 
preference established by the observer. In 
this way the method lends itself to a quasi- 
mathematical treatment of rating responses. 

This constitutes the first step in the use 
of the Inventory, It aims at eliciting a rough 
estimate of the subject’s most outstanding 
cluster of attitudes in relation to a given 
family member. As a next step the observer 
is asked to specify which of the 3 traits in- 
cluded in the triad rated at 5 appears to him 
as the most characteristic in the subject’s at- 
titude in a particular family relationship. In 
such a close-up approach the observer may 
decide, with reference to triad III, for ex- 
ample, that the subject’s most outstanding 
trait is protective, controlling or authori- 
tarian, as the case may be. This trait may 
then be marked by the code number 10, 11 
or 12 for further statistical processing of 
the data (see Table 1). 

A third question the observer has to an- 
swer refers to clinical or sociological data 
which are not included in the Inventory of 
traits discussed so far. Extra space is alloted 
for such data in the 3 top and bottom lines of 
the inventory, and on the right and left mar- 
gins, of charts 1-16, in as much as they supply 
factual information relevant to the proposed. 
final statistical evaluation of all the available 
findings. The letters Sy in the first left col- 
umn indicate symbiotic patterns that exist, 
for instance, between mother and child. 
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Symbiosis is conceived here as an intimate 
sharing of attitudes between two persons 
linked together by bonds of identification or 
empathy and what I have described as en- 
kinesis (the motor counterpart of empathy, 
7a), or both. Symbiosis in this sense is a 
normal aspect of the child-parent relation- 
ship in the early infantile period, while its 
persistence in the child beyond the age of 
2 or 3 may have pathological significance, 
as for example in childhood schizophrenia. 
In any case, the persistence of symbiosis in 
adult relationships has to be judged on its 
merits in each individual case. 

Br, on the extreme right of the chart, is 
a reference to broken patterns, such as are 
due to the absence, total incapacity or death 
of one partner in the family pair. Scoring 
of the relevant piece of information depends 
on a consideration of age and the nature 
of the interpersonal relationship. For ex- 
ample a mother's absence for 3 months car- 
ries the maximum score of 3 in a child of 
one year old or less. In the age period of 2 
to 6 years one year's absence of the signifi- 
cant adult is scored at 2. 
_ Ideally, ratings should be obtained by two 
independent judges who are equally familiar 
with the subject of the study. If this con- 
dition exists and if preliminary understand- 
mg regarding the nomenclature has been 
reached between the two observers a high 
Score of agreement can usually be found 
petwreen them. A mathematical study of the 
‘evel of agreement that can thus be attained 
1S in progress, 
, How then does the observer pass his 
Judgment, and how does he arrive at his 
AR I indicated that he arrives at it by 
E unconscious or intuitive computation ‘of 
: quencies of behavioral configurations in 
EER setting. In other words, here, 
ear: Leary’s investigations, the judge 
supplies th the measuring instrument that 
lon e data upon which the study is 
s bonc iue that the validity of such 
licis a is subject to questions. But the 
sonal onda person's attitudes or interper- 
in any xes as they manifest themselves 
settin Social situation (¢.g., in the family 
he E), are derived in much the same way. 
ing C describing a wife as cling- 
Presumable 7 ident merely re-experiences the 

Impact of such a wife upon her 
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spouse. But while the husband's reaction is 
likely to be biased as a result of his per- 
sonal involvement in the marriage situation, 
the psychiatrist has the advantage of his clini- 
cal detachment from the case which should 
in turn give him greater awareness of his 
own tendency to color his judgment by coun- 
tertransference. 

Put in other words, the interaction of 
family members is based on essentially the 
same principles of intuitive computation of 
the frequency of behavioral configurations | 
as the trained observer's response to his sub- 
ject. In both situations man is used as a 
measure of man, with the difference that in 
the clinical situation at least some of the 
flaws inherent in the measuring instruments 
have been corrected. 


PRELIMINARY RESULTS 


The present report is based on the study 
of 12 families (11 white, 1 negro). They 
were seen in part in private practice, in 
part in the outpatient department of Roose- 
velt Hospital in New York. They include 
3 childless couples and 9 families with 1-4 
children. They are Protestant, Catholic and 
Jewish. The majority belong to the middle 
income bracket. Since their selection was 
solely guided by the availability of as many 
family members as possible for personal in- 
terviews and observation they can be con- 
sidered a random sample of an urban popu- 
lation of mixed American and European 
stock. 

The conclusions suggested by this ma- 
terial are supplemented by the present writ- 
er's experience with several hundred fami- 
lies seen in consultation with a family 
agency. Limitations of space make it neces- 
sary to confine our discussion to two repre- 
sentative families—one a "well-adjusted" or 
"healthy," the other a “problem” family, with 
one severely neurotic and one delinquent 
member. 


GUIDE TO FAMILY CHARTS 


Charts 1-16 present the information obtained by 
using the inventory of traits and attitudes (see 
Table 1). Each chart represents ratings of atti- 
tudes exhibited by one family member in rela- 


?[ am greatly indebted to Mrs. A. Grieving of 
the Psychiatric Social Service of Roosevelt Hos- 
pital, for her cooperation in the study of these 
families. 
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tion to his or her opposite number in the family vidual trait most characteristic of his attitude 
pair. F—>M stands for father in relation to mother, toward her (see Table 1). 

and vice versa. F—>D1 stands for father’s atti- The Family Profile illustrated by chart 8 is a 
tude in relation to first daughter, etc. In Chart 1 composite picture of family attitudes. It is derived 
the triad of attitudes designated II is rated as 5, — from averaging all the 12 charts pertaining to the 
that is, the traits "cooperative, permissive, indul- Gold family. This chart is heavily weighted on 
gent" are deemed to be father's “most outstanding" the “giving, supportive, affectionate" side of the 
attitudes in relation to mother. The number (7) scale. It is the picture of a “well-adjusted” family. 
printed under the baseline of the chart indicates Existing neurotic or otherwise maladjusted atti- 
that on closer scrutiny "cooperative" is the indi- tudes are submerged. Owing to the relative pau- 


GOLD FAMILY CHARTS 1-8 
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city of available information some charts con- 
tain ratings of 3 traits only. Also, some less sig- 
nificant aspects of the family constellation are 
omitted. The same procedure was followed in the 
Korn family. In this family scanty information was 
available regarding the younger son and only the 
mother's attitude towards him is included in the 
diagramatic representation of the family profile. 
This profile is heavily weighted in the neurotic and 
more severely disturbed area. On comparing the 
reciprocal attitudes of father and mother, a com- 


KORN FAMILY 


plementary pattern is discernible. Father is essen- 
tially cooperative, permissive, indulgent, with the 
emphasis on the latter trait. By contrast, 
mother is chiefly clinging, while at the same time 
passive, cold and withdrawn in her relation to 
him. Some of these contrasting traits are can- 
celled out in the resulting Family Profile. The 
total picture is one of fairly good family coherence, 
despite the existing inter-family tensions and in- 
compatibilities. 


CHARTS 39.16 
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Our first example, the Gold Family ( Chart 
1-8), consists of 4 members: father aged 53, 
mother aged 49, and two daughters aged 20 
and 22. As calculated on the basis of the 
formula n (n-1), the study comprises 4 
(4-1), that is 12 relationships involving 
family pairs which can, in their totality, be 
represented in 12 charts. To state it at the 
outset, the Golds stand for the well adjusted 
family in which each member fulfills his or 
her respective role within the family group 
and, in effect, in the community at large. 

Charts 1 and 2 represent the marital rela- 
tionship between father(F) and mother 
(M); chart 3 the relationship of F to the 
older daughter (D 1), chart 4 of the older 
daughter to F, and so on. Accordingly 
each chart illustrates one aspect of a given 
interpersonal relationship or family pair. 
By "averaging" the total relationships plotted 
on our charts we arrive at the Family Pro- 
file (ch. 8). In a similar way, by averaging 
an individual family member's roles in rela- 
tion to other members a composite picture 
of his personality traits can be obtained. 
Such a composite picture would represent 
a person's "Intrafamily Personality Profile." 

Taking the next step, and using the traits 
marked by the code numbers from 4-33 (See 
Table 1) each respective relationship can be 
described more specifically in terms of a re- 
ciprocal attitude pair. For instance, in the 
Gold family, the relationship of the wife- 
husband pair is characterized by Coopera- 
tion and Control—with the accent on co- 
operation derived from father, and that of 
control from mother. The father’s attitude 
towards both daughters is essentially co- 
operative and affectionate, while mother’s 
attitude to them is chiefly controlling, which 
in turn provokes responses of mixed docility 
and rebellion on their part. 

It should be noted once more that this 
particular part of our procedure focuses in- 
dividually on one of the 30 traits contained 
in the 10 triads marked I to X. Thus focus- 
ing on one individual trait amounts, in effect, 
to a refinement of the scoring which, in its 
first step, was merely concerned with choices 
made among the ro triads of traits. This 
has now to be supplemented by a closer 
choice between particular traits which are 
deemed to be most characteristic of the per- 
son’ concerned in his relationship to his op- 


. posite member in the family pair. 


Using the most characteristic individual 
traits as our indices we arrive at a simple for- 
mula for the description of existing relation- 
ships within a family pair. A family pair can 
thus be characterized as giving—responsive, 
cooperative—docile, rejecting—hostile, sado- 
masochistic, destructive—exploitive, etc. In 
effect, we have to realize that, as a general 
rule, attitudes appear in pairs, not singly. 
"They occur as compounds, not as free atoms 
of social behavior, as it were. More stable 
than T. Leary's interpersonal reflexes, they 
result from more or less fixed patterns of 
interaction within a family pair. Yet it is 
readily understood that the possible com- 
binations and permutations of the 30 traits 
which may go into such compounds amount 
to astronomical figures. 


Our next step brings us closer to the goal 
of a sociometric family diagnosis. By sin- . 
gling out and labelling of the clinically domi- 
nant family pair in the way just described 
we arrive at the picture of the existing 
family constellation. In our example the 
Gold family can be described in terms of a 
cooperative-responsive constellation in the 
first place, and of a controlling-rebellious 
constellation in the second. It is the study 
of such clearly defined family constellations 
that holds the promise of new insight into 
the part played by family interaction in the 
origin of neurosis, mental illness, delin- 
quency and their apparent transmission from 
one generation to the other. Not less 1m- 
portant will be the clues that may come to 
light as to environmental factors which tend 
to counteract the perpetuation of such trends 
in successive filial generations. 

A preliminary survey of our material sug- 
gests that family constellations as they were 
described. above can be grouped and divided 
in 4 major patterns as follows: 


1. Patterns of sharing and cooperation 
2. Patterns of contagion 

3. Complementary patterns 

4. Patterns of resistence and rebellion. 


It goes without saying that patterns of 
sharing and cooperation derive from the con- 
cordance of traits belonging in the well- 
adjusted area of interaction. It is a reason- 
able assumption that they form the basis for 
the perpetuation of healthy personality traits 
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in the family, and in our culture at large, at 
least to the extent to which these traits are 
formed in response to factors provided by 
our social environment. 

In contrast, patterns of contagion, such 
as hostile, rejecting, sado-masochistic or 
other disturbed traits and attitudes, derive 
from a concordance in the area of poorly 
adjusted family interaction. These tend to- 
ward the perpetuation of disturbed patterns 
within a given family and thereby from one 
generation to another. Despite differences 
in their bio-social significance both patterns 
of sharing and patterns of contagion have 
thus one thing in common: they are con- 
ducive to the perpetuation of either desira- 
ble or undesirable patterns in the community. 

Complementary patterns may or may not 
constitute a break in such a trend. They 
bring the factor of change into the more 
or less random distribution of fixed or fluc- 
tuating attitudes, desirable and undesirable, 
in a given society. At the same time they 
Play an important part in binding together 
an otherwise poorly balanced family struc- 
ture. 

Patterns of resistance and rebellion tend 
to counteract the ominous trend towards per- 
petuation of neurotic or otherwise disturbed 
patterns. For instance, the two daughters in 
the Gold family show some evidence of re- 
bellion in relation to their mother (Ch. 6). 
This runs counter to the general atmosphere 
of cooperation and responsiveness character- 
istic of the family, though it does not in 
any appreciable way threaten its stability. 
In many cases, however, patterns of resis- 
tance and rebellion become a major problem 
to the coherence of the family structure, 
They confront us with the picture of strife 
and dissension, They become the breeding 
ground for individual behavior disorders; 
for various delinquent patterns and political 
ean They may ultimately lead to the 

own of social, cultural and religious 

values within the Society. 
Bed 15, o. also another side of 
Mire o uch patterns, despite their es- 
Sandi oe impact, may carry within 
Rebellion Py seeds of change for the better. 
oae Mies: resistance do help to break the 
Boc ih giga by contagion or 
disturbed e Y, of neurotic or otherwise 
itudes and persomality traits 


from one generation to the other. Resistance 
and rebellion may thus pave the way for the 
emergence of new patterns in the history 
of mankind. They are comparable to the 
emergence of mutations on the psychologi- 
cal plane. 

This point can be illustrated by a brief 
glance at the Korn family (9-16). 


This family consists of a weak, passive-submis- 
sive father, aged 46; a severely neurotic, obses- 
sive compulsive mother, aged 42, and two sons 
aged 19 and 15. Max, the older son, rebelled 
against the control of his cold and rejecting mother. 
Following the birth of his younger brother he lost 
control of his anal sphincters and soiled himself 
up to the age of 11. At the age of 18 his rebellion 
exploded in violent delinquent behavior. On two 
occasions, after quarreling with his girl friend, 
he held up a cigar store. Leo, the younger son 
and his mother's favorite, is docile and pliable and 
seemingly safe from a career of delinquency. How- 
ever, there are indications that he, in turn, is a 
likely candidate for a compulsion neurosis, thus 
perpetuating the maternal share of his family 
heritage. 


The perpetuation of neurotic patterns 
from one generation to the next has been 
described as non-biological transmission(5) 
or as neurotic pseudo-heredity.? Viewed 
from our angle pseudo-heredity is in effect 
nothing else than the transmission by shar- 
ing, complementarity, or contagion of cer- 
tain patterns of family interaction from one 
generation to the other. 

One family included in the present study 
showed a high incidence of obsessive-com- 
pulsive neurotics in 3 successive generations. 
The prevailing pattern was that of a con- 
tagion and complementarity. At the same 
time there was a striking tendency of family 
members to seek out spouses who were them- 
selves severely obsessive-compulsive person- 
alities. Similar family pictures have been de- 
scribed by T. Lidz and his coworkers, by 
F. C. Thorne(8), by L. Szondi(9), and 
more recently by E. J. Cleveland and W. D. 
Longaker(10). They illustrate once more 
the difficulty of making a clear-cut distinc- 
tion between the non-biological transmission, 
of pathological attitudes as described here, 
and the organic transmission of genetic 
traits. 

3 ity was introduced into 
Ms ud yell wag ap ord Dunbar in her book : 


Emotions and Bodily Changes, New York : Columbia 
University Press, 1935. 
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It may be well to realize, however, that 
sharing and contagion are fortunately not 
confined to the perpetuation of neurotic or 
otherwise disturbed patterns of interaction. 
Our material indicates that the same prin- 
ciple applies with equal force to the sharing 
of healthy patterns, and thereby to the trans- 
mission of biologically and sociologically de- 
sirable trends in our society. 

The systematic study of the traits and 
interaction patterns described here is thus 
of interest from both the clinical and socio- 
cultural point of view. It throws light upon 
the part played by socio-environmental fac- 
tors in the emergence of both healthy and 
pathological patterns of interaction and pro- 
vides a useful diagnostic aid to guide our 
therapeutic course of action both with indi- 
vidual family members and with the family 
as a whole. More detailed results will be 
described in future publications. The pres- 
ent report in merely intended to draw an 
outline of our method and to make it avail- 
able to other investigators who might be 
interested in using it with their material. 


SUMMARY 


In summary it can be stated that our focus 
on attitudes and traits as the elementary 
units of interaction in the family, and the 
method of preferential rating outlined here, 
make a quantitative treatment of such inter- 
actions possible, Our findings suggest that 
attitudes do not occur singly but in pairs or 


in compounds of higher complexity. Based 
on this principle our study leads to the dis- 
tinction of 4 major patterns of interaction: 
patterns of sharing, contagion, complemen- 
tarity and resistance. The findings lend 
themselves to diagramatic representation, 
1, of interaction in a family pair, 2. of the in- 
trafamily personality profile, and 3. of a com- 
posite picture of family interaction, or family 
profile. Our material illustrates at the same 
time the part played by patterns of sharing 
and contagion in the non-biological or pseudo- 
hereditary transmission of traits and atti- 
tudes. 
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SOME ANTECEDENT FACTORS IN ARMY PRISONERS 


ADOLF HAAS, Carr. MD. ann EDMUND J. KURAS, Scr., SociAL 
Work TECHNICIAN 


The U. S. Army Provost Marshal Re- 
habilitation Center (formerly the U. S. 
Army Europe Rehabilitation Center) is an 
installation in which the corrective principle 
dominates the punitive. It was created for 
offenders sentenced to more than one and no 
more than 6 months, and is mostly composed 
of offenders sentenced for disciplinary rea- 
sons. Included also, however, are a few, who 
have committed petty larceny or who have 
been engaged primarily in aggressive be- 
havior. Inebriation is connected with most 
offenses and ranges from tipsiness to severe 
intoxication. 

It was believed that a study of certain fac- 
tors in the background of the prisoners 
(called "trainees") at this Center might as- 
sist in determining, for example, on what 
basis decisions should be made to retain the 
men in the service and also give indications 
as to what antecedent factors should be con- 
sidered in inducting men into the Army and 
in assigning them to an overseas command. 
Involved in the current study were 543 train- 
ees representing 543 consecutive admissions 
to the Center. This population represented 
a fairly uniform distribution of origins 
throughout the United States and Puerto 
oe Negroes made up 25% of the popula- 
ion, 

Specified information was collected on 
the background of the 543 trainees. It in- 
cluded the following: the number of previ- 
ous civilian or military convictions, if any; 
the occupation of the breadwinner in the 
trainee’s family ; the stability of the trainee's 
family and the sibling position of the trainee 
In the family group; previous diagnoses of 


psychiatric or character disorders. The 
choice of these particular antecedent factors 
was made because it was believed that they 
would lead to the collection of objectively 
valid data and that they did not include cri- 
teria likely to be subject to bias on the part 
of the prisoner presenting the information 
or on the part of the interviewer. There- 
fore no attempt was made to elicit informa- 
tion from the prisoner as to whether, for 
example, he had experienced feelings of re- 
jection. For the same reason no information 
was collected from the prisoners on the 
parental attitudes—whether overprotective, - 
underprotective; confirmation or negation 
of the information we obtained from the 
prisoners was impossible to obtain from 
relatives and/or agencies in the United 
States, The only records available were the 
men’s 201 files, containing data collected by 
the Army. 

Table 1 shows the number of convictions, 
both military and civilian, of the trainees 
studied. The civilian offenses had been com- 
mitted mostly before the trainees’ entry into 
the service, although a few occurred during 
the intervals between enlistments. With neg- 
ligible exceptions these acts were committed 
by individuals who either had entered the 
Army voluntarily or volunteered for the 
draft. There were r0 men who had joined 
the Army under the pressure of courts, pro- 
bational authorities or the police. Of the 
total 543 prisoners, 510 (93.9% ) were mem- 
bers of the Regular Army. The remaining 
33 (6.196), were draftees. ; 

The position of the trainees among sib- 
lings in their families were as follows: 167 


TABLE 1 
Convictions, MitrrARY AND CrVILIAN. (TRAFFIC VIOLATIONS EXCLUDED) 

Civilian z Milit. Number of 
Convictions aper of % convictions individuals %e 
: OCTO cs weet Mem SUUS 68 125 3 or more 202 372 
Di. esee eR LISTS LT) 100 18.2 2 245 45.2 
NINE CAR STR elis e QA Sov dies iat 375 493 1 96 27.6 
ei MEE B p ue e dn 543 100.0 543 1000 
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TABLE 2 


PARENTAL Homes BROKEN PRIOR TO THE TESTEE'S 
AGE OF I5 YEARS 


Cause of break- Number of VEL. % of 
down of home individuals homes to 
Divorce ..... eee 161 51.2 30.5 
Father deceased ..... 74 23.6 13.5 
Mother deceased .... 59 18.3 10.5 


Orphanage or un- 
known parentage .. 20 6.3 3.2 
Home not disrupted 


at age of 15 years. 220 — 42.3 


57.79% 100.0% 
(or 30.8%) were first or only siblings; 86 
(16.2%) were second siblings; 25 (or 
5.596) were next to the last siblings; last 
siblings constituted 68 individuals (or 
12.596). 

The stability of the parental home was 
tabulated on the basis of whether it had been 
actually overtly disrupted before the indi- 
vidual reached the age of 15 (see Table 2). 
(There had also been some disruptions of 
the homes of the trainees after this age.) No 
tabulation of so-called inadequate homes was 
attempted. Psychiatric examination dis- 
closed, however, that the vast majority of 
the prisoners (at least 90%) came from 
homes which could be termed inadequate, 
either because of disruption, alcoholism, emo- 
tional coldness or inconsistency. As this es- 
timate is based on the examiner's somewhat 
subjective opinions and is subject to bias, no 
tabulation of these criteria will follow. The 
total number of individuals from homes 
broken before these individuals had reached 
the age of 15 years numbered 314 (or 
57.796) of the total sample. 

We have attempted to tabulate information 
on the professional or occupational back- 
ground of the breadwinner in the family of 


the trainees studied when reliable informa- 
tion could be obtained. (See Table 3.) Of 
the 543 examined, we believe that reliable 
data were made available only by 325 of 
them. 

The first 5 occupational groups listed in 
Table 3 are those which enjoy rather high 
social esteem and comparatively high income. 
This group supplied 19.2% of the delin- 
quents of this study. The remainder came 
from families where the breadwinner be- 


TABLE 3 


BACKGROUND OF TRAINEES ACCORDING TO OCCUPA- 
TION OF THE BREADWINNER IN THE FAMILY 


Occupation of Number of 

breadwinner individuals % 
Professionals 55). vs eee esl ey 9 28 
Semi-professionals ........... 6 18 
Mtis ig b dE Nm zm 68 
Maree ronde 
Clero pte HR vies ce 12 37 
Salesmen 
Craitamens uc qd edes qe caches 13 4I 
Factory workers ....... ee 123 37.9 
Domestic workers .......++-+ 15 44 
Farm laborers 27 8.3 
Other laborers o8 30.2 

Total jeden tae sder atra 325 100.0% 


longed by occupation to the remaining 4 
groups of lower income and lower social 
status. 

As readily as the above figures lend them- 
selves to conjecture, one has to warn against 
unreasonable conclusions. As a corrective 
factor, we may assume that many of the in- 
dividuals who join the Army do so for rea- 
sons of income—discounting all other rea- 
sons. In this sense the Army is composed 
largely, especially in the case of the lower 
grade enlisted men, of individuals who would 
fall in the low income occupational group» 
and this is the group which mainly concerns 


TABLE 4 
DraGNosTIC GROUPING AND RECOMMENDATIONS 
Num. 
ber of Recomm. 
ndi- e 
Diagnostic grouping viduals tai pee 2a diag. 2 AR for don 
Psychiatric diagnosis other than char- 
acter disorder ......... 4.0 19 3 86 3 
Character disorders 40.1 173 Pen 1 45 
No diagnosis (borderline diagn. 
CESS) iron okoda oak sis 303 55.9 152 227 50.0 151 
Total .....eeeee nnt 543 100.0 344 63.3 E 199 
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us in this study. It is understandable that 
the Army does attract persons from the 
lower income groups, perhaps especially be- 
cause of the higher social esteem the Army 
represents as compared with the groups from 
which they originate. 

The average age of the trainees studied 
was 20.5 years, with the youngest 16 years 
old and the oldest 44 years of age. The aver- 
age education of the groups was 9.7 years. 
The lowest number of formal years of 
schooling reported was 4 years; the highest 
was that of a graduate from college with two 
years of postgraduate work. 

The entire sample was examined with the 
aim of prognosticating the further value of 
each in the Service. Certain diagnostic 
groupings were applied, according to current 
Army Regulations. Figures and percentages 
are shown in Table 4. Value of the man to 
the military service was seen from the point 
of view of service in a peacetime Army and 
under the specific conditions existing in the 
European Command, 

Additional studies are necessary to evalu- 
ate the sociopsychological impact of serving 


in a foreign country with certain language 
barriers, a country only recently emerging 
from the hostility and resentment of World 
War II. 


CONCLUSION 


This study of 543 consecutive admissions 
to the USAREUR Rehabilitation Center 
shows a certain concentration of negative 
antecedent developmental factors in the back- 
ground of these men. I do not consider that 
the figures in this paper are by any means de- 
cisive enough for definitive conclusions, but 
I believe that they indicate an open field for 
additional sociopsychological research into 
the problems of the Armed Services abroad 
in peacetime. Additional data, should they 
be collected, could aid in a reevaluation of 
induction procedures presently in use. Such 
data could help in the selection of suitable 
personnel for overseas tours of duty in 
peacetime. They might also add some new 
and valuable insights which would aid in the 
leadership training of lower echelon com- 
manders. 


A SINGULAR DISTORTION OF TEMPORAL ORIENTATION 
MAX DAHL, M. D. 


Orientation for age is not entirely de- 
pendent upon the ability to reason arith- 
metically. There is a stronger psychological 
force than the mere result of a calculation 
when factors of personal identification are 
concerned. 

It has been frequently observed that 
some patients will give the year of their 
birth and the current year correctly but 
will not give their correct age. It is this 
observation that is the subject of this study. 

As early as 1911 Bleuler(1) pointed to 
a disorder of the process of association 
which he considered one of the funda- 
mental and primary symptoms of schizo- 
phrenia. Consistant logical errors are meant 
by him to be a part of the process of 
“loosening of association". He describes the 
"double orientation" wherein the patient, 
on an intellectual level, is correctly oriented 
while at the same time and on the emotion- 
al level, he is deluded. This delusion takes 
precedence over the known facts. 

English observers have found the same 
condition in patients with organic brain 
Syndrome. Weinstein and Kahn(2) refer 
to it in a study of a woman over 70 who, 
in the early stages of recovery after head 
injury, insisted that she was 38. The authors 
do not, however, attempt to offer an ex- 
planation. 

Zangwill(3) described two cases of Kor- 
sakoffs psychosis in which disorientation 
for age was remarkably persistent. His 
patients could state the year of birth cor- 
rectly on request and had no doubt regard- 
ing the present year. Yet they invariably 
maintained that their age was less than 
arrived at by calculation, and this error 
resisted all attempts of correction. This 
tendency to maintain such disorientation 
in the face of contradictory evidence is an 
example of the entertainment of incom- 
patible propositions in amnestic states. 
Zangwill(3) expresses the view that in 
these cases, the consistent retrograde amne- 
sia can not by itself explain this phenome- 
non but that a motivational background 
must play an additional causative role, He 


1 Hudson River State Hospital, Poughkeepsie, N. Y. 
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points out that the denial of age in amnes- 
tic individuals has a protective function 
of allowing the maintainence of as much 
ego integrity as a damaged brain permits. 

In 1946 Lunn and Trolle(4) and a few 
years later Strauss and McPhail(5) re- 
ported the same symptom occurring during 
the recovery period from electroshock. 
Clinical and electroencephalographic stud- 
ies emphasized the similarity of psycho- 
logical and biological changes in Korsa- 
koff's and post-traumatic psychosis as com- 
pared with recovery of consciousness after 
ECT. A patchy amnesia and disorientation 
related to the effect of ECT on the 
diencephalon was produced. 

Mowbray(6) found that after ECT, 
ability to count fingers re-occurred first 
followed soon by orientation for name. As 
might be expected some married women 
gave their maiden names before they could 
recall their married ones. About 22 minutes 
after shock, temporal orientation was re- 
sumed, first for the year of birth then for 
the present age but only 3 to 9 minutes 
later, for the current year. This clearly 
demonstrates that orientation for age 
stands out as an isolated fact, changing 
through time but maintained by rehearsal 
rather than by mathematical calculation 
and, therefore, can and does occur without 
knowledge of the current year. Before full 
mental recovery from the shock, men, as à 
rule, express their disorientation by saying 
that they do not know or do not remember 
their ages whereas women are likely to 
show disorientation by stating that they 
are years younger than they actually are. 
This is not surprising, as sensitivity to ad- 
vancing age is a common human failing, 
particularly in women. Mowbray(5) like 
Zangwill(3) feels that, in terms of ego 
psychology, the individual is trying tO 
maintain the greatest possible intactness of 
his ego. 

It is of interest to note that a parallel ob- 
servation can be made in studying dis- 
orientation in space. Paterson(7) studie 
the recovery of spatial orientation after 
head injury. He drew attention to cases 
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where correct and incorrect ideas of locality 
may exist side by side, ideas that are re- 
conciled only through bizarre rationaliza- 
tion, as for instance, by stating that one is 
in one place “by the map” but somewhere 
quite different “actually”. 

In order to study the frequency of oc- 
currence as well as its possible significance 
as a diagnostic and prognostic sign, we ex- 
amined 500 female patients chosen at ran- 
dom from the same service of Hudson 
River State Hospital. All were chronically 
ill mental patients whose diagnoses were as 
follows : 


Alcoholic deterioration .......... 2 
Psychosis with psychopathic 
personality. 5-49: state wea ff 
Psychosis due to convulsive 
disorder... s excuse EE TL 
Psychosis with cerebral 
arteriosclerosis .............+- 8 
General Paresis u. ti uee AA 39 
Involutional Psychosis ........... 23 
Manic-Depressive Psychosis ...... 28 
Dementia Praecox .............. 382 
total c. ataa. ESANS 500 


They were asked their age, their year of 
birth, and the current year. One hundred 
and twenty-one answered correctly and 
were dismissed from this study. Three 
hundred and twenty-seven were excluded 
who were uncommunicative or confused 
or irrelevant in answering. 

Fifty-two patients, however, showed the 
symptom under discussion and then were 
asked ; 

m sive the name of the president of 

2. To name a few vegetables 
3. To state what happens to ice when it 
melts 

Only those showing unimpaired judg- 
ment of impersonal matters by correctly 
answering questions 2 and 3 were made 
subjects for further study. 

The results are tabulated as follows : 


TABLE 1 
Standard 
Real age Mego pegig i 
Claimed age 36.8 10.2 


Definition: Mean (x) denotes the arith- 
metical average. 


Standard deviation (s) denotes the 
pattern of dispersion and therefore 
depends on the variability of the data. 
At least 2/3 of the cases are contained 
within plus or minus one standard de- 
viation of the mean. 


The given age was then compared with the 
age. at which the mental illness began. 
Whenever such an age was not found in 
the record, the age of first hospitalization 
served as substitute. The result of this 
comparison is tabulated as follows : 


TABLE 2 
Standard 
Mean Deviation 
Claimed age 36.8 4 
Age at beginning 
of illness 31.6 8.7 
Time needed for 
regression (a-b) 5.2 5.4 


Lanzkron(10) found similar results in 
an examination of 50 male patients showing 
the same distortion of temporal orientation. 
In his study the mean age is 47.54 years 
with a standard deviation of 9.96 years. 
The mean age claimed by his patients was 
26.04 years with a standard deviation of 
6.90. He finds the difference between a real 
and stated age to have a mean of 22.32 
with a standard deviation 10.42 and this to 
be a reflection on the chronicity of the 
illness. He found a mean span of 7 months 
between the age at hospitalization and the 
claimed age and concludes that for the 
temporal orientation to become arrested, 
it takes less than a year after the illness 
is sufficiently severe to warrant hospitaliza- 
tion and that usually hospitalization takes 
place rather late in the course of the 
disease. 

Our observations as shown above are 
similar and the pooled experience lends 
additional weight to our findings. The 
average time needed for regression was 
5.2 years but when it was broken down 
by the diagnostic types of schizophrenia, 
we saw that the mean for the hebephrenic 
type was 2.0 years; the catatonic type 2T 
years ; the paranoid type was 8.3 years. 

This result was expected in view of the 
well known clinical observation that para- 
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noids preserve the integrity of their per- 
sonality considerably longer than other 
schizophrenic types, particularly hebe- 
phrenics, 

This phenomenon occurred only in 
schizophrenics. Roughly, 14% of the ex- 
amined schizophrenic patients showed it. 
A few patients, still under a different 
diagnosis, showed after a long period of 
hospitalization in retrospect the effect of a 
malignant schizophrenic process. All pre- 
sented a higher or lower degree of regres- 
sion. None of the patients added to their 
age, all deducted from it. The discrepancy 
which was often realized by them when 
calculation was made on paper remained 
frequently unexplained, sometimes re- 
marked upon but always unshakable. We 
heard comments like : “I was born again", 
“The count stopped officially”, “I can’t tell 
you—that's my age", “They have a joke on 
the calendar", “The church computes time 
differently", "The calendar fools fools!”, 
“There are 57 calendar years but I go by 
the modern method". 

In conformity with this distortion, some 
patients would give the name of the con- 
temporary president of the U. S. A. as Tru- 
man, Wilson, Coolidge or F. D. Roosevelt. 
When pressed further, one patient stated 
that she knows the name of Eisenhower 
but, "That is the name of the next presi- 
dent". 

One patient who showed very little 
intellectual deterioration and who was co- 
operative enough, was presented with a 
chart of the years from her birth to the 
present year set out in chronological se- 
quence of 5 year intervals. She was then 
asked to write her ages against the years 
on the chart. She did this properly for a 
few lines but then became startled and re- 
fused to complete her task, saying that she 
is not as old as the figures would indicate. 
This same observation has been made by 
Zangwill(3). 

To explain this phenomenon in the in- 
dividual patient dynamically would require 
a longitudinal study starting from infancy 
patterns of dealing with anxiety and fol- 
lowing through the life history up to the 
present delusional and regressed adjust- 
ment. Such a study might well reveal a 
dynamic desire to deny reality, to erase 


from one’s life the years of mental struggle 
and resulting maladjustment. This is not 
attempted in this investigation. 

Observing that so many patients have 
this one symptom in common, however dif- 
ferent their personalities, their back- 
grounds, and their types of schizophrenic 
reaction, one might look into an approach 
that is different from the usual dynamic one 
which predominantly studies what is speci- 
fic for the individual case. The psycho- 
structural frame of reference offered by 
Arieti(8) might explain this symptom on 
a more generalized basis. This approach 
emphasizes what patients have in common 
and tries to investigate the common psy- 
chological mechanisms they adopt. Von 
Domarus(9) has investigated the specific 
laws of logic in the schizophrenic. He 
found that schizophrenics do not follow 
the Aristotelian logic, the only one known 
to our society. They therefore appear to us 
very illogical, yet, what seems to us to be 
a form of irrationality may well be rational 
in a pre-Aristotelian, archaic form, a paleo- 
logic. He has formulated his principle as 
follows: whereas the normal person ac- 
cepts identity only upon the basis of 
identical subjects, the paleologician accepts 
identity based upon identical predicates. 
It is the type of logic by which a small 
child may reason that describes two nuns 
as twins: 1. Nuns are dressed alike. 2 
Twins are dressed alike. 3. Therefore, nuns 
are twins. 

This example illustrates the identical 
predicates (dressed alike) by which sub- 
jects are identified by pre-Aristotelian logic. 
Thus, the apparent disorder of schizo- 
phrenic reasoning often becomes orderly 
when paleologic is applied. If a schizo- 
phrenic has the emotional need to believe 
something unacceptable by Aristotelian 
logic, and when anxiety arises if this nee 
remains unsatisfied, the patient will regress 
and in this process of regression abandon 
Aristotelian logic for paleological thinking: 
In spite of being well able to subtract 
arithmetically the year of birth from the 
present year, he is unable to associate the 
result, as a normal person would do, bY 
inferring "The difference is x years, there 
fore I am x years old”. The unpleasant 
awareness of having spent so many years 
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in mental illness becomes unacceptable. 
The threat to the schizophrenic adjust- 
ment, faulty as it might be, causes anxiety 
with which the patient deals in using 
paleological thinking as for instance: "I 
was x years old when I was adjusted. I am 
adjusted now, therefore I am x years old". 
One patient stated, “I have lost so much 
time here, I am putting myself back. When 
I get out, I want to make up for those 
years" With these words she gave ex- 
pression to an otherwise subconscious pro- 
cess. 

The significance of this phenomenon is 
two-fold. In the first place it is of diagnostic 
value as it occurs in no other functional 
disorder but schizophrenia. In addition, it 
has prognostic value : inasmuch as its pres- 
ence was found only in regressed patients, 
it is indicative of a poor prognosis. 


SuMMARY 


The subject of this study is the observa- 
tion that some patients will give the year 
of their birth and the current year correctly 
but are unable to give their correct age. 

Pertinent literature is quoted. Five hun- 
dred female patients, chosen at random, 
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were interviewed. The results were tabu- 
lated with means and standard deviations. 
It was found that this symptom occurs only 
in regressed schizophrenics and that it 
might be a diagnostic and prognostic aid. 
An attempt is made to interpret this 
phenomenon from the psycho-structural 
frame of reference. 
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THE TEACHING OF FORENSIC PSYCHIATRY IN AMERICAN AND 
CANADIAN MEDICAL CENTERS * 


ROBERT J. STOLLER, M.D.? 


In a survey recently undertaken regard- 
ing the present state of the teaching of 
forensic psychiatry in American and Cana- 
dian medical schools and residencies super- 
vised by these same departments of psy- 
chiatry, a general picture of this training is 
revealed and some preliminary findings can 
be stated. About two-thirds of the medical 
centers have replied (58 out of 87 con- 
tacted ). 

The main question in the minds of those 
replying is whether the subject is important 
enough for more time to be given in cur- 
ricula already overcrowded and straining 
under the load of too much to teach an 
too little time available. : 

Information was sought in two cate- 
gories, teaching in the medical school and 
teaching in the psychiatric residency. 


UNDERGRADUATE: 


A brief summary of the findings for 
undergraduate training shows: 

1. About two-thirds give or plan to give 
at least one formal lecture in forensic 
psychiatry at some time during the 4 years 
of medical school. These range from one 
to 4 lectures, almost always given in only 
one year, not throughout the years of 
training (in almost all except the two-year 
schools this is done in the clinical years). 
These lectures are often part of a course 
in legal medicine. 

The subjects of these lectures vary great- 
ly, e.g. commitment proceedings (the most 
frequent lecture) criminal responsibility, 
testamentary capacity, court mechanics, 
etc. 

2. Less than one-half have seminars 
and/or conferences in forensic psychiatry, 
the amount of time varying from one to 18 
hours per year. 

The subjects of these conferences/semi- 


1 Delivered at a meeting of the Medical Correc- 
tional Association, Los Angeles, Aug. 28-29, 1956, 

2 Assistant Professor of Psychiatry, Department of 
Psychiatry, University of California Medical School, 
Los Angeles, Cal. 
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nars mainly center around specific cases 
and, more or less by chance, may cover 
commitment proceedings, patients’ rights, 
wills and contracts, etc. 

3. Most schools (about three-quarters) 
have practical work, from watching court 
procedures to more involvement via case 
workups. Students at one school see and 
discuss in conference patients already com- 
mitted to a State hospital prior to trial for 
a major offense. 

Students are primarily observers ; in four- 
fifths of the centers where practical work 
is offered, this consists of watching com- 
mitment proceedings, less often ( one-third) 
of observing in other courts, (e.g. Juve- 
nile). As with the lectures, this work 
occurs primarily in the clinical years. 


POSTGRADUATE: 


On reviewing the residency programs, 
one finds : 

1. Almost two-thirds give or plan to give 
lectures during any or all years of training, 
from 2 to 15 per year (one center giving 
16 hours every third year; one 10 to 15 
hours each year). The subjects are varied, 
covering commitment proceedings, crimina 
responsibility, wills, contracts, expert testi- 
mony, perversions, etc. 

2. Over two-thirds have conferences/ 
seminars, the amount of time ranging from 
3 to 16 hours per year. These are concerne 
mainly with legal aspects of individual 
cases, At one center a seminar is held on 
Davidson's "Forensic Psychiatry." z 

3. An overwhelming number of resi- 
dencies have or plan to have practical work 
in forensic psychiatry, ranging from ob- 
servation to participation (with participa- 
tion by far the greater), A little less than 
four-fifths of those with practical work are 
involved in commitment proceedings ; one- 
half are involved in other courts than those 
related to commitment ; a very few include 
some work in prisons (e.g. "Almost all of 
our residents rotate through San Quentin 
prison for 3 months . ."), and prison wards 
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of general hospitals (e.g. “Special Problems 
seen in our Prison Ward Services at Belle- 
vue Hospital). 

Over one-half give consultative service 
to courts; a little less than one-half give 
some consultative service to probation de- 
partments; one-third are intimately in- 
volved (not just observers) in commitment 
proceedings ; one-third provide testimony 
in civil and/or criminal courts. 

It is interesting to note how departments 
feel about the adequacy of their teaching 
in forensic psychiatry. Only one-quarter 
felt that their undergraduate teaching was 
adequate. Of the three-quarters who did 
not, all felt that there was not enough 
time in the curriculum, and almost all felt 
that there are more important and urgent 
aspects of psychiatry to be taught. Some 
said they are beginning to fill the gap in 
their training in legal psychiatry; others 
have plans to do so. 

The expression of an inadequate program 
changes with postgraduate training. Here 
less than one-half of the centers felt the 
work needed improving, with one-sixth of 
the centers that do have a residency still 
in the planning and developmental stages 
of this program ; one-sixth of those who felt 
the program was weak said there wasnt 
enough time ; there were scattered expres- 
sions that there was a lack of field work or 
not enough liaison with law schools and 
bar associations. 

Thus, most medical schools do not feel 
that they do as good a job as they could of 
teaching medical students forensic psy- 
chiatry, but that there are greater problems 
to worry about. In teaching residents in 
the same medical centers, more than one- 
half considered the job acceptable, and 
where it is not, there seems an attitude that 
this is too bad—but “the field does not at- 
tract psychiatrists, so authorities are few. 
Interest is at a low ebb.” 

Let me express some opinions and sug- 
gestions. I agree with those who feel that 
medical schools should train the student 
as if he were to become a general practi- 
tioner and leave to the postgraduate train- 
ing the whole task of specialization. How- 
et for the nonpsychiatrist, it is important 
that he know and have seen how commit- 
ment procedures work in his locale; under- 


stand what is meant by criminal responsi- 
bility, the term “insanity,” and the 
McNaghten rules; learn the value of the 
psychiatrist to a given court; see how prob- 
lems of the delinquent are handled ; discuss 
the legal implications of perversion, etc. 
Such material can be covered by observing 
courts in action and additional discussion 
with an instructor and/or member of the 
court. (One might suspect that in almost 
all areas where medical schools are located, 
the legal authorities would be anxious and 
eager to help in this instruction); plus one 
or two hours of lectures. All of these are 
of value to a general practitioner, and 
would take up only 3 to 4 hours in a 4 
year curriculum. 

However, it is the postgraduate program 
that can be the most exciting and far reach- 
ing to the department of psychiatry. While 
it is true that much of the learning will 
come to the psychiatrist by experience after 
his residency, still this is no more reason for 
avoiding teaching legal psychiatry to resi- 
dents than it would be to avoid exposing 
them to the patients who are involved with 
the law just because they will see these 
patients after residency. ` 

Here is where some of the problems that 
have plagued psychiatrists and lawyers may 
be resolved. We psychiatrists have much of 
value to offer the law, both in the back- 
ground to the making of the law and in 
the practice of the courts. We have often 
complained of the resistance of lawyers in 
using what we have to offer. To have them 
accept what we can offer is much the same 
problem as teaching the normal, healthy, 
resistant medical student. It can best be 
done not by lectures, statements aimed at 
battering down resistances, and quotations 
of authorities, but by having the people 
involved work together and watch each 
other in action. It is no wonder that most 
psychiatrists avoid the courts and find little 
appeal in forensic psychiatry. Too often, 
the legal aspects of psychiatry mean trouble 
for the psychiatrist, and it is easier to ignore 
and avoid this than to remedy it. But the 
remedy is long overdue. So long as our 
instructors are not interested, the residents 
will be bored, which in turn will hardly 
inspire the instructors. 

Using individual cases as a starting point 
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for discussion is a popular and successful 
method of teaching throughout the country, 
but it may happen that in this way some 
residents will chance to miss important 
aspects of the subjects. Therefore, the case 
material should be augmented by some of 
the below (in the best of all possible 
worlds, these could be opportunities for 
self-education, rather than assignments): 

A. A visit to a State or Federal penitenti- 
ary. 

B. A visit to a city or county jail. 

C. Affiliation for an extended period to 
prisons that do have psychiatric facilities. 
(Maybe it is in part the responsibility of 
the medical center to move psychiatry into 
the prisons where it has not yet found its 
place). 

D. At least a visit to the local facility for 
handling delinquents and, if possible, an 
affiliation for an extended period. 

E. If commitment proceedings occur in 
hospitals other than the ones associated 
with the residency and do not occur in the 
residency hospital(s), the residents should 
still have an opportunity to observe these 
proceedings extensively, Where the resi- 
dency uses hospitals where such proceed- 
ings occur, the residents should be used 
actively in these proceedings. 

F. Consultations to courts, probation de- 
partments, etc, 

G. One "orientation" lecture; responsi- 
bility, competency, wills and contracts, ex- 
pert witness and some history of' the 
problems of forensic psychiatry could be 
covered in a lecture of one to one and a 
half hours. 

A most interesting pilot project, a foren- 
sic clinic, is being established by the 
McGill department of psychiatry, with the 
following aims(1) : 


A. To provide psychiatric assistance to 
judges who deal with offenders in whom rele- 
vant psychiatric factors are considered to be 
important factors of the offenses for which the 
offender is brought to the tribunal. 

B. To provide psychiatric assistance to a 
selected number of prisoners when discharged 
from prison at the end of their sentences, or 
when on parole, or when on probation, and 

C. To provide psychiatric assistance to 
agencies that work in the field of rehabilitation 


of prisoners. This should be a service of con- 
sultation. 

As the primary aim of this clinic is to pro- 
vide treatment when necessary, we feel that 
the psychiatric service given to the court 
should be a pre-sentence report to the judge ; 
our clinic should not serve as expert witness 
during a trial It is planned that this clinic 
work as closely as possible with the probation 
service, but we feel that it should not act as 
a probation service, for a psychiatric service 
cannot be at the same time therapeutic and 
custodial The clinic will be dealing with 
voluntary patients. 


"The Psychiatrist ; His Training and De- 
velopment'(2) mentions one difficulty in 
postgraduate training— 


It is impossible to outline a specific teach- 
ing program for residency training in legal 
psychiatry because of the great variations in 
accessible facilities—psychiatric court clinics, 
psychiatric hospitals that are studying court 
cases, criminal divisions of State hospitals, 
and law school facilities. Moreover, local legal 
agencies ‘also vary greatly in competence, in- 
terest, and ability to cooperate, and thus the 
aid that they can give in the instruction of 
residents is far from uniform. 


However, the Conference does point out 
that "fuller use could be made of all types 
(of facilities). 

Here is a vicious circle. To make fuller 
use of the available facilities means à 
need for increased interest by the psy- 
chiatric department in those facilities, 
which interest depends upon smoother and 
more fruitful liaison with these facilities, 
while they in turn will not make any great 
effort to serve our training needs without 
sensing some interest from the people who 
run the residencies. There is little question 
that the courts and the law schools, the 
judges, the attorneys, and the bar associa- 
tions would be pleased to be called in to 
plan and to help teach, giving a fresh view 
that would dispel the dullness of forensic 
psychiatry in some medical centers. What- 
ever the differences in quality of these 
local legal agencies may be from city to 
city, at their worst they are of higher 
quality than not to use them at all. Not 
only will this result in bringing this subject 
more into the foreground in the residency 
but the solutions to problems of sweeping 
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importance to society will be accelerated. 
The people who change the laws will learn 
more of our psychiatric knowledge from 
meeting with us than in the impersonal 
situations of the lecture they may unwill- 
ingly attend, or from the book they read, 
or from the distorted ways that the public 
at times learns about psychiatry. If we can- 
not manage to make better contact with 
them for lack of time or lack of enthusiasm, 


then we should not complain that the 
lawyers do not understand us psychiatrists. 
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FATALITIES IN PATIENTS RECEIVING CHLORPROMAZINE AND 
RESERPINE DURING 1956-1957 AT PILGRIM STATE HOSPITAL’ 


M. ZLOTLOW, M.D. anp A. E. PAGANINI, M.D.? 


In the last five years since the use of 
ataraxics, there exists a rich literature con- 
cerning the side effects, therapeutic effects 
and complications. However, some con- 
tributions have recently appeared in the 
literature showing fatalities and untoward 
reactions while patients are receiving tran- 
quilizers. 


REVIEW OF THE LITERATURE 


Wardel, D. W.(1) reports 3 deaths in 
the course of reserpine therapy and states, 
“We are certainly unable to attribute the 
above deaths and illnesses, with any de- 
gree of certainty, directly to the tranquiliz- 
ing agents” but raises the question as to 
“whether these agents may have a specific 
effect on the respiratory process conducive 
to the development of pneumonia and 
possibly diminishing the usual defensive 

reaction to blocking of the airway.” 

Feldman, P. E.(2) reports one case (a 
post-lobotomy) of death in the course of 
therapy with a phenothiazine derivative 
and states, “The case history suggests that 
there was a catastrophic failure of the air- 
way defenses to respond to the presence 
of foreign material in the trachea" and it 
was the author's conviction that the patient 
did not have a seizure at the death but 
rather “a failure of the cough reflex." 

Hollister, L. E.(3) reported all the un- 
expected asphyxial deaths at his 1,325 
bed hospital over the past 615 years in a 
complete sample. He states that “this type 
of death (asphyxia) has been no more 
common during the period of tranquilizing 
drug therapy than before. What is par- 
ticularly noteworthy is the high incidence 
of asphyxial death in patients with brain 
damage, particularly those with convulsive 
disorders. Such an association of brain 
damage and unexpected asphyxial death 


1 The authors wish to express their appreciation to 
Dr. H. J. Worthing, Senior Director of Pilgrim State 
Hospital, Dr. H. Barahal, Associate Director, Dr. E. 
Gray, Director of Clinical Laboratories and the 
Statistical Department of Pilgrim State Hospital. 

2 Address: Box A, West Brentwood, N. Y. 
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was clearly present even before tranquili 
ing drugs were used.” 

Similar episodes of untoward reaction 
to the drugs and several fatalities seen b 
the authors prompted a study here a 
Pilgrim State Hospital, which has 14,000 
patients, about 1,100 deaths per year and 
some 350 autopsies per year. The twe 
years, 1956 and 1957, were the peak year 


chosen for the present study; but, the 
autopsy records for 1953 and 1954 were 
also studied for comparison. In 1956 ar 


1957, about 7,500 patients were receiving 


possibility of some connection between the 
drugs and fatalities, 25 autopsied patients 
who were on tranquilizing drugs at the 
time of death were studied in detail. — 7 

An analysis of the records of these 25 


coronary artery disease. Six patients died 
with infectious lung disease (2 bronch 
pneumonia, virus pneumonia, tobar pne 
monia, influenzal pneumonia and acul 
miliary tuberculosis of the lungs). The 
18 deaths apparently need no special 
view because, in our opinion, they appear 
to be the "natural" sudden deaths of p 
tients of any age group in any situati 
or study. 3 
Three patients died with acute peritont 
tis due to ruptured peptic ulcer. The 


patients who died of this condition while 
receiving ataraxics. Whether ataraxics ha 
a specific effect on the incidence of rupi 

of “silent ulcers" is in the realm of specula 
tion, and in view of our findings further 
consideration and study of this problem 
is certainly warranted. 


Case 1. W. M. Male, age 32. Admitted 
Jan. 20, 1953. Diagnosis, dementia prae 
paranoid. He was suspicious, showed mark 
anxiety and tension, was rambling, somewh 
seclusive and once attempted suicide. He 
never considered well enough for release 
convalescent status. The patient received 
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serpine followed by chlorpromazine and was 
receiving chlorpromazine at the time of death, 
May 9, 1957. The patient suddenly developed 
an acute discomfort, became pale and clammy, 
abdomen tender, temperature of 102.2. He 
died suddenly and autopsy showed an acute 
peritonitis due to a perforated duodenal ulcer. 
There was no history of peptic ulcer, nor was 
there any symptomatology indicative of an 
ulcer before death. 


Case 2. C. C. Male, age 22. Admitted May 
12, 1927. Diagnosis, dementia praecox, cata- 
tonic. He was sporadically overactive, destruc- 
tive to clothing, hallucinated, mute and nega- 
tivistic. He was never considered well enough 
for release on convalescent status. On Jan. 14, 
1957, the patient was placed on reserpine and 
on Jan. 17, 1957, he died suddenly, having 
voiced no previous complaints. Autopsy re- 
vealed acute peritonitis due to a perforated 
duodenal ulcer. 


Case 3. A. P. Female, age 27. Admitted 
Feb. 7, 1950. Diagnosis dementia praecox, 
hebephrenic. She was impulsively assaultive, 
hallucinated and received a prefrontal loboto- 
my in 1952. Following lobotomy the patient 
had convulsive seizures sporadically and re- 
ceived anti-convulsants. She was placed on 
chlorpromazine from March 1955 until May 
1955 and then on reserpine. She was receiving 
a combination of reserpine and chlorpromazine 
as well as anti-convulsants until Oct. 1956. At 
the time of death, the patient was receiving 
dilantin and chlorpromazine. On Dec. 6, 1956, 
she suddenly complained of a pain in the abdo- 
men following a bowel movement. She started 
to vomit and died suddenly. At autopsy the 
finding was perforated gastric ulcer, asphyxia 
due to aspiration of stomach contents. 

The remaining 4 patients died suddenly 
with asphyxia. These cases deserve special 
study in view of the similar sudden deaths 
reported by others and the various inter- 
pretations put on this catastrophe. It is 
to be noted that 3 of these were post- 
lobotomy patients who had a history of 
nnvuiye seizures and one was an epilep- 
; ae is G. Male, age 17. Admitted Feb. 
3 - Viagnosis, psychosis with mental de- 
wciency. He had a history of almost complete 
inability to learn even the simplest tasks, be- 
ane restless and extremely fearful. Before 
i a 7 admission, the patient was impulsive- 
id assaultive, destructive and masturbated to 
E He showed slight improvement in 

avior after prefrontal lobotomy done Nov. 
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1952, but in Jan. 1954, he went into a status 
epilepticus never having had a seizure before. 
He was subsequently placed on anti-convul- 
sant medication and on April 14, 1955, was 
placed on chlorpromazine and reserpine but 
showed no behavioral improvement. In Dec. 
1955, patient went into a status epilepticus. 
Up until the time of his sudden death, he was 
still on anti-convulsants, reserpine and chlor- 
promazine. During the night of May 28, 1957, 
the patient died suddenly due to asphyxia, ap- 
parently having had a convulsive seizure. 
Autopsy findings were essentially negative and 
failed to reveal any specific cause of death. 


Case 5. M. C. Female, age 26. Admitted 
Sept. 29, 1930. Diagnosis, dementia praecox, 
catatonic. She oscillated between periods of 
severe excitement and severe apathy and 
stupor; was hallucinated, confused, impulsively 
assaultive and out of contact. In June 1952, 
she received a prefrontal lobotomy without any 
change in her mental condition except for the 
development of infrequent grand mal convul- 
sions. In December 1955, she was placed on 
chlorpromazine in addition to anti-convulsants 
followed by reserpine. On July 9, 1956, the 
patient suddenly died, while on reserpine and 
anti-convulsants. Autopsy findings confirmed 
the diagnosis as asphyxia due to aspiration of 
stomach contents in an epileptiform seizure. 


Case 6. F. S. Female, age 24. Admitted 
Sept. 22, 1955. Diagnosis, dementia praecox, 
hebephrenic. She also had a birth injury re- 
sulting in leftsided spastic hemiplegia and had 
a history of infrequent grand mal convulsions. 
She was tense, silly, childish, auditorily hal- 
lucinated; was placed on reserpine Nov. 1955 
in addition to anti-convulsants. May 8, 1956, 
she was found dead in bed with her head 
buried in a pillow. She apparently had a sei- 
zure at the time of death. After autopsy, the 
diagnosis of asphyxia due to convulsive sei- 
zures and acute left heart failure was made. 


Case 7. H. E. Male, age 23. Admitted 
Feb. 9, 1939. Diagnosis, dementia praecox, 
catatonic. He was noisy, disturbed, destructive, 
homosexual, hallucinated and seclusive. He re- 
ceived a prefrontal lobotomy Jan. 1950 and 
following this, remained essentially unchanged. 
He was placed on reserpine May 1955, fol- 
lowed by chlorpromazine, on which he re- 
mained until his death. No epileptiform sei- 
zures were reported. On March 18, 1956, 
while in the dining room, the patient sud- 
denly turned blue, fell off the chair and died 
with his mouth full of food. Autopsy findings 
confirmed the diagnosis of asphyxia due to 
foreign body (food) in the trachea. 
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DISCUSSION 


Other somatic therapies have encoun- 
tered fatalities. For example, Impastato 
and Almansi found 0.8% fatalities in their 
survey of the literature on ECT. Kolb and 
Vogel found a death rate of 0.06% for 
ECT, 0.1% for metrazol and 0.6% for 
insulin. It is not our purpose here to set up 
a statistical study of the percent fatalities 
for patients receiving ataraxics. This study 
must necessarily wait for time and added 
experience but it is our impression that the 
fatality rate of patients on ataraxics is 
much lower than the above reported rates 
for other somatic therapies. These had as 
their most important fatal complications 
cardio-vascular disease and respiratory 
arrest whereas such complications do not 
appear to play an important role in fatali- 
ties of patients receiving ataraxics. 

As mentioned in the review of the litera- 
ture, two authors have attributed deaths 
from asphyxia as due to a failure of the 
cough reflex or to a specific effect on the 
respiratory system. Fogel's study with re- 
serpine, however, failed to show an impair- 
ment of the swallowing mechanism when 
an objective test was used. 

In our opinion, the 6 deaths of this study 
due to lung disease have not been the re- 
sult of the lack of cough reflex or any 
specific effect on the respiratory system. 
Rather, they can be ascribed to the same 
unknown causes and factors involved in the 
development of lung disease in any group 
of patients. In addition, it must be noted 
that there was no undue increase of upper 
respiratory infections or lung disease dur- 
ing the “flu” epidemic of September and 
October 1957 in those patients receiving 
tranquilizing drugs. 

As noted, our 4 cases of asphyxia have 
all occurred in patients with lobotomy 
and/or convulsive disorders. We are in- 
clined to attribute these asphyxial deaths 
as due to the development of a “masked 
fit” or an unnoticed epileptic convulsion 
with accompanying glottal spasm and 
tracheal aspiration of stomach contents, As 
noted by Hollister, “such association of 
brain damage and unexpected asphyxial 
deaths was clearly present even before 
tranquilizing drugs.” Furthermore, it must 
be taken into consideration that the ata- 
raxics are possibly epileptogenic in some 


cases. A recent study of this problem by 
the present authors has led us to the con- 
clusion that chlorpromazine may be epilep- 
togenic in some brain-damaged patients. 
This possibly is taken into consideration 
when we ascribe the asphyxial deaths as 
due to “masked fits" or unnoticed con- 
vulsions, rather than to a speculative lack 
of cough reflex or effect on the respiratory 
system. 

We note that the classical picture of the 
syndrome of acute psychotic exhaustion 
with fatality is no longer seen. In the past, 
this hospital has had at least 25 deaths 
yearly due to this syndrome. This remark- 
able development deserves utmost empha- 
Sista 

CONCLUSIONS 


1. Fatalities in the course of treatment 
with chlorpromazine and reserpine are 
much lower than with other somatic 
therapies. 

2. Cardio-vascular and respiratory fatali- 
ties seen as the main complication with 
other somatic therapies are not as impor- 
tant complications in the course of treat- 
ment with these 2 drugs. 

3. In patients with brain damage, as- 
phyxia as the cause of death is due rather 
to a “masked fit” or “unnoticed convulsion” 
than to lack of cough reflex or some specific 
respiratory effect. 

4. The development and appearance of 
ruptered peptic ulcer or a “silent” ulcer in 
patients receiving ataraxics should be 
further investigated. 

5. The disappearance of the classical 
syndrome of “psychotic exhaustion” as a 
cause of death in the years of the use of 
ataraxics is remarkable and must be re- 
emphasized. 
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MENTAL SYMPTOMS IN CASES OF TUMOR OF TEMPORAL LOBE ' 


PAUL GAL, M. D.? 


The diagnosis and the localization of in- 
tracranial tumors in the early stage is rarely 
easy even adopting the most modern diag- 
nostic procedures. According to Martin( 10) 
even the most experienced neurogolist, 
diagnosing exclusively on the basis of clini- 
cal symptoms, would succeed in the localiz- 
ing diagnosis with only a 40% error. This 
error may well be caused among other 
factors by the establishment of the diag- 
nosis, first and chiefly on the basis of 
neurological symptoms, while the mental 
state is only little considered. It is a justifi- 
able desire of the brain surgeons that the 
neuropsychiatrist should also evaluate the 
mental state of the tumor-suspect patients, 
Which would give more adequate help in 
diagnosis. The psychiatric literature, except 
for the monograph of Walter-Buel(92), is 
in this respect relatively poor and uncer- 
tain. 

Our knowledge about the physiology and 
pathology of the temporal lobe recently 
made significant progress. This added 
knowledge is a great help in diagnosing 
temporal lobe tumors. But that the diag- 
nostic difficulties have decreased only a 
little, has just been proved by Scarcelli’s 
study (19) : 30% error out of 50 cases. 

In the literature referring to the mental 
manifestations of temporal lobe tumors, we 
have found various data(20, 7, 12, 18, 9, 8, 
5, 3). Therefore it would be desirable to 
review the cases of temporal lobe tumors 
m our institute. We shall not in this study 

eal with the deeper analysis of the psy- 
chopathologic process. 


CASE MATERIAL AND DISCUSSION 


Sixty-one cases, 37 mal 

i F e, 24 female, all 

Ted by biopsy or autopsy. The young- 
» aged 12 years, oldest 68, average age 


us years. Right side 31, left side 28, 
lateral 2. The location of the tumors as 
follows : 


exclusively in the temporal lobe 
35, temporo-frontal 4, Es 


1 From the 
Stitute, Budape 
* Fairfield S 


temporo-frontal- 


National Neurosurgical Research In. 
st, Hungary, 


tate Hospital, Newtown, Conn. 


parietal 7, temporo-central and basal 
ganglion 1, temporo-parietal 2, temporo- 
occipital 6, temporo-parieto-occipital 3 and 
temporo-basal (sphenoidal ridge) 3. 

There were mental symptoms in 50 cases 
(82%). This number agrees with Schles- 
ingers (812), is less than Massion-Verni- 
oris (100%) Guidetti et als (92%) and 
approximates other authors’ data: Kesch- 
ner et al (85.7%), Paillas et al (70%). 

As initial symptoms before the neurologi- 
cal signs there were mental manifestations 
in 37 cases. These are essentially more than 
in the material of Guidetti et al. (43%) 
Keschner eft al. (35%). 

From the findings in this series we 
classified the mental symptoms as follows : 
l. Fits, 2. Changes in personality, 3. Dis- 
orders of mood, 4. Schizoform psychosis, 
5. Parietal mental symptoms, 6. Psycho- 
organic syndrome (Bleuler). 

l. Fits: 'This type of fit is generally 
known after the description of Jackson 
(1888) as “uncinate fits.” His short defini- 
tion was: “This is a very elaborate or 
‘voluminous’ mental state.” Along with this 
mental state—in our material—olfactory 
hallucinations were present in 12 patients, 
19.5%. The peculiar odors are described by 
patients as onion, sulphur, pipe smoke, 
nauseous, sour, stinking, or “tragic.” Hal- 
lucinations of taste occurred in 2 patients. 
Both stated them to be unpleasant. Only 
one patient had visual hallucination as 
isolated phenomenon in “formed” mani- 
festation. Acoustic hallucination occurred 
in one patient: “my wife's voice sounded 
strangely and from a great distance.” Three 
patients had visual illusions (déjà vu ex- 
perience), and 7 had a "dreamy state." 
The relatively small number of both mani- 
festations may very well be explained by 
the statement of Kolodny (1928) : “dreamy 
state is a most complex phenomenon, which 
taxes greatly the self-analyzing ability of 
the patient and the observing power and 
experience of the physician." He supposed 
that dreamy states occur very frequently, 
but remain unrecognized by the patient 
and physician. 
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We did observe fits as automatism in one 
patient in the form of “oral petit mal" and 
in another one, of simple stereotyped move- 
ments. 

Psychomotor equivalent occurred in 4 
cases as ambulatory automatism. This type 
of psychomotor equivalent is a very rare 
manifestation. Rochow (17) found only one 
case out of 842, and we(2) found in the 
Neurological University Clinic of Debrec- 
en, Hungary, 5 cases out of 20,000. The 
first patient out of our 4 had a syphilitic 
anamnesis, but at that time there was no 
sign of meningo-cerebral syphilis. The sec- 
ond was suffering from cerebral arterio- 
sclerosis. Supposedly both factors could 
have played a role in producing the epi- 
leptic manifestation. The third patient’s 
symptom was a post-epileptic mental cloud- 
ing state. The short case history of the 

fourth patient was as follows : 


Case 1.—A 36-year-old female had suffered 
fits for 14 years. She had been examined and 
treated at various hospitals several times. Her 
fits were of two kinds: 1. She had a peculiar 
experience, in that her strange surroundings 
seemed to be familiar as though she had 
known them for a long time. 2. She became 
suddenly confused and shouted : “I am roar- 
ing as a jackal.” She started running aimlessly, 
went shopping in a store, where she helped 
herself to certain things. On such an occasion 
she became involved with the police and 
was transferred to a mental hospital. Because 
the encephalogram indicated a possible brain 
tumor, she was transferred to our institute. 
Angiogram showed a right temporal lobe 
tumor, Operation: partial removal of astro- 
cytoma from the temporal lobe. For the 3 
pos following the operation she has had no 

ts. 

Only one case displayed exclusively the 
mental manifestations of temporal epilepsy. 
In material of Gibbs and Gibbs(4) there 
were 21 out of 2,484. 


Case 2.—A 40 year-old male. Fits with ol- 
factory and visual hallucinations: grenade 
smell, corps stench, the objects and people 
are trembling, twisted, the heads become 
quadrangular. Ventriculography was negative 
4 years ago. Since that time was talkative, 
unduly "sociable," cheerful, perfectly happy, 
jovial and ever smiling. He made friends 
easily and enjoyed joking. Recently had 
grand mals, Neurological finding: negative. 
Mental status : hypomanic, exhibits loves and 


hates, possibilities of excessive narcissism and 
frustrations therefrom. Polite, egocentric at- 
titude. He minimizes his present symptoms. 
X-ray, spinal fluid, encephalogram, angiogram 
negative, Electroencephalogram : signs of or- 
ganic lesion (tumor?) in the right temporal 
area. Operation : resection of the anterior part 
of the right temporal lobe exposed a tumor 
lying deep in the temporal lobe. 


That various symptoms can appear in the 
same patient in different manifestation be- 
fore and after operation, is illustrated by 
the following case: 


Case 3.—A 54-year-old male, complaining 
for 10 months of headache, impairment of 
memory, transitory states of mild mental cloud- 
ing and automatism. Recently he had vomited 
frequently. Neurological examination and 
arteriography indicated a right temporal tumor. 
Operation : temporo-basal tumor was removed 
by suction because of the soft consistency of 
the tumor. The histological examination could 
not exactly establish the type of tumor. Weeks 
later, the patient at times found himself feel- 
ing at home on the ward. He believed that 
the hospital rented his home and transferred 
him and his fellow patients there. At another 
time his war experiences of 13 years previous 
were revived very vividly. While before the 
danger had not provoked the slightest dread at 
all, he became very anxious during such a 
seizure and experienced a bitter peculiar taste 
and smell, These symptoms disappeared only 
after months. At present, 4 years following 
the operation, he has successfully resumed his 
former occupation. 


2. Changes in personality shows only one 
patient (Case 2). 

3. The disorders of mood was observed 
by many authors (5, 21, 22) but figured a 
high percentage in Keschners material: 
depression 20%, euphoria 21%. Papez(13) 
supposed that the temporal lobe and its 
connections play an important role in the 
emotional life. This supposition was later 
supported by many neurosurgical observa- 
tions, clinicopathological data and anima 
experiments. In our material it did not 
occur as the main symptom. Depression 
occurred in 3 patients, anxiety in 2 an 
euphoria in 4 patients. 

4. Schizoform psychosis was described 
by Walther-Buel and Guidetti in cases 9 
temporal lobe tumor. We also observed i? 
one case. 
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Case 4.—A 56-year-old female. Two years 
ago in connection with psychic trauma, de- 
lusions of persecution, olfactory, visual and 
acoustic hallucinations developed. She had 
peculiar experiences of mystical coloring. “I 
have had strange sensations of being pushed 
by somebody to go this way or that; my 
brain would distend; my thoughts were di- 
rected by something, my chest, brain and 
stomach would be torn by something.” Her 
memory was severely impaired. Her fund of 
knowledge narrowed and she became inactive, 
idle, indifferent and emotionally flat. Pneu- 
moencephalogram and electroencephalogram 
showed the signs of left temporal lobe tumor. 
Operation : removal of a temporo-basal men- 
ingeoma. Four days after operation she died. 
So it is difficult to tell, how greatly the psy- 
chic condition would be influenced by the re- 
moval of the tumor. 

5. Parietal mental syndrome was ob- 
served in 10 cases. We found them not only 
in those cases where the tumor infiltrated 
the parietal lobe, but also in cases of re- 
active edema, or local disturbance of blood 
circulation, of local pressure, as neighbor- 
ing syndrome. In such cases of course—5 
altogether—after operation the  parietal 
syndrome completely disappeared. 

6. The psycho-organic syndrome ( Bleul- 
er) is manifested as a superficial or deeper 
disturbance of sensorium, difficulties in 
thinking and concentration, drowsiness, 
amnestic syndrome, lack of interest and 


apathy. This syndrome was found in 30 
cases, 


SUMMARY AND CONCLUSION 


In the series of 61 temporal lobe tumors 
there were mental symptoms in 50 cases. 
As initial symptoms there were mental 
manifestations in 37 cases before any neu- 
rological signs appeared. The symptoms 
were are follows: 1, fits (hallucinations, 
visual illusions, dreamy state, automatism, 
Psychomotor equivalent, temporal epi- 
epsy), 2. changes in personality, 3. dis- 
Esa £y me 4. schizoform psychosis, 5. 
mental s "ho-or- 

ganic syndrome. TRE E 
S do not assume a definite mental syn- 
fon a tumor of temporal lobe. We 
Be = y emphasize, that the psychic syn- 
mes are never manifestations only of 


damage of a circumscribed part of the 
brain, but always as a damage of the func- 
tion of the brain as a whole. From the clini- 
cal symptoms and their connections with 
the local lesions, one can only conclude 
that certain neuron groups play greater 
part in some or in specific brain activities. 
On the basis of literary data, of our own 
material and observations with electric 
stimulations of the cortex by Penfield and 
co-workers, we assume, that some type of 
hallucinations, déjà vu experiences, dreamy 
states, automatism, psychomotor equiva- 
lence, temporal epilepsy can be—with great 
probability—significant of temporal lobe 
lesions. Paying more attention to these 
symptoms and making greater use of the 
results of other examinations we will be 
enabled to make an earlier and more ac- 
curate diagnosis to establish the temporal 
lobe tumor. 


BIBLIOGRAPHY 


1. Bleuler, E.: Lehrbuch der Psychiatry, 
Berlin : Springer, 1949. 

2. Gal, P. : Monatschr. Psychiat. u. Neurol. 
120 : 206, 1950. 

3. Gibbs, F. A.: Arch. Neur. Psych. 28: 
969, 1932. 

4. Gibbs, F. A. Gibbs, E. L.: Atlas of 
Electroencephalography, Vol. 2. Cambridge : 
Addison-Wesely, 1952. 

5. Guidetti, B. et al. : Riv. Pat. Nerv. Ment. 
74 : 259, 1953. 

6. Jackson, H. J. : Brain 11 : 179, 1889. 

7. Keschner, M. et al.: Arch Neur. Psych. 
36 : 572, 1936. iy 

8. Knapp, A.: Zeitschr. f. d. g. Neurol. 
Psychiat. 42 : 226, 1918. 

9. Kolodny, A. : Brain, 51 : 385, 1928. 

10. Martin, P. : Traité Méd. 16, 331. Mas- 
son, Paris. 1949. 

1l. Massion-Verniori, L.: J. Belg. Neur. 
Psych., 36 : 530, 1936. 

12. Paillas, J. E. et al. : Revue Neurol. 81 : 
888, 1949. 

13. Papez, J. W.: Arch. Neur. Psych. 38 : 
725, 1937. 

14. Penfield, W., Rasmussen, Th.: The 
Cerebral Cortex of Man. New York: Mac 
Milan, 1950. 

15. Penfield, W. et al.: Ann. Surg. 136 : 
625, 1952. 

16. Penfield, W., Jasper, H. : Epilepsy and 
the Functional Anatomy of the Human Brain. 
Boston : Little, Brown and Co., 1954. 


160 MENTAL SYMPTOMS IN CASES OF TUMOR OF TEMPORAL LOBE [ August 


17. Rochow, G.: Zeitschr, f. d. g. Neur. 20. Schlesinger, B. : Confinia Neurolog. 10 : 


Psych. 83 : 355, 1923. 225, 1949. 
18. Rowe, S. N.: Arch. Neur. Psych. 30 : 21. Simma, K.:  Monatschr. Psychiat, 
824, 1933. Neurolog. 130 : 129, 1955. 


19. Scarcella, G. : Acta Neurochir. 3 : 348, 22. Walther-Buel, J.: Die Psychiatry d. 
1954. Geschwulste. Wien : Springer Verl., 1951. 


CLINICAL NOTES 


SCHIZOPHRENIA IN RELATION TO BLOOD GROUPS 
ABO AND BLOOD TYPES Ru. D. AND MN 


Third Study 


C. R. LAFFERTY, M. D. ANp WILMA J. KNOX, Pn. D.! 


In an effort to relate blood groups or a 
particular blood type to schizophrenia in 
our first and second studies(1), blood from 
white chronic schizophrenics in this hospi- 
tal was compared with white male normals 
from this area. While the findings must be 
regarded as tentative, there was a signifi- 
cantly larger number of A positive types 
and fewer A. negative types in the schizo- 
phrenic group than in the control group. 
The blood types M and N showed no 
Significant statistical differences between 
the two groups. 

For our third study, a comparison of 
blood groups and blood types of 599 
chronic Negro schizophrenic males at the 
Tuskegee Veterans Hospital at Tuskegee, 
Alabama, was made with 500 consecutive 
adult Negro males from The Red Cross 
Blood Bank in Mobile, Alabama. Compari- 
Sons were made between the Negro schizo- 
pe group and the Negro control group 
or blood groups ABO and for blood types 
Rh positive and Rh negative. As in previ- 
ous studies, the chi-square method was 
employed. The hypothesis that the Negro 
schizophrenic group and the Negro control 
ie were from a common distribution 
( blood groups ABO could not be rejected 
eae However, these two groups were 
eia SOY different when blood typed 
Ne h.D. serum (p—.001) with the 
PCS schizophrenic group showing a 
nd Lv x Rh negative. The re- 
Bist ee and compared with 

the former studies it was reported 
pote: 21 schizophrenic group ad a 
ied d y larger number of A positive 
Uen nd fewer A negative types than the 
an control group. In the light of the 
TA of the third study, it would appear 


3 From the Ss 
Mad € Gulfport Division, VA Center, Biloxi, 


more meaningful to regard these differences 
between the two white groups as due to 
the Rh.D. typing rather than the blood 
group ABO. The comparison between the 
white schizophrenic and white control 
groups for ABO blood groups was not 
significant (p — .30), while the comparison 
between the two groups for the Rh.D. 
factor was significant (p — .02). Primarily, 
the Rh.D. factor rather than the blood 
group contributed to the variability be- 
tween the two groups in each of the two 
experiments. 

The Rh.D. factor operated differently in 
the Negro groups than in the white groups. 
In the Negro schizophrenic group a greater 
proportion of Rh negative was found than 
in the Negro control group. In the white 
schizophrenic group a greater proportion 
of Rh positive was found than in the white 
control group. 

The two contro| groups, Negro and 
white, were compared as to blood groups 
and blood types. The hypothesis that the 
two control groups were from a common 
population could be rejected at the .001 
level for both blood groups ABO and Rh.D. 
factor. These differences indicate that data 
from the Negro sample and the white 
sample cannot be appropriately combined. 

Before significant determinations can be 
made, it is hoped that other psychiatric 
hospitals may become interested and make 
contributions in this field. 


CONCLUSIONS 


In comparing blood groupings and the 
Rh.D. factor in Negro schizophrenics with 
controls and with former findings, interest- 
ing differences were noted : 

1. Significant differences were found be- 
tween schizophrenic subjects and control 
subjects in two of the three studies, one 
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of which used Negro subjects and the 
other, white subjects. 

2. The Rh.D. factor rather than the 
blood group accounted for the differences 
between schizophrenics and normals in two 
of the studies. 

3. The Rh.D. factor operated differently 
in the Negro groups than in the white 
groups. Negro schizophrenics showed a 
greater proportion of Rh negative, and 


CLINICAL NOTES 


102 E  — ce Le 


[August 


white schizophrenics showed a greater pro- 
portion of Rh positive. 

4. The Negro control group and the 
white control group had different distribu- 
tions of the Rh.D. factor and of blood 
group characteristics ; therefore, data from 
Negro and white subjects could not be ap- 
propriately combined. 
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IS ADRENOCHROME PRESENT IN THE BLOOD ? 


STEPHEN SZARA, M.D. D.Sc., JULIUS AXELROD, Pu. D. AND 
SEYMOUR PERLIN, M. D. 


Recently, Hoffer(1) has reported the 
presence of adrenochrome in the plasma 
of normal subjects and its elevation after 
the administration of lysergic acid di- 
ethylamide (LSDs;). Adrenochrome has 
also been reported to produce schizo- 
phrenic-like symptoms in man(2). In view 
of these findings, adrenochrome could be 
interpreted as having a key role in the 
biochemical production of clinical states, 
which resemble schizophrenia. Therefore, 
a study on the estimation of adrenochrome 
in the blood of normal and schizophrenic 
subjects was undertaken. 


METHODS AND RESULTS 


Blood was drawn and immediately 
chilled to 0-5' C. and centrifuged in a 
refrigerated centrifuge. One ml. of plasma 
was transferred to a glass stoppered cen- 
trifuge tube containing 0.2 ml. of KH,PO, 
solution (0.5 M) and 15 ml. of n-butanol’. 
All subsequent steps were carried out at 
room temperature. The tube was shaken 
and centrifuged. Ten ml. of the butanol 
layer was transferred to another tube con- 
taining 3 ml. of 0.1 N HCl and 25 ml. of 
ethyl acetate?, After shaking, the tubes 
were centrifuged and the upper layer re- 


1 From the Laboratory of Clinical Science, National 
Institute of Mental Health, Bethesda 14, Md. 

2 All solvents were successively washed with one 
fifth volume 1N NaOH, 1N HCI and three times 
with water. 


moved by aspiration. A 0.5 ml. aliquot of 
the acid extract was transferred to a test 
tube and 0.5 ml. of NaOH-ascorbic acid 
mixture added(3). After 5 minutes the 
fluorescence was measured in an Aminco- 
Bowman spectrophotofluorometer at 525 
mu after activation at 410 mu. 

A known amount of adrenochrome* 
added to KH;PO, solution and run through 
the above procedure served as a standard. 
All determinations were completed within 
two hours after drawing of blood. 
values were corrected for small reagent 
blank. As little as 20 micrograms of ad- 
renochrome per liter of plasma could be 
estimated by this procedure. 

Plasma levels of adrenochrome were 
measured in 17 subjects of whom 6 were 
“normal-control” volunteers and 11 acute 
and chronic schizophrenic patients. Among 
the schizophrenic subjects 3 were actively 
hallucinating while 5 others had a recent 
history of hallucinations. 

Less than 20 micrograms per liter of a 
fluorescent material was found in the plas 
ma of both the normal and schizophrenic 
subjects. This material did not have the 
characteristic activation and fluorescent 
spectra of synthetic adrenochrome. On the 
other hand, adrenochrome added to plasma 


and treated by the procedure described | 


above had fluorescent characteristics identi- 


cal with those of untreated adrenochrom® 


3 Crystalline adrenochrome was kindly supplied by 
Dr. A, Hoffer, University Hospital, Saskatoon, Sas 
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DISCUSSION 


Green and Richter(4) found that cycto- 
chrome oxidase can oxidize epinephrine to 
adrenochrome in vitro, but no evidence for 
the formation of adrenochrome in vivo has 
been demonstrated. Schayer, et al.(5) using 
radioactive epinephrine and adrenochrome 
found that adrenochrome is not a meta- 
bolite of epinephrine in the intact rat. In 
a recent report, Hoffer found adrenochrome 
to be present in plasma of human subjects 
to the extent of 50 micrograms per liter(1). 
An examination to establish the identity of 
the adrenochrome was not reported. 

Using a sensitive and specific method 
for the estimation of adrenochrome we 
were unable to obtain evidence for the 
presence of adrenochrome in the plasma of 
normal and schizophrenic subjects. The 
minute amount of fluorescent material in 
plasma extracts did not possess the charac- 


teristic fluorescence of aüthentic adreno- 
chrome. : 


SUMMARY 


l. A specific and sensitive method for 
the estimation of adrenochrome in plasma 
is described. s 

2. Adrenochrome could not be detected . 
in the plasma of normal and schizophrenic 
subjects. 
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HAZARDS IN TRANQUILIZING THE ELDERLY PATIENT 


alb. . 


GENEVIEVE A. ARNESON, M.D.1 E 


The author wishes to call attention to 
the hazards involved in the administration 
of tranquilizing drugs, notably the Rau- 
wolfia and phenathiazine derivatives, to 
elderly people. 


ded 1: A 90-year-old lady with remark- 
ably well preserved mental faculties was given 
a goecteral dose of a phenothiazine derivative 
atter she had developed nausea secondary to 
ici administration. The patient became 
blood ose, cyanotic and remained in shock with 

a Piu at very low levels for 48 hours. 
Cam iS estoy symptomatic treatment, she 
pis consciousness” but the hypotensive 
one red had produced such severe, 
ined d brain damage that she never re- 
oma er oer mental capacity, She re- 
for Senile, childish, and unable to care 

erself until her death a year later. 

in dub past year we have seen a num- 
SEIA it patients suffer severe and often 
miler pic cerebrovascular insufficiency 


omes followi "S 7 
above drugs, owing administration of the 


1 Department of Ps: 
State University Sch 
Hospital of Louisian; 


ychiatry & Neurology, Louisiana 
ool of Medicine, and Charity 
a, New Orleans, La. 


Case 2: A 63 year old white male was 
admitted in coma to the neurology service of 
Charity Hospital, one week after being started 
on a Rauwolfia compound for "hypertension." 
The patient had had a 6-week history of 
“dizzy spells" during which he experienced 
transient mental confusion, tinnitus, and 
slurred speech. His blood pressure had ranged 
around 160/90; on admission his B.P. was 
105/80. The patient never recovered con- 
sciousness and pursued a steady downhill 
course with his blood pressure at low levels. 
He died 6 days after admission. Post-mortem 
examination revealed a basilar artery throm- 
bosis which completely occluded the blood 
supply to the vital brain stem centers. The 
relationship of the Rauwolfia to the thrombosis, 
although obviously not proved, is at least 
highly suggestive. ~ 

We believe that in many elderly patients 
apparent "hypertensive" blood levels are 
physiological, that is, an increased head 
of pressure is necessary, or really secondary, 
to the decreased peripheral vascular vol- 
ume. To decrease this head of pressure by 
means of hypotensive drugs produces ad- 
ditional slowing of the stream and provides 
fertile ground for thrombotic phenomena 
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and/or signs of cerebrovascular insuffi- 
ciency. One only adds injury to insult by 
administering hypotensive drugs to such 
elderly patients. 

Also, presumably as the result of cere- 
brovascular hypotension, we have noted 
the addition of organic features to para- 
noid symptomatology in older patients who 
are on high doses of these medications. The 
disorientation and confusion in these 
patients was relieved considerably by re- 
ducing dosage or discontinuing the drug. 

The following is the prototype of a group 
of patients we find becoming common- 
place. The patient is in the older age group 
and has recently shown signs of some 
mental “slipping” viz. recent memory loss, 
periods of confusion, transient disorienta- 
tion, etc. He becomes anxious and appre- 
hensive about these symptoms. He reports 
to his doctor with complaints of “nervous- 
ness,” insomnia, irritability, periods of de- 
pression, etc. The patient is placed on one 
of the above tranquilizers. His symptoms in- 
stead of abating become worse. The dosage 
of tranquilizer is increased, symptoms in- 


crease, and a vicious circle is set up. A 
number of these patients have come to our 
psychiatry service with full-blown agitated 
depressions of psychotic proportions with 
accompanying organic features. We find 
that symptoms improve promptly with dis- 
continuance of the medication. We believe 
that the initial symptomatology is the result 
of cerebrovascular insufficiency which is 
then aggravated by administration of the 
hypotensive tranquilizers. 

We believe the physician who is pre- 
sented with an older patient who has symp- 
toms of anxiety on the one hand or physio- 
logical hypertension on the other is well 
advised to search the history carefully for 
signs and symptoms of transient organic 
mental deficit, secondary to cerebrovas- 
cular insufficiency, before prescribing tran- 
quilizing drugs which are potent hypo- 
tensives. A history of confusional episodes, 
disorientation, vertigo, speech difficulties, 
tinnitus, etc. would suggest that he will 
only aggravate the situation by prescribing 
such drugs and possibly hasten the patient's 
demise via a fatal cerebrovascular throm- 
bosis. 


THE CLINICAL EFFECT OF NOR-ETH-ANDROLONE (NILEVAR) 
ON INCONTINENT MENTAL PATIENTS 


GEORGE VLAVIANOS, M.D. anv LUDWIG FINK, M.D.1 


Nor-eth-androlone (Nilevar?) is de- 
scribed as exerting minimal androgenic ac- 
tivity, acting as a “protein anabolic hor- 
mone” with additional “myotrophic ef- 
fect”(1). The latter effect was experiment- 
ally determined in animals by the levator 
ani method(2). The question is raised as to 
whether the anabolic, myotrophic effect 
of this medication would apply also to the 
levator ani and perineal muscles in hu- 
mans. Would a lessening of incontinence 
be evident ? 

Eleven male, deteriorated, mental pa- 
tients constituted the population used in 
this study. These patients were randomly 
selected from those with a history of severe, 
chronic incontinence, the duration of which 
ranged from 1 to 55 years. The psychiatric 


1 Kings Park State Hospital, L. I., N. Y. 
2 Trademark of Searle & Co. 


diagnoses included : schizophrenia, manic- 
depressive psychosis, psychosis with mental 
deficiency as well as psychosis with syphil- 
itic meningo encephalitis, psychosis due to 
hereditary cause (hemiplegia). Nilevar 
was administered to each in total daily 
dosages of 30 mg. for 17 to 53 days. The 
age of the patients ranged from 35 to 76 
years. All cases had been screened for intet- 
fering bladder or prostata lesions. The 
fluid and dietary regime and nursing care 
which existed prior to the study were con- 
tinued without change for each subject 
All episodes of wetting and fecal soiling 
were registered on a 24 hour basis. 

Six patients had a positive response with 
no incontinence from 3 to 7 days after the 
start of medication and during treatment: 
Three of them remained continent after 
medication was discontinued ; two for thé 
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following 5 days and one for 21 days. One 
deeply regressed schizophrenic showed a 
surprising improvement in his behavior, 
concomitant with the improvement of his 
incontinence. One of these patients (diag- 
nosed as psychosis with syphilitic meningo- 
encephalitis with a 21 year duration of 
incontinence) showed a positive result in 
spite of the suspected neuropathic charac- 
ter of his condition. Five patients showed 
scattered or no influence on their pattern 
of incontinence. 

The authors feel that the number of 
patients was too small and the time of 
trial, too short to evaluate conclusively, 
the effect of this drug on incontinence. This 
limitation, however, was necessitated by the 
limited amount of the drug available. Our 
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results warrant further investigation, which 
may determine the temporal usefulness and 
the longterm action of this therapy. The 
serious social impact of the “incontinent 
patient” on the other hand, the little atten- 
tion paid to this topic in the literature, 
especially from the pharmacotherapeutic 
point of view, made us believe that this 
preliminary report would be of interest. 
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VARIABILITY OF ABSTRACTIONS 


Good and evil are relative qualities, dignified very largely by public opinion; and it 
must always be remembered that certain things which are considered to be correct today 


may have the denunciation of yesterday and tomorrow. . 


.. The true student of history 


will make the effort to cast from him the shackles of his contemporaneous opinions, and 
to parade the bygone ages in the boundless freedom of a citizen of all time and a dweller 


im every land. 


—ArTHUR WEIGALL 
(The Life and Times of Cleopatra) 
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TREATMENT OF PSYCHOSES IN EARLY CHILDHOOD 


WITH TRIIODOTHYRONINE 


ALBERT C. SHERWIN, M. D., FREDERIC F. FLACH, M. D., AND ^l 
PETER E. STOKES, M. D.1 j 


Various features in the behavior of chil- 
dren with psychoses such as early infantile 
autism have suggested a possibility of dis- 
turbances in adrenal cortical function. Tri- 
iodothyronine was administered to two of 
these children, because of its influence on 
endocrine balance, particularly with ref- 
erence to the steroid hormones of the 
adrenal cortex(1). In addition triiodothy- 
ronine has been felt to stimulate emotions 
and increase alertness in adult patients(3). 


Case 1.—The first patient is a 6 year old 
boy with markedly autistic behavior from the 
first year of life, uncommunicativeness, intense 
insistence on sameness of environment, hyper- 
activity, repetitive and destructive activity and 
nonfunctional play. The pediatric workup was 
negative for organic disease. A diagnosis of 
early infantile autism was made. After a year 
and a half of play therapy, he was somewhat 
more responsive and expressed himself more 
intelligibly with vocalizing and rarely with 
a few words, The child was started on a daily 
dose of 12.5 micrograms of triiodothyronine, 
and this was built up by adding 12.5 mgs. 
at two week intervals until a dosage of 75 
mgs. had been achieved. He was maintained 
on this dosage for several weeks and then 
discontinued. From the time he had reached 
50 mgs., definite and interesting changes were 
noted. These included significantly better con- 
tact, with show of affection and smiling ; 
increased interest in the environment (for 
example, the child watched television for the 
first time). He began to play occasionally with 
siblings, and joined*the family at the dinner 
table. There was striking diminution in visual 
darting movements (wherein the child for the 
first time looked someone else in the eye) ; 
some beginnings of functional play ; increase 
in frustration tolerance, and in ability to learn 
and conform. Finally he began to say a few 


1 From the Departments of Psychiatry and Medi- 
cine, Cornell University Medical College, and the 
Payne Whitney Psychiatric Clinic of The New York 
Hospital, New York, N. Y. 
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more words and appeared as does a small = 
child who is about to develop useful speech. — 


These gains increased steadily until a plateau 
was reached after about one month on the ~ 
full dosage. Further gains were observed upon. T 
discontinuation of the medication, and these. 
were maintained for 3 weeks. PS 


t. 


Case 2.—A second child, now age 6%, pre- 


sented a picture manifested by limited affec 


tive contact, evidence of intellectual retarda- 


tion, inappropriate play, hyperactivity, d 
limited communicativeness. Onset of illness 
occurred in his first year of life. Speech has. 
been used rarely and almost never for com- 
munication, Psychological evaluation revealed 
consistent successes at the 2-3 year level in 
test items chosen, without any peaks beyond 
this. The pediatric workup was negative for 
organic disease. According to criteria des- 
cribed by Despert and Sherwin(2), this K 
was considered to represent a case of psychosis 
with apparent mental defect. After 1 year 
play therapy there had been little change other 
than some minimal increase in affective com> 
tact. Triiodothyronine was administered es 
sentially according to the same method de- 
scribed above. Significant changes p 
when the child approached the full dosage of j 
75 micrograms a day. At this time there was à 
noticeable and marked increase in affective 
contact and alertness to and interest in en- 
vironment. The child began to engage in ap- 
propriate play, named many objects in 
playroom and their use, and occasionally an- 
swered questions or made appropriate requests: 
After one month on the full dosage, he com- 
tinues to show gains. Hyperactivity has v: À 
at times being markedly decreased and 
other times somewhat increased. 

Both children, in the early stages © 
medication particularly, displayed acute 
periods of apparent anxiety or fear, Neither 


child displayed signs of thyroid disease. 4 
prior to course of medication, or of thyroid p 


toxicity during it. 
The first child was later treated with & 


course of 20 units of zinc E 


M 


"I 


* 


a£ * 
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IM 8 days a week during which period he 
displayed increase in hyperactivity but also 
increase in alertness and affective contact, 
and some increase in use of speech. Ad- 
ministration has not been associated with 
clinical evidence of hyperadrenalcorticism. 
This medication has been combined with 
triiodothyronine, the latter at dosages of 
50-75 micrograms daily. Observations indi- 
cate a reinforcement of the increased con- 
tact and affective display noted with tri- 
iodothyronine alone. Hyperactivity appears 
to be less marked than with zinc cortico- 
trophin alone, and more marked than with 
triiodothyronine alone. 

During the course of administration, play 
therapy has been continued without change 
in frequency or essential approach. It 
should, however, be stressed that no sub- 
stance could be expected to change a 6 year 
old child who had been in limited contact 
since early in life into a normal 6 year old. 
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Final results must depend upon psycho- 
therapeutic and teaching techniques to 
make use of the increased contact, if any- 
thing is to be gained. Present plans, there- 
fore, include trying these and related 
medications along with intensive psycho- 
therapeutic and teaching methods on a 
larger number of patients. In addition, 
studies of hormonal balance in some pa- 
tients are in progress. Clinical use of these 
products must be considered to be in an 
experimental stage, and further study will 
be necessary before definite conclusions 
can be drawn. 
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SPINAL FLUID CHANGES DURING CHLORPROMAZINE THERAPY 
JAMES K. SMITH, M. D.t 


This brief report is intended to call at- 
tention to the fact that chlorpromazine in 
the moderately high doses commonly em- 
ployed in the management of psychoses 
may lead to the appearance of an increased 
arat of Protein in the cerebrospinal 
suc Occasionally these levels may be of 
^ GUAE magnitude to raise the suspicion 
Scan organic brain disease such as 
pore neoplasm (possibly causing the 
dr ent to be subjected to ventriculograms 
theref €riograms). It seems worthwhile, 
E D to emphasize this potential 

"ou of diagnostic confusion, even though 
is (PM of Observations upon which it 
dus is still small in number. Although 
ia dne has been extensively em- 

pe ais country since 1954 and on 
of the ii ent since 1952, a careful search 

terature has thus far failed to re- 


Veal A 
fin ding” Previous reports bearing on this 


Th 
— 2e Present study was prompted by 


1 Psychi t 
Oakland, Calf,“ Neurology Service, VA Hospital, 


curiosity as to whether the well-known 
clinical phenomenon of drug-induced 
Parkinsonism would be reflected by changes 
in the cerebrospinal fluid. There was no 
suspicion of organic disease of the nervous 
system in any of the reported cases, the 
sole basis for selection being that these 
were the only patients on the ward receiv- 
ing the drug in dosage adequate to produce 
a Parkinsonian syndrome. A brief summary 
of the essential clinical and laboratory data 
on the 4 patients follows : 


Case 1. A 27-year-old white patient was ad- 
mitted in his second psychotic episode within 
a year. He had been hospitalized elsewhere for 
a schizophrenic reaction, catatonic type, 4 
months earlier and had there received thora- 
zine over a 2 month period in levels up to 
2,800 mg, daily. There was no history of head 
trauma, epilepsy or other neurological dis- 
order, Initially he was given promazine 120 
mg. daily which was later changed to chlor- 
promazine. Spinal puncture after 2 months on 
chlorpromazine (1,600 mg. daily) yielded 
clear fluid under normal pressure containing 
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1 cell, 68 mg. protein?, negative Pandy, nega- 
tive serology and gold curve : 3333220000. A 
neurological examination was negative except 
for a mild Parkinsonism. Psychological tests 
showed no organic signs. The patient had sub- 
sequently improved and at this writing is 
home on a trial visit. 


Case 2. 42-year old white patient, acute 
schizo-affective reaction, Past neurological his- 
tory was negative except for mild head trauma 
at age 6. He had been well until 2 years prior 
to this admission when he had received 15 
EST treatments at a state mental institution 
for an acute psychosis. On admission here he 
was given chlorpromazine, receiving 1,200 mg. 
daily for 6 weeks when it was reduced to 
800 mg. daily. A week later the dose was cut 
to 400 mg. daily and on the day the spinal 
fluid was obtained the drug was stopped. The 
fluid was clear, under normal pressure and 
contained 2 cells, 51.6 mg.% protein, negative 
Pandy reaction, negative serology and colloi- 
dal gold curve : 1222110000. Neurological ex- 
amination was normal except for a slight mask- 
ing of facial expression and reduction of arm 
swinging in walking. An EEG was within 
normal limits. He has subsequently been dis- 
charged as improved. 


Case 3. 26-year old white patient, acute 
schizophrenic reaction. He had been previous- 
ly hospitalized here twice within the past 2 
years for a similar illness with remission of 
symptoms under thorazine both times. The 
past neurological history was negative, He 
was placed on chlorpromazine reaching a dose 
of 1,200 mg. daily by the end of a week and 
continued at this level up to the time of his 
spinal fluid examination 8 weeks later. The 
spinal fluid was under normal pressure and 
contained 2 cells, 108 mg.$ protein, a 24 
Pandy reaction, negative serology and gold 
curve : 1222211000. Neurological examination 
revealed only mild Parkinsonism. The EEG 
showed runs of diffuse, symmetrical low volt- 
age slow activity in the 5 to 7 per second 
range. Psychological tests directed particularly 
at uncovering possible organic signs of brain 
damage were negative. The patient is still 
hospitalized and continues on medication hav- 
ing improved to the point where he is allowed 
open ward privileges. 

Case 4. 47-year old negro patient, schizo- 
phrenic reaction of paranoid type. Past history 
revealed nothing that would point toward pos- 
sible organic disease of the nervous system. 

? Upper limit of normal in this laboratory : 45 
mg.%. 
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He was placed on chlorpromazine reaching 
a level of 1,200 mg. daily over a 6-day period, 
Spinal fluid removed after two weeks on 
chlorpromazine was under normal pressure and 
contained 1 cell, 88.5 mg.% protein, 1+ Pandy 
reaction, negative serology and gold curve: 
1222210000. Neurological examination was 
negative, except for mild Parkinsonism. An 
EEG was within normal limits. Subsequently 
this patient improved and has been discharged. 


SUMMARY 


Four schizophrenic patients receiving 
chlorpromazine in doses adequate to pro- 
duce a Parkinsonian syndrome but with no 
history or physical findings of other neu- 
rological disease showed elevation of cere- 
brospinal fluid protein ranging from 51 to 
108 mg.%. 

Further studies are, of course, indicated 
and are under way. Besides confirming 
these findings in a larger series and in- 
vestigating related drugs in the pheno- 
thiazine group, it is planned to evaluate 
the effect of dosage and duration of ad- 
ministration. Thus far the opportunity has 
been granted to examine spinal fluids be- 
fore and after chlorpromazine on 3 non- 
psychiatric patients; all were on lower 
doses than those ordinarily employed in 
the treatment of psychosis. 

After 30 days of chlorpromazine (aver- 
age daily dose 400 mg.) during which time 
none of the patients showed Parkinsonian 
manifestations, the spinal fluid levels rose 
in one case from 21 to 47 mg.%, in another 
from 27 to 55 mg.£ and in the third from 
45 to 57 mg.4. 

It is not now possible to say whether an 
increase in the cerebrospinal fluid protein 
content is related to an alteration in barrier 
permeability, or whether it indicates some 
degree of breakdown of tissue, The findings 
are here presented in a preliminary form 
solely to alert physicians working with this 
drug to a hitherto undescribed effect. It 
is hoped that dissemination of this informa- 
tion may prove helpful in evaluating spin 
fluid data where certain complications a 
questions of differential diagnosis may arise 
in individuals undergoing long-term thera- 
py with this drug. 


E 


SPECIAL NOTICE 


A LIST OF SOME OF THE NEWER DRUGS USED IN 
PSYCHIATRIC PRACTICE 


COMPILED By $. BERNARD WORTIS 


Chemical Name (Registered Name) (R) Manufacturer Dose 
L TRANQUILIZERS and ATARACTICS (Major Tranquilizers For Psychomotor Agitation) 


1, Phenothiasine Derivatives 


Chlorpromazine — (Thorazine) (Smith, Kline & French) 200-1000 mg. daily 
Promazine (Sparine) (Wyeth) 100-200 mg. T.I.D. 
Mepazine ( Pacatal) (Warner-Chilcott) 25-50 mg. T.LD. 
Prochlorperazine (Compazine) (Smith, Kline & French) 10 mg. T.I.D. 
Perphenazine (Trilafon) (Schering) 2-4 mg. T.LD. 
Triphentizine (Vesprin) (Squibb) 100-150 mg. daily 
Promethazine (Phenergan) (Wyeth) 100-150 mg. daily 
Thiopropazate (Dartal) (Searle) 5-10 mg. T.I.D. 


Acetylpromazine Maleate 
Trifluoromethyl Phenothiazine 
Piperidinochlorphenothiazine (N.P. 207) 


(Smith, Kline & French 5354) 


W. 1224 (N. Methyl-Piparidyl-3 Methylphenothiazine) 
Win. 13-645.5 (8-3-10 (2 chlorophenothiazinyl 1) Propyl-3 hydroxynortropane 


ethenesulforate 
Acepromazine (3 Acetyl-10-(3 Dimethylaminopropyl) Phenothiazine maleate 
Triflupromazine 
Trifluoperazine 
2. Rauwolfia Alkaloids A 
Reserpine Serpasil) (Ciba & other companies) 0.5-1.0 mg. B.LD. 
Deserpidine 


Canescine, Recanescine 
Rescinnamine (Moderil) 


Harmony!) also een. en 


bott) 
Pfizer) 


2-3 mg. daily 


0.25-0.5 mg. B.LD. 


3. Diphenyl Methane Derivatives (Minor Tranquilizers for anxiety tension states) 


Azacyclonol (Frenquel) 200-. i 

(Frenquel is an analogue of Meratran) (Merrell) doo HN oa 
Alpha (2 Piperidyl) benzhydrol hydro- 

chloride (Meratran) (Merrell) 1-25 mg. B.D. 
Benactyzine (Suavital) (Merck) UM 1-3 mg. daily 
Hydroxyzine (Atarax) P-chlorobenzhydryl Piperazine derivative 

(Hoeri 10 mg.-T.LD. 

Phenyltoloxamine (PRN) (Bristo ae (nC 


4. Propanediol Dicarbamate (Substituted Propanediols) 


Meprobamates ^ (Miltown) (Equanil) Ao dp Wyeth) 200-400 mg. T.LD. 
ese are considered, b to be hypnotics. 
Phenaglycodol (Uitran) eT P (Lill goo. mg. LLD; 
Il VUMULANTS C Anti-depressives) 
ontazi m ay SUEDE 
isopto yl bsdrazhig MEM 1-isonicotinyl (Hoffman La Roche) 10-25. mg TLD 
ethyl-Phenidylacetate 
hydrochloride (Ritalin) (Ciba) 5-10 mg. T.LD. 
M MM acetylachinobensoate (Deanol) Rik 
a pr $ i i 
Orphenadrine p bre omes ( Riker) 25-50 mg: BID. 
E a SERE) AND SEDATIVES Zh 
yiparafynol i i 250-500 mg. B.LD. 
Fittethimide perce (Cite) n 125-250 mg. T.I.D. 
Mer lorvynol ( Placidyl) ( Abbott) 250-500 mg. B.LD. 
adm (Noludar) (Hoffman La Roche) 50-200 mg. B.LD. 
—Crotonyl- 
Otin th (Nostyn) (Ames) 150-300 mg. T.I.D. 
: (Quiacti zthyl- l- 
zlycidamide Quiactin) 2 Ethyl-e ced) 800-1000 mg. daily 
Beat bital (Medomin) (Geigy) 200-400 mg. daily 
EM ( Valmid) (Lilly) Soo mg.P.R.N. 
s Andr Amin (Suvren) (Ayerst) so-100 mg. T.LD. 
Dio ^. * 16 to 
-etadiol ) 
"hylentyn| ^ (Oblivon) 
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OFFICIAL REPORTS 


REPORT OF THE COORDINATING COMMITTEE ON THE 
TECHNICAL ASPECTS OF PSYCHIATRY 


ConwnrrreE On Acinc—Chairman, Ewald 
W. Busse : The conclusion was reached that 
at this particular time the committee should 
not encourage the formation of a section on 
aging within the APA ; that interest can 
be stimulated by -a wide distribution of 
papers throughout the annual program of 
the APA ; and that panels and round table 
discussions can contribute a great deal for 
those who have an established interest in 
the field. The survey of psychiatric interest 
in aging by the questionnaire method has 
resulted in a great deal of information. This 
includes the fact that 40% of psychiatrists 
spend no time in practice with patients 
over the age of 65. Approximately 60% 
spend some part of their practice time with 
aging patients or have a research interest 
in the field. However, only 1% of psychia- 
trists devote their entire time to the care 
of the elderly patient, and no psychiatrist 
was found who devotes his entire research 
interest to the problems of aging. In co- 
operation with Dr. Blain, the committee 
has recommended that a conference be 
held devoted to the subject of “The States’ 
Responsibilities for the Psychiatric Care of 
the Aged.” Funds from a granting agency 
would be sought to underwrite this con- 
ference and it is hoped that the APA and 
the Council of State Governments would 
be co-sponsors. 


Commirrre On Caup Psycuatry— 
Chairman, J. Franklin Robinson : This com- 
mittee and the Committee on Standards for 
Hospitals and Clinics submitted a joint 
statement to the Council as follows: “It 
is recommended to the Council that the 
APA recognize Child Psychiatry as a 
sub-specialty of psychiatry and that to 
qualify as a child psychiatrist requires 
special training.” Council approved of this 
statement. Council also approved in princi- 
ple the statement dealing with “standards 
for training in the sub-specialty of Child 
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Psychiatry.” The document was referred for 
joint consideration by this committee and 
the Committee on Medical Education. 


Commirter On History Or PsycurarRY 
—Chairman, J. Sanbourne Bockoven : Since 
May 1957, this committee has carried out 
the following projects: 1. The drafting of 
an application for a grant from NIMH to 
study the Social History of American Psy- 
chiatry. (The application was not ap- 
proved). 2. The acquisition of space in 
Mental Hospitals for articles on History of 
Psychiatry. (Two articles have been sub- 
mitted thus far by the committee.) 3. Ap- 
plication was made to the Aquinas Fund to 
defray expenses of the History Commit- 
tee's exhibit at Zurich. (The application 
was not approved.) 4. Review of historical 
publications at the Eastern State Hospital, 
Williamsburg, Va., was made by a member 
of the committee in preparation for an 
exhibit at symposium to be held at that 
hospital in October, 1957. This was not 
completed as the symposium was called off. 
5. The committee also prepared and pre- 
sented an exhibit on Schizophrenia at the 
International Psychiatric Congress in Zur- 
ich in September, 1957. 


Cowwrrre& ON MEDICAL EDUCATION— 
Chairman, George C. Ham : The following 
activities were carried out ; 1. Investigate 
the status of the Directory of Psychiatric 
Training in the United States and Canada; 
2. Submitted two recommendations to 
Council, November, 1957; a. regarding 
subcommittee on relations with the Ameri- 
can Psychoanalytic, and b. teaching insti- 
tutes ; 3. Distributed material to the mem- 
bers of the Committee in preparation for 
a joint meeting with the Committee 9? 
Child Psychiatry regarding "Standards ee 
Training in the Subcommittee on 
Psychiatry" ; 4. Distributed to all members 
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of the Committee on Medical Education 
the report to the Council of the Committee 
on Child Psychiatry in respect to the educa- 
tion in child psychiatry and the general 
psychiatric training programs ; 5. Arranged 
with Dr. Walter E. Barton to meet with the 
committee next fall regarding uniform date 
for residency appointments ; 6. Wrote to 
Dr. D. Blain the committee’s feeling in re- 
gard to the teaching of non-psychiatric 
physicians ; 7. The chairmen of the Com- 
mittee on Research and the Committee on 
Medical Education jointly developed a 
round-table at the May meeting on re- 
search for medical students and psychiatric 
residents, 


Commarrer On MentAL DEFICIENCY— 
As I was in the process of preparing this 
report, I received the distressing news of 
the sudden death of Dr. Gale Walker, 
Chairman of this committee, which oc- 
curred on April 22nd. 

This committee met in November, 1957 
and at that time emphasized the need for 
a closer relationship between APA and 
he American Association on Mental Defi- 
ciency. A recommendation was made and 
approved by Council that this organization 
ou. the American Association on Men- 
ky ficiency to appoint a committee to 

Intain liaison with our Committee on 
Mental Deficiency, 

a be ne November meeting, the commit- 
be "d recommended that the APA 
ren ci approve and advocate the concept 
uim ations caring for the feeble- 

on which have psychiatric programs 
of x ed as such in name by the use 

il uo Hospital." Council requested 
f committee re-write this recom- 
risen On. The committee had a special 

g in Asbury Park in March, 1958 and 


Te-wrote t is su i 
Egestion, which was later 
Presented to the Council. 


Du OL C 


Comm 
man, John J Bis Pustec Hrarrn—Chair- 


= asko: A statement of the 
submitted Purposes of this committee was 
o in the committee's October, 1957, 
sisting on members have been as- 
Ways and € APA surveys to determine 
means of making these surveys 

ective, The Committee on Public 


Health and the Joint Commission on Men- 
tal Illness and Health co-sponsored a din- 
ner round-table on "Emergency Psychiatric 
Services" held on Tuesday evening, May 13, 
1958, at the annual APA meeting in San 
Francisco. The proceedings of this meeting 
will be recorded. by the Joint Commission 
on Mental Illness and Health as part of 
their task in carrying out the mandate from 
Congress to survey psychiatrie care in the 
community. 'The committee has initiated a 
study of the curricula of schools of public 
health to determine the content and ade- 
quacy of courses dealing with problems 
of mental illness. 


Cowwrrree on RregapiLITATION—Chair- 
man, Benjamin Simon : The committee re- 
ports the following activities: 1. A round 
table entitled "The Place of the Ancillary 
Disciplines in the Therapeutic Use of Self" 
was held during the APA meeting. 2. 
Council has approved the appointment of 
Dr. Donald Carmichael as representative 
of the APA on the Interdisciplinary Study 
Group which is composed of representa- 
tives of seven national organizations whose 
members contribute to the care of psy- 
chiatric patients. 3. At the request of the 
American Registry of Physical Therapists, 
Dr. Simon has been appointed to represent 
the APA on this Registry. 4. Chairman, Dr. 
Simon, represented the APA, Committee on 
Rehabilitation at the Princeton Conference 
of the New Jersey Neuropsychiatric Insti- 
tute on "Rehabilitation," the proceedings of 
which will be published. 5. Dr. Simon, as 
a member of the Executive Committee of 
the Advisory Committee on Physical Thera- 
py Education to the Council on Medical 
Education and Hospitals of the American 
Medical Association met with the Executive 
Committee in New York, in June 1957, and 
with the whole Committee on February 11, 
1958, working on the approval of several 
schools of Physical Therapy. 6. The first 
meeting of the Advisory Committee on 
Occupational Therapy Education to the 
Council on Medical Education and Hospi- 
tals of the American Medical Association 
took place on February 11, 1958, with Dr. 
Simon representing the APA. Dr. Simon 
was unanimously elected Chairman of the 
Advisory Committee. 7. At the Symposium 
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on "Rehabilitation" of the American As- 
sociation for the Advancement of Science 
in Indianapolis on December 28 and 29, 
1957 (under the joint sponsorship of the 
AAAS and the Committee on Research of 
the APA, represented by Mr. Milton 
Greenblatt) Dr. Simon opened the meeting 
and moderated the first session. Under the 
joint editorship of Dr. Greenblatt and Dr. 
Simon, the proceedings are now being 
edited for publication in a separate volume. 
Participating in the Conference, as well, 
were Dr. Donald Carmichael and Dr. Har- 
old Martin, of the Committee on Reha- 
bilitation. 8. Revision of the Report, “Archi- 
tectual Planning for Activities Areas" is 
now in process and was discussed further 
at the San Francisco meeting of the com- 
mittee. 9. Council approved a request for 
a letter to the President's Committee on 
Employment of the Physically Handi- 
capped designed to include the mentally 
ill. Letter has been sent to President Eisen- 
hower by the APA. 10. 1959 Round Table, 
tentatively titled as : *Goals of Rehabilita- 
tion; Fact and Fancy ; Concept of Cure,” 
which will be developed under the direc- 
tion of Dr. Nagler. 


COMMITTEE ON Researcu—Chairman, 
Robert A. Cleghorn : Their activities are 
as follows : 

l. Regional Research Meetings. Success- 
ful meetings were held at Montreal, Que- 
bec and Columbus, Ohio. Proposals for 
meetings in Salt Lake City, Denver and 
Louisville were deferred to a later date. 
Meetings for 1958-59 are projected for 
Little Rock, Ark. ; Chicago, Ill. and Seattle, 
Wash., and possibly for one or two other 
places. 

Regional Research Reports of the Syra- 
cuse meeting are available, and those of 
the Philadelphia meeting are in the final 
stage of being processed. 

2. Joint Conference between the APA 
and the A. A. A. S. A highly successful 
meeting was held at Indianapolis in De- 
cember, 1957, entitled : "Rehabilitation of 
the Mentally Ill : Social and Economic As- 
pects," this being organized by Dr. Green- 
blatt. In view of the enormous amount of 
work involved, the question whether these 


meetings should be continued or reduced to 
alternate years has been raised. 

3. Adolf Meyer Lectureship. Dr. W. 
Mayer-Gross of Birmingham was nomi- 
nated for this lectureship for 1958, and has 
accepted. 

Difficulty has been encountered in get- 
ting the 1957 lecture by Dr. Akerfeldt, and 
the associated discussion, published. 

4. Methods for Increasing Research Ac- 
tivities in Students and Interns. This con- 
stituted a matter of concern to the com- 
mittee and, in order to further the matter, 
a round table discussion was planned for 
the San Francisco meetings in conjunction 
with the Committee on Medical Education. 
The title of the topic is: “The Place of 
Research in Student and Resident Train- 
ing.” 

5. Conference on “Recruitment and 
Training of Psychiatric Research Personnel 
and Research Administration.” Consider- 
able correspondence has taken place be- 
tween the Committee on Research, Dr. 
Curran, Dr. Blain and Dr. James G. Miller, 
Chairman of the Committee on Psycho- 
pathology of G. A. P., regarding a proposed 
conference to be held on the above topic. 
The Executive Committee has authorized 
collaboration in obtaining a grant to pre- 
pare for and engage in a working confer- 
ence, 


Committee oN Tuerapy—Chairman, 
Paul H. Hoch: This committee discussed 
the possibilities of preparing a brief an 
simple set of recommendations for distri- 
bution on *methods of evaluating psychl 
atric therapies.” These recommendations 
would indicate the minimal criteria whic 
must be met, common errors to be avoided, 
and also problems of evaluation which can- 
not be resolved. The committee also dis- 
cussed its possible plans how to acquaint 
general practitioners with newer aspec 
of psychiatric therapy. This question Wi 
be discussed further in future meetings 


Av Hoc Commrrrer on EpucaTion IN 
Pustic Hosprrars rw Liaison WITH 
AMERICAN PSYCHOANALYTIC ASSOCIATION 
Chairman, Bernard Bandler: This is 9? 
ad hoc committee and submits its repo 
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directly to Council. There is some over- 
lapping of its activities with the Committee 
on Medical Education and I have taken the 
liberty therefore of including it in this re- 
port to the membership. This committee 
during the last year has brought its pro- 
gram and the means for implementing it 
into clearer focus, The program is to gather 
information on the actual experiences of 
public hospitals in respect to the recruit- 
ment and utilization of psychiatrists from 
universities and private practice for staff 
training. Information sought includes such 
questions as : Does the need for staff edu- 
cation exist in state hospitals ? Would not 
the university staff learn something P How 
does one start a program ? How does one 
finance a program ? What hurdles were en- 
countered, i.e. who were they, in the uni- 
versity, in the hospital, money problems 
and so forth ? What types of programs have 
been started? What specific problems have 
arisen in forms of resistance, personnel 
difficulties and so forth ? What has been 
e effect on medical staff and other hos- 
Pital personnel ? What has been the effect 
0n the calibre of patient care ? 
© committee plans to implement this 
Pro&ram through organizing a series of 
tound tables or panels and workshops at 
the meetings of the APA, Mental Health 


Institute, and the Canadian Mental Health 
Institute. Participants in the panels will 
be selected on a regional basis depending 
on the site of the meeting. The panel at 
the 1958 meeting on “How Can the State 
Hospital Recruit and Utilize Psychiatrists 
in Private Practice and Universities for 
Staff Education" is an example. Since the 
meetings will cover Canada, the far west, 
the mid west and the east, it is anticipated 
that a representative body of experience 
will be presented and documented. 

The committee plans to organize and 
tabulate this data and possibly to prepare 
a brochure in order to make it available. 
On the basis of this data, the committee 
would, furthermore, be in a position to 
make recommendations as to the possible 
value of a workshop or conference at some 
future time, 

In conclusion, I wish to pay public 
tribute to the zeal and efficiency of all of 
the members of all of these committees 
which I coordinate. The committee men 
work not only closely with other members 
of our Association, but also with other 
national and state organizations, and their 
work reflects credit on American psychiatry 
and on American medicine. 

Frank J. Curran, M. D. 
Chairman: 


HOSPITALS APPROVED AND CONDITIONALLY APPROVED 
BY CENTRAL INSPECTION BOARD 


aa Charles K, Bush, Chief Inspector of 
2 entral Inspection Board, submits the 

Owing lists of hospitals inspected and 
Y approved to date, and those con- 
onally approved, 


Hosp 
g ITALS APPROVED BY THE CENTRAL IN- 
ECTION BOARD 


Public Hospitals : 


diti 


Fairfield State Hos- 


it 

Haas Newtown, Conn., Connecticut State 
"Pital, Middletown Conn., Norwich 
^x Ospital, Norwich, Conn., Galesburg 
"A Ospital, Galesburg, IIL, Spring 


State Hospital, Catonsville, Md., 
ospital, Boston, Mass. 


Northville, Mich, New Hampshire State 
Hospital, Concord, N. H., Danville State 
Hospital, Danville, Pa. Mayview State 
Hospital, Mayview, Pa., Norristown State 
Hospital, Norristown, Pa. U. S. Public 
Health Service Hospital, Lexington, Ky., 
V. A. Hospital, Sepulveda, Calif, V. A. 
Hospital, Brockton, Mass., V. A. Hospital, 
Montrose, N. Y., V. A. Hospital, Salisbury, 
N. C., V. A. Hospital, Pittsburgh, Pa., V. A. 
Hospital, Fort Meade, S. D., V. A. Hospital, 
Salt Lake City, Utah. 


Private Hospitals: Institute of Living, 
Hartford, Conn., North Shore Hospital for 
Psychiatric Treatment & Research ( former- 
ly North Shore Hospital, Winnetka, Ill.) 
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C. F. Menninger Hospital, Topeka, Kan., 
Cedarcroft Sanitarium, Silver Spring, Md., 
Sheppard & Enoch Pratt, Towson, Md., 
McLean Hospital, Waverly, Mass, Ring 
Sanatorium, Arlington Hts., Mass. 


HOSPITALS APPROVED CONDITIONALLY BY THE 
CENTRAL INSPECTION BOARD 


Public Hospitals : Arizona State Hospital, 
Phoenix, Ariz, Agnews State Hospital, 
Agnew, Calif, Camarillo State Hospital, 
Camarillo, Calif., Metropolitan State Hos- 
pital, Norwalk, Calif., Napa State Hospital, 
Imola, Calif., Patton State Hospital, Patton, 
Calif., Stockton State Hospital, Stockton, 
Calif., Chicago State Hospital, Chicago, 
IlL, Kankakee State Hospital, Kankakee, 
IlL, Manteno State Hospital, Manteno, 
IlL, Woodmere State Hospital, Evansville, 
Ind., Topeka State Hospital, Topeka, Kan., 
Augusta State Hospital, Augusta, Me., 
Springfield State Hospital, Sykesville, Md., 
Danvers State Hospital, Hathorne, Mass., 
Foxborough State Hospital, Foxborough, 
Mass., Gardner State Hospital, East Gard- 
ner, Mass., Grafton State Hospital, North 
Grafton, Mass, Medfield State Hospital, 
Medfield, Mass, Northampton State Hos- 
pital, Northampton, Mass., Taunton State 
Hospital, Taunton, Mass., Westborough 
State Hospital, Westborough, Mass., Pon- 
tiac State Hospital, Pontiac, Mich., Tra- 
verse City State Hospital, Traverse City, 


Mich., Ypsilanti State Hospital, Ypsilanti, 
Mich., St. Louis State Hospital, St. Louis, 
Mo., Hastings State Hospital, Ingleside, 
Neb., New Jersey State Hospital, Greystone 
Park, N. J, New Jersey State Hospital, 
Marlboro, N. J., New Jersey State Hospital, 
Trenton, N. J., Oregon State Hospital, 
Salem, Ore., Harrisburg State Hospital, 
Harrisburg, Pa., Philadelphia State Hos- 
pital, Philadelphia, Pa., Warren State Hos- 
pital, Warren, Pa., Woodville State Hos- 
pital, Woodville, Pa., Rhode Island State 
Hospital, Howard, R. L, Austin State Hos- 
pital, Austin, Tex., Terrell State Hospital, 
Terrell, Tex., Eastern State Hospital, Wil- 
liamsburg, Va., Western State Hospital, 
Fort Steilacoom, Wash., U. S. Public 
Health Service Hospital, Fort Worth, Tex., 
Provincial Mental Hospital, Essondale, B. 
C., Canada, Territorial Hospital, Kaneoke, 
Hawaii. 

Private Hospitals: Emory John Brady 
Hospital, Colorado Springs, Colo., Fairview 
Sanitarium, Chicago, Ill, Our Lady of 
Peace Hospital, Louisville, Ky., Chestnut 
Lodge, Rockville, Md., Seton Institute, 
Baltimore, Md., Bournewood, Brookline, 
Mass., Harworth Hospital, Detroit, Mich., 
Ingleside Hospital, Cleveland, Ohio, Morn- 
ingside Hospital, Portland, Ore., Oak Ridge 
Sanitarium, Austin, Tex., St. Mary's Hill, 
Milwaukee, Wis., Owen Clinic, Inc., Hunt- 
ington, W. Va., Institute Albert Prevost, 
Montreal, Que., Canada. 


HISTORY ALIVE 


History no longer shall be a dull book. It shall walk incarnate in every just and wise 
man. You shall not tell me by languages and titles a catalogue of the volumes you have 
read. You shall make me feel what periods you have lived. 


—EMERSON 
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MENTAL HOSPITAL BEDS—PRESENT AND FUTURE NEEDS, 
NEW YORK STATE SERVICE 


A number of statements questioning the 
need for additional mental hospital beds have 
been given wide publicity in recent months. 
Most of them are characterized by a confu- 
sion of issues and are largely based on either 
fallacious assumptions or faulty reasoning . 

There are two major issues involved which 
must be clearly separated if we are to give 
either of them sound consideration. The 
first issue is whether additional facilities are 
or will be needed. The second is a deter- 
mination of the kind of facility which will 
best meet the need, if such a need exists. 

At the present time the New York State 
mental hospitals are over-crowded by some 
18,500 patients. The new construction under 
way or planned falls considerably short of 
this existing need. Funds have been appro- 
priated for only about 10,000 additional beds. 
5 don site development and preliminary 

ning are under i 
mm way for a new hospital 
Hoe decrease in hospital population has 
: aged considerably less than one percent 
n By the time available beds outnum- 
Seine patient population (if present trends 
ak eR many of the existing facilities will 
vaa a aoned as unfit for use. More 
3700 beds dw = err 5 years old. About 
Weolition. A1 a hs y been earmarked for 
ah E lanhattan State Hospital 
is lon is gradually replacing all 
cupied rag antiquated buildings now oc- 
century, d Were constructed in the roth 
ade beter ar replacements will have to be 

"RES dition &. long throughout the state. 
replacement « Kooi utter disregard for these 
warrant eeds, there is a completely un- 

e j 
the Les no construction. This is 

E chines lief that the mental hospitals can 

; mptied in short order if we can just ob- 

n Sufficient quantiti n 
iie eanne ies of the new drugs. 
in the ter drugs are a potent tool 
must be à wen of mental illness but there 
effectiveness rie in any appraisal of their 

* As far as we know, the New 


ed assumption underlying much of, 


York State hospital system was the first in 
the world to use large scale drug therapy. 
Having acquired in the last few years a 
wealth of experience and a substantial body 
of knowledge, we are in a position to know 
what we are doing and what to expect of 
the drugs. 

Financial considerations are not in any 
way limiting the drug treatment program in 
our hospitals. The fact is, however, that 
only 50 to 6o percent of newly admitted pa- 
tients are suitable for drug therapy and not ` 
all of these improve sufficiently to leave the 
hospital. Among chronic patients not more 
than ro percent can be expected to improve 
enough to be released. Certain groups, such 
as the arteriosclerotic and senile, are virtu- 
ally unaffected by this therapy. 

There is no question that the drugs do 
improve many more patients than previous 
treatments, but those at our disposal today 
will not make it possible for us to close the 
mental hospitals. Perhaps some future drug 
may reach this degree of effectiveness but it 
is not within our present grasp. 

The bulk of mental hospital populations 
consists of the arteriosclerotic and senile, 
and schizophrenics who have not responded 
to treatment. While the efficacy of the newer 
treatments is universally recognized, we do 
not yet know to what degree they will pre- 
vent chronicity. We have yet to determine 
how many of the patients who originally re- 
spond to the drugs will remain well. Should 
treatment procedures be developed which 
will prevent the relapse of schizophrenic pa- 
tients, and other methods be introduced 
which will permit the release of large num- 
bers of arteriosclerotic and senile patients, 
the whole present hospital building policy 
for the mentally ill will have to be revised. 

Regarding the size of our state hospitals, 
Iam in full agreement with the opinion that, 
psychiatrically, small hospitals are much to 
be desired. (The optimum size has yet to be 
determined by controlled experiment.) Pub- 
lic service, however, must deal with the fiscal 
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realities of government. Responsible public 
administrators must strike a balance between 
maximum service and minimum cost. It has 
never been convincingly demonstrated to 
state budget officials that small institutions 
are no more expensive to build and operate 
than large ones. In New York, budgetary 
requirements for state care of the mentally 
ill are already staggering, amounting to one- 
third of the state's total operating budget. 
"The Department of Mental Hygiene, along 
with every other government agency, is de- 
pendent upon and limited by state revenues. 
Any demands for improvement which will 
drastically increase its operating cost should 
be accompanied by a responsible proposal for 
obtaining the necessary additional revenues. 

The difficulty of staffing a number of small 
scattered institutions is another serious prob- 
lem which has not been given adequate con- 
sideration. 

Owing to building policies of the past, 
New York State now has a number of large 
hospitals. We believe that the introduction 
of the open hospital and its philosophies of 
care, as well as its increasing emphasis on 
milieu therapy, will tend to obviate many of 
the objections to these existing large hospi- 
tals. New York is moving rapidly toward 
the open hospital system. 

The location of existing hospitals cannot 
be changed and in the light of today's view- 
point, criticism of their physical isolation is 
academic. Actually, half of New York's 
present institutions are located in populous 
urban centers. The sites for our new hospi- 
tals have been carefully selected on the basis 
of their urban location—close to the center 
of population, near sources of both profes- 
sional and nonprofessional personnel, and 
adjacent to medical schools. New institutions 
will be in every possible way a part of the 
community. This policy is firmly established. 

There seems to be a widespread assump- 
tion that all mental patients could be treated 
outside of hospitals if only sufficient com- 
munity facilities were available, (Basic to 
this belief is an implicit faith in the uni- 
versal efficacy of the tranquilizing drugs.) 
Day or night hospitals are frequently cited 
as “bed-saving” services. Our experimental 
program includes two day hospitals, where 
patients receive full hospital treatment dur- 
ing the day and return to their homes at 


night. As yet we have no conclusive evi- 
dence that such day or night centers can sub- 
stantially replace regular bed facilities. 

"The question is, how many patients in the 
initial stages of their illness could be treated 
outside of a hospital? 

For one thing, many patients cannot be 
treated in the environment in which they be- 
came ill. Whether or not the environment 
is the cause of the mental upset, it plays an 
important part in the patient's ideation and 
emotional life. For such patients the hos- 
pital provides the proper environment. 

Another vital factor in the ambulatory 
treatment of acute mentally sick patients is 
the supervision and control of drug therapy. 
Many of these patients need the prescribed 
drug in such amounts that complications can 
occur. These patients must be constantly 
watched by trained personnel. Such person- 
nel cannot be replaced by relatives or other 
untrained persons. A very competent and 
cooperative environment is necessary for 
these patients to be treated effectively in the 
community. This is hardly possible outside 
of a hospital. 

The tranquilizing drugs are used very ex- 
tensively outside of mental institutions, but 
their use has not prevented the rise in the 
hospital admission rate. It is true that some 
patients can be treated without hospitaliza- 
tion, particularly those with some of the 
milder disorders. Many more can be treated 
in a clinic after an initial period of hospital 
care. But the suggestion that all psychotic 
patients—or even substantial numbers 0 
them—can be treated in a clinic without hos- 
pitalization has no basis in fact. We s 
need far more effective therapies than we 
have today to treat all these patients in af 
ambulatory setting. í 

The question with which government !5 
vitally concerned is the determination © 
future needs in hospital care and proper pro 
vision for meeting these needs. The over 
crowding in our mental hospitals is a dis- 
tressing reality that no amount of optimism 
can alleviate. While we are releasing more 
patients we are still faced with rising admis- 
sions and other forces which tend to increase 
hospital populations. The actual decrease 1 
our population during the last three fic? 
years amounts to about two percent. 

Most of the buildings being added to €% 
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isting New York State institutions provide 
special facilities not previously provided. 
The majority of new beds, for example, are 
in medical-surgical-reception buildings, ur- 
gently needed in every hospital. This need 
will continue to increase as new admissions 
include more and more of the type of pa- 
tient requiring intensive medical care. The 
reception units in these buildings also pro- 
vide facilities for our recently developed pro- 
gram of intensive treatment for all newly 
admitted patients. The children’s units will 
provide another kind of service for which 
special buildings are required. Whether we 
needed additional beds or not, it would still 
be necessary to provide facilities for modern 
medical and psychiatric treatment. 

The New York State Department of Men- 
tal Hygiene has been vitally involved in the 
new developments in the mental health field 


and is fully aware of their encouraging im- 
plications for the future. We are confident 
that more and more effective treatments will 
be developed as time goes on. 

But on the basis of broad experience with 
treatments now at hand we do not expect re- 
leases from our mental hospitals to increase 
spectacularly. Our bed-building program, 
however, is a flexible one, at the present time 
consisting largely of plans which have not 
yet been implemented. Some of these have 
already been modified. Commitments are 
limited to the small percentage of beds now 
under contract. Should new developments 
in treatment lead to drastic reductions in our 
hospital population, we are in a position to 
curtail or withdraw any proposals for new 
construction. 


Bie ts 


JUNG ANNOTATES MODERN ART 


Ina contribution to the Jubilee issue of 
the Atlantic (Nov. 1957) Carl Jung talks 
about God, the Devil, and the Human Soul, 
and presumably with more specific reference 
to the last of these three entities, about mod- 
Sb Of modern art it may be assumed 
d ultramodern is the kind in question. 
Pn as a guide to the meaning, if any, of 
E o So categorized it will be inter- 
thing? ws Perhaps useful to know some- 
es m ut the nature and quality of the 
d ts. As a pathway to the core of per- 
es eg and to self-knowledge as well, Jung 
tives as unconscious Zeitgeist,” and he 
sia ern art às à characteristic expres- 

n of this Zeitgeist, 
P ed ni he explains, while seeming 
breaking wa aesthetic problems is really 
aesthetic ig and destroying previous 
artistice prod replacing pleasingness of the 

s bu “ried by “chill abstractions of 
slam th Subjective nature which brusquely 

e door on the naive and romantic 


delight in the senses." What modern artists 
give us, he says, is the "dark chaos of sub- 
jectivisms." 

In other words, if we understand Jung 
clearly, when you look at one of these ultra- 
modern horrors hanging on the gallery wall 
and wonder why it is there or see it repro- 
duced in full colour in an art magazine, what 
you really see is not a fortuitous aggrega- 
tion of pigment smears on canvas that could 
have been usefully used, or the malicious 
“flinging a pot of paint in the public's face,” 
but you are viewing aghast an actual replica 
of the unenviable unconscious of the man 
who made the picture of the dark chaos of 
his subjectivism. 

"Therefore an exhaustive study of the per- 
sonality, along with a battery of tests, of 
a dozen or so representatives of the avant- 
garde might afford some significant diagnos- 
tic information. In the words of critic Henry 
McBride, "This is something to be looked 


into, perhaps." 
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NEWS AND NOTES 


Connecticut ASSOCIATION For MENTAL 
HEALTH GOLDEN ANNIVERSARY.—AÀ brochure 
with gilded covers commemorates the 50 
years story of the Mental Hygiene move- 
ment, beginning with the publication in 
1908 of Clifford Beers’ A Mind That Found 
Itself and the founding in that year in 
New Haven of the Connecticut Association 
For Mental Health. 

The brochure contains a detailed history 
of the mental health movement in the past 
fifty years, with pictures of Clifford Beers ; 
the Golden Anniversary Mental Health 
Awardee, G. Brock Chisholm, M. D.; and 
of the Director of the World Federation for 
Mental Health, Dr. John R. Rees of Lon- 
don, who later delivered the Academic 
Lecture at the 114th annual meeting of The 
American Psychiatric Association in San 
Francisco. There are also several group 
photos of current staff members of the Con- 
necticut Association, 

Celebrations of the Golden Anniversary 
included a dinner at the Hotel Taft, New 
Haven, Conn., attended by the Hon. Luther 
Alverson, President of the National Associa- 
tion for Mental Health, Hon. Benjamin 
Cohen, Under-Secretary of the United 
Nations, Hon. Abraham A. Ribicoff, Gover- 
nor of Connecticut, and Drs. Chisholm and 
Rees. 


Isaac RAvLrcrURESHIP Awarp.—Dr. Alis- 
tair William MacLeod, assistant professor 
of psychiatry at McGill University, Mont- 
real, is the 7th winner of the $1000 Isaac 
Ray Lectureship Award of The American 
Psychiatric Association. The award is given 
annually to a psychiatrist or a lawyer or 
judge for an outstanding contribution to 
furthering understanding between the two 
professions. 

As recipient, Dr. MacLeod will deliver a 
series of lectures on psychiatry and the law 
at the University of Manitoba, Winnipeg, 
Canada. 

Dr. MacLeod is a native of British 
Columbia. Following graduate training in 
public health and tropical medicine at 
Glasgow and Edinburgh Universities, he 
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studied psychological medicine at the Uni- 
versity of London, law at the Inner Temple 
in London, and completed training at the 
Institute of Psychoanalysis. 

Dr. MacLeod has been active in penal 
reform in Canada for many years. He is 
also on the staffs of the Royal Victoria Hos- 
pital and the Mental Hygiene Clinic in 
Montreal. He is a member of the Royal 
College of Physicians (London), The 
American Psychiatric Association, the 
American Psychoanalytic Association, and 
a past-president of the Canadian Psycho- 
analytic Society. 


Dr. Lowry Heaps Bureau or MEDICAL 
Services, U.S. P.H.S.—Surgeon General 
Leroy E. Burney of the U. S. Public Health 
Service has announced the appointment of 
Dr. James V. Lowry as Chief of the Bureau 
of Medical Services with the rank of As- 
sistant Surgeon General. He succeeds Dr. 
John W. Cronin who died suddenly on 
March 26. 

Dr. Lowry entered the Public Health 
Service in 1937. For several years he serve 
with the National Institute of Mental 
Health, where he was responsible for the 
development of community mental health 
services. He has also served as Medical 
Officer in Charge of the Public Health 
Service Hospital, Lexington, Ky., where 
patients are treated for mental disorders, 
including narcotic addiction. 3 

Dr. Lowry is a diplomat of the America? 
Board of Psychiatry and Neurology and has 
been a member of The American Psychi- 
atric Association since 1945. He is a past 
president of the Kentucky Psychiatric AS- 
sociation. 


NATIONAL Socrery ror Crepe Cal 
DREN AND ApuLTs.—The annual convention 
of the National Society will be held i" 
Dallas, Tex., November 16-20, 1958. f 

Nicholson J. Eastman, M.D., past-prest 
dent of the American Academy for Cerebr 
Palsy, chief of obstetrics at Johns Hop 
University School of Medicine, will spe 
to professional rehabilitation workers ? 
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the meeting. Convention sessions 
will also include institutes, seminars, work- 
shops, round table discussions and demon- 
strations by leading experts in the rehabili- 
tation field. 

For further information write Catharine 
Bauer, Director of Information, National 
Society for Crippled Children and Adults, 
11 South La Salle St., Chicago 3, Ill. 


Tare-Reconpine Dara ReQuestep.—Dr. 
Hans S. Unger, 362 Forest Avenue, Buffalo, 
N. Y., is interested in receiving information 
from psychiatrists with regard to their ex- 
periences with various types of tape re- 
corders both for interviewing and dictation 
Purposes for an impartial survey of the 
different types of instruments on the mar- 
ket. Psychiatrists are invited to send an 
account of their impressions to Dr. Unger 
at the above address. 


Awarps ron Psycuarric AreEs,—One 
hundred and twenty-six ward attendants 
were selected for citations by the National 
Association for Mental Health, for their 
1 and kindness in caring for patients in 

charge. 
gag winner received an NAMH gold 
id a certificate of achievement in 

e to the special skills in practical 
uman relations which form such a vital 
D the treatment and recovery of the 
i... ill.” These awards were presented 
ie Ceremonies throughout May, 
scsi vp Month. The recipients, 70 
hospital ne [ss men, represent 196 mental 
Cohiba states and the District of 


A. E, BENNETT Nevropsycurarric Re- 


Founpa: 

P TION  Awanp.—Dr. Max 

ink, director of the department of experi- 
Psychiatry at Hillside Hospital, 

ueens), New York, received 


on ‘Anti Presented a paper titled, “Effect 
olnergic Agent, Diethazine, on 


EEG and Behavior : Significance for Theory 
of Convulsive Therapy.” 


PROFESSIONAL ASSOCIATION ON ALCOHOL- 
1sM.—The following officers were elected at 
the Association’s fourth Annual Meeting 
held in Boston, April 2, 1958: 

President : James Morrison, M. D. ; Presi- 
dent-elect: Harold W. Demone; Vice- 
President : Joseph Thimann, M. D. ; Secre- 
tary-Treasurer : David Landau, M. D. Also 
elected were seven new members to the 
Board of Directors. 

The purposes of the Society are to 
provide a medium for discussion of the 
work of professional persons engaged in 
rehabilitation, research and/or professional 
education in the field of alcoholism and to 
guide, encourage training of, and help 
obtain financial assistance for, professional 
personnel in these areas. 

For further information as to member- 
ship in the Society write : David Landau, 
M. D., Secretary-Treasurer, Professional As- 
sociation on Alcoholism, 350 Beacon St, 
Boston 16, Mass. 


PRESENTATION OF THE Portrait OF Dr. 
Kart M. Bowman.—The Langley Porter 
Neuropsychiatric Institute and the Depart- 
ment of Psychiatry, University of California 
School of Medicine, held an official pre- 
sentation of the portrait of Dr. Karl M. 
Bowman, May 9, 1958, to the Institute. Dr. 
Bowman was the medical director of the 
Langley Porter Neurological Institute since 
its opening in 1943 until his recent retire- 
ment. 


Swurrg, KLINE AND FRENCH. FELLOWSHIPS. 
—The American Psychiatric Association has 
announced the award of 10 Smith, Kline 
and French Foundation Fellowships in psy- 
chiatry. These Fellowships, totalling $13,- 
150, are the final awards of the 3-year 
$90,000 grant established in 1955 to provide 
a broad range of training opportunities in 
psychiatry. 

A total of 14 recipients, including 10 


_ medical students, will benefit in the latest 


group of grants. Their projects vary from 
a study of the treatment results in schizo- 
phrenia to experiments with mescaline, an 
hallucinating agent. 
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APPOINTMENT OF Dr. BERNARD SAPER.— 
Paul H. Hoch, Commissioner N. Y. State 
Department of Mental Hygiene, has an- 
nounced the appointment of Dr. Bernard 
Saper, director of the counseling center and 
assistant professor of psychology at North- 
western University, Evanston, Ill, as di- 
rector of psychological services in the 
Department, effective July 1. 

Dr. Saper succeeds Dr. Elaine F. Kinder, 
who will devote full time at Rockland State 
Hospital to a follow-up study of brain- 
operated (topectomy) schizophrenic pa- 
tients, This study is jointly supported by 
the Foundation for Mental Hygiene, Inc., 
State Department of Mental Hygiene, and 
the National Institute of Mental Health. 


CENTRAL Rerosrrory ror MEDICAL CRE- 
DENTIALS.—The Secretary General of The 
World Medical Association has announced 
that on July 1, 1958, the services of a Cen- 
tral Repository for Medical Credentials will 
become available to the doctors of the 
world, as a means of assuring that they will 
always be able to prove themselves medi- 
cally trained and fully accredited to prac- 
tise medicine. 

The lifetime cost of the service on a 
one-payment basis to the newly graduated 
doctor is approximately $60.00 (U. S. A.). 
An actuarial schedule has been established 
for doctors in the various age groups. Pro- 
visions are made for the depositor to add 
additional credentials he receives to his file 
in the Repository at a minimal charge, 

Further information on the Central 
Repository for Medical Credentials is avail- 
able from The World Medical Association, 
10 Columbus Circle, New York 19, N. Y. 


NIMH AND PsYCHOPHARMACOLOGICAL RE- 
SEARCH.—In a statement presented before 
the Subcommittee on Legal and Monetary 
Affairs, Committee on Government Opera- 
tions, Dr. R. H. Felix, Director of the 
National Institute of Mental Health, dis- 
cussed the several groups of psychiatrically 
significant drugs introduced during the last 
few years. He described both the tranquil- 
izing and energizing drugs, their therapeu- 
tic use and value, side effects, limitations 
and the implications in research and mental 
health. 
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Because of the many problems involved 
and the need for comprehensive research 
into all aspects of psychopharmacology, 
the NIMH established the Psychopharma- 
cology Service Center in 1956. The objec- 
tives: to support clinical research in 
efficacy of the new drugs and their toxic 
and side effects : to develop better drugs 
and investigate their modes of action. The 
Institute is now supporting, through re- 
search grants, 79 investigations in psycho- 
pharmacology. 

The Center has also issued (March 1, 
1958) an Annotated Reference List on 
Meprobamate. Some 127 articles on this 
drug which appeared in the English lan- 
guage through 1957 are summarized. The 
material is available to interested investi- 
gators from The Psychopharmacology Serv- 
ice Center, NIMH, Bethesda 14, Md. 


PSYCHIATRY FOR THE GENERAL PRACTI 
TIONER.—To contribute to the growing 
movement to provide psychiatric training 
for the family physician, the Carrier Clinic, 
in cooperation with the New Jersey Chapter 
of the American Academy of General Prac- 
tice, and Smith, Kline and French Labora- 
tories, sponsored a series of 6 seminars 
entitled "Psychiatry for the General Prac- 
titioner" in the spring of 1957. 

Abstracts of the 18 papers presented, 
together with follow-up questions and an- 
swers are now available in a single 136 page 
publication, under the above title. For 
further information write Russell N. Car- 
rier, M.D., Director, The Carrier Clinic, 
Belle Mead, N. J. 


Hesrew MepicaL JounNAr.—In 1957 the 
Hebrew Medical Journal reached its thir- 
tieth anniversary of publication, under the 
editorship of Moses Einhorn, M.D. This 
semi-annual, bi-lingual (Hebrew and Eng- 
lish) publication has shown particular 
interest in reviving Hebrew medical termi- 
nology, in Jewish contributions to medicine; 
in the medical problems of Israel and in 
historical aspects of Jewish medicine 35 
found in the Bible, the Talmud, and medie- 
val manuscripts. It is an excellent publica- 
tion and a valuable contribution to the 
world's medical literature. k 

The editorial office is located at 983 Par 
Avenue, New York, N. Y. 
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Lester H. GLEDMAN KLED IN PLANE 
Crasu.—Dr. Lester H. Gliedman, assistant 
professor of psychiatry Johns Hopkins 
Medical School, and his wife were killed in 
a collision between their plane and an Army 
jet while returning from the annual meet- 
ing of The American Psychiatric Associa- 
tion in San Francisco. He was a superior 
teacher and therapist, and though com- 
pleting his training only 5 years ago had 
made significant research contributions in 
the areas of psychotherapy and alcoholism. 
He served with distinction as consultant 
and on the boards of several community 
agencies concerned with the emotionally 
disturbed. A man of unusual intelligence, 
boundless energy, and warm humanity, his 
loss is widely and deeply mourned. 


Scnoor Psycnorocv CONFERENCE, ASHE- 
VILLE, N. C.—A conference sponsored by the 
Southern Regional Education Board under 
à grant from the National Institute of 
Mental Health was held in Asheville, N. C., 
vba SS to al state and local school 

ms to consider me: i id 
oh Sr a ans of using psy: 

Participating in the conference were chief 
state school officers, heads of university de- 
partments of psychology and education, 


and representatives from city, county and 
State school systems. 


ga Neono- PFTCHRATIUG Soctery. 
nnual meeting of the Society, 
a a 1958, the following officers for the 
whic us were elected : president, Ed- 
aide Schmidt, M. D. ; vice-president, 
ber f Kaufman, M. D.; secretary-treas- 
^ Aenry Veit, M.D.; councillors re- 


maini H 
rema des Cleveland, M. D. and Isaac 


Abo AT Bronx VA HosPrrAL.—The 
rt ^ Hospital announces that its 
include raining program in psychiatry now 
versity s S affiliation with Columbia Uni- 
fuper ise d oo will receive concurrent 
Psychiatry raining in child and female 
the Col, uring a full 9 months’ period at 
and the Ps ia University Medical Center 
of the trail tne Institute. This portion 
Vision of ning program is under the super- 
reg Lawrence C. Kolb, Dr. Irville 
nnon, and Dr, Bernard L. Pacella. 


Dr. Greaves Heaps Derr. or Psycu- 
ATRY, Kansas Universiry.—Dr. Donald C. 
Greaves has been appointed professor and 
head of the department of psychiatry at 
Kansas University Medical Center in Kan- 
sas City, Kansas, effective July 1, 1958. He 
had been an associate professor in the de- 
partment with Dr. Louis J. West since July 
1, 1955, and before that was with Dr. Oskar 
Diethelm at the Payne Whitney Psychiatric 
Clinic of the New York Hospital. 


Homewoop SANITARIUM 75TH ANNIVER- 
sary.—To celebrate the completion of 
seventy-five years of service the Homewood 
Sanitarium of Guelph, Ontario, oldest and 
best known private mental hospital in 
Canada, invited the Ontario Psychiatric 
Association to hold its regular meeting at 
the Sanitarium May 23, 1958. 

The program included a luncheon with 
a masterly contrived social hour preceding 
and followed by an address by the guest 
speaker, Dr. John R. Rees, of London, Di- 
rector of the World Federation of Mental 
Health. Dr. Rees gave an account of psy- 
chiatric work in progress in various parts 
of the world. His address was followed by 
a scientific program. 

To commemorate Homewood's 75th 
anniversary a booklet had been prepared 
giving the history of the institution, illus- 
trated by photographs, including those of 
the founder, J. W. Langmuir, the present 
superintendent, Dr. A. L. MacKinnon, and 
others, and documenting the valuable part 
the hospital has played in Canadian psychi- 


atry. 


Tue AMERICAN GROUP PSYCHOTHERAPY 
Association PUBLICATIONS.—The Associa- 
tion wishes to announce that it has pub- 
lished two separate abstracts covering the 
scientific papers presented at its 1957 and 
1958 Conferences. 

These original papers serve as a com- 
prehensive survey of work going on 
currently in this field. They may be had 
by request to AGPA, 1790 Broadway, New 
York City at cost price to the organization 
of $1.00 each. 


Tue NATIONAL FOUNDATION FOR ÍNFAN- 
me Panmaryss Fevrowsures.—September 
lst and December Ist are the current 
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deadlines for applications to the National 
Foundation for Infantile Paralysis for post- 
doctoral fellowships in research and aca- 
demic medicine or in the clinical fields of 
rehabilitation, orthopaedics and preventive 
medicine. Applications for fellowships in 
the medical associate fields of physical ther- 
apy teaching and occupational therapy 
teaching should also be filed by these dates. 
A spring date of March 1 is also provided. 

Financial support varies according to 
previous education, professional experience, 
marital status, and number of dependents. 
Compensation to the institution is arranged 
according to the program undertaken. For 
a full academic program, tuition and fees 
are allowed ; for other programs, a sum 
not to exceed $1,250.00 per year (includes 
tuition) is provided. 

The National Foundation has authorized 
the expenditure of $26,500,000 since 1938 
for scholarships and fellowships, and for 
aid to educational institutions, professional 
organizations, and related activities. 

For further information write to Division 
of Professional Education, National Foun- 
dation for Infantile Paralysis, 301 East 42nd 
St., New York 17, N. Y. 


CrNrRAL New York Psycntarric Socr- 
ErY.—The semi-annual dinner meeting of 
the Finger Lakes Neuropsychiatric Society 
and the Central New York District Branch, 
APA, was held at Canandaigua VA Hos- 
pital, June 12, 1958. Constitutional amend- 
ments unifying both societies were intro- 
duced enabling all psychiatrists in the 
Central New York area to be eligible for 
either full membership or associate mem- 
bership in the Central New York District 
Branch. With these changes the Central 
New York District Branch of the APA will 
be one of the largest branches in this state. 
AII psychiatrists in this area who are not at 
present either full members or associate 
members are invited to join the organiza- 
tion. Requests for applications should be 
addressed to Dr. Murray Bergman, 599 
Church St., Newark, N. Y. 


Association FOR Researcu IN Nervous 
AND Menta Disease.—The annual meeting 
of the Association for Research in Nervous 
and Mental Disease will be held on Decem- 


ber 12 and 13, 1958, at the Hotel Roosevelt, 
New York City. The subject of the meeting 
will be “Neuromuscular Disorders.” 

Dr. Lee M. Eaton, Rochester, Minn., is 
the presiding president. 


User or PsvcHornEnAPEUTIC AND PsvcHo- 
PHARMACOLOGIC ÁGENTS.—The Psychophar- 
macology Service Center of the NIMH has 
issued two reference lists entitled Use of 
Psychotherapeutic Agents with Elderly 
Patients, and Use of Psychopharmacologic 
Agents with Children, containing 91 refer- 
ence studies and 134 studies respectively. 
Each list is composed of studies which in- 
clude elderly patients or children, even 
though those papers may not be directly 
concerned with these groups. 

Each reference is followed by a brief 
annotation which emphasizes the informa- 
tion especially relevant, in the first list, 
to the aged, and in the second list, to chil- 
dren, although such emphasis may not be 
found in the paper. 


CONNECTICUT POSTGRADUATE SEMINAR IN 
Psycurrny AND NrumoLocx.—The twelfth 
Connecticut Postgraduate Seminar will ex- 
tend from September 18, 1958, through 
April 15, 1959. There are no fees. 

Courses from September 22 through De- 
cember 1, (Monday and Wednesday) from 
3:30 to 9:00, at the Yale University 
School of Medicine, 333 Cedar Street, New 
Haven : clinical neurology, neuroroentgen- 
ology, electroencephalography, neuroana- 
tomy, neurophysiology, and neuropath- 
ology 

On December 1 and 8 (Monday) from 
4:00 to 9 :00 p.m. at Yale University 
School of Medicine: sessions in pediatric 
neurology. 

Courses from January 6 through March 
16, (Monday) from 2 : 00 to 6 : 00 p.m., at 
the Connecticut State Hospital, Middle- 
town : general psychiatry, therapy, psycho- 
somatic medicine, geriatrics, and psychiatry 
and law. h 

Sessions from February 11 throug 
March 18, (Wednesday) from 6 : 30 ki 
9 : 45 p.m., also at Yale University Scho? 
of Medicine : child psychiatry. : 

There will be 4 special seminar project 
from 10:00 to 4:00 p.m. Subjects a° 
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listed in the program, copies of which may 
be obtained from the Office of the Assistant 
Dean of Postgraduate Medical Education, 
Yale University School of Medicine, 333 
Cedar Street, New Haven, Conn. 


AMERICAN Counci or LEARNED SOCIE- 
mes—On April 14, 1958, the ACLS an- 
nounced a grant of $500,000 from the Ford 
Foundation for a program to encourage 
international scholarly congresses in the 
humanities and social sciences to meet in 
the United States. The program is designed 
to cover a period of from 5 to 10 years. It 
will be administered by the ACLS in co- 
operation with the Social Science Research 
Council. 

Selections under the grant will be re- 
stricted to broadly significant conferences 
which have the official sponsorship of a 
ya society of the ACLS or the 


_For information address American Coun- 
cil of Learned Societies, 2101 R Street, 
N. W., Washington 8, D. C. 


reg FOR PSYCHOSOMATIC RESEARCH.— 
a e Society held a conference on The Na- 
re of Stress Disorders at the Royal Col- 
ea p oe London, Eng., May 2-4, 
. was the first eve its ki 
BI dn e first event of its kind to 
€ proceedings of th e wi 
be published in book foni: le 
Or information write to Dr, Desmond 
O'Neill, 130 Harley St., London, W. 1., Eng. 


ice pal Psvcmaruc Socrery.—In May 
chistrio Soe members of the Illinois Psy- 
one em were elected to office for 
Agen ed : President : Dr. Nathaniel 
age icago, Ill. ; President-elect : Dr. 
Hac Tannett, Chicago, Ill. ; Secretary- 
ca. Dr. Paul Nielsen, Chicago, Ill. ; 
Il. D. de Dr. Kalman Gyarfas, Chicago, 
fire ster H. Rudy, Galesburg, Ill. 
DN to Assembly of District Branches, 
Hy ii and year of term: Dr. John 
sade icago, Ill. Alternate delegate : 
dore Spinka, Chicago, TI]. 


Dr. Jacos Krarsi CELEBRATES 75TH 
Birrapay.—We are pleased to report that 
our eminent Swiss colleague, Dr. Jakob 
Klaesi, emeritus professor of psychiatry at 
the University of Berne, celebrated his 
seventy-fifth birthday on May 29, 1958. His 
Alma Mater, the University of Kiel (Ger- 
many) presented to him, in honor of this 
occasion, the precious gift of Doctor Medi- 
cinae Honoris Causa. In the September 
1953 issue of this Journal we noted the 
honor paid to Professor Klaesi at his sev- 
entieth birthday in the form of a festschrift, 
a special 500 page issue of the Monatsschrift 
für Psychiatrie und Neurologie, May-June 
of that year, accompanied by a photograph 
of Professor Klaesi. 

ASSOCIATION FOR THE ADVANCEMENT OF 
PsvcHoANALYsr, Inc.—On Wednesday, 
September 24, 1958, the Association for the 
Advancement of Psychoanalysis will spon- 
sor its regular meeting at the New York 
Academy of Medicine at 8 : 30 p.m. 

The program will be: “Existentialism 
and Psychoanalysis”, reports from the 4th 
International Congress of Psychotherapy in 
Barcelona. 

Speakers: Dr. Benjamin J. Becker, Dr. 
Charles Hulbeck, Dr. Harold Kelman, Dr. 
Frederick A. Weiss, and Dr. Antonia 
Wenkart. 

AMERICAN NEUROLOGICAL ASSOCIATION.— 
At the 83rd annual meeting of The Ameri- 
can Neurological Association held in At- 
lantic City, N. J., on June 16-18, 1958, the 
following officers were elected for the com- 
ing year: president, Bernard J. Alpers, 
Philadelphia, Pa.; president-elect, Derek 
Denny-Brown, Boston, Mass.; lst vice- 
president, Paul I. Yakovlev, Boston, Mass. ; 
9nd vice-president, Margaret A. Kennard, 
Ft. Steilacoom, Wash. ; secretary-treasurer, 
Charles Rupp, Philadelphia, Pa. ; assistant 
secretary, William F. Caveness, New York, 
N. Y. ; editor of transactions, Charles Rupp, 
Philadelphia, Pa. 

The 84th meeting of the Association will 
be held at the Claridge Hotel, Atlantic 
City, N. J., June 15-17, 1959. 
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Psvcnonrorocy : A Science or Man. By Adolf 
Meyer, M. D. Compiled and edited by 
Eunice E. Winters and Anna Mae Bowers. 
(Springfield, Ill.: Charles C Thomas, 
1957, pp. 246. $6.50.) 


Just 25 years after Adolf Meyer gave the 
first Salmon Memorial Lectures at the New 
York Academy of Medicine, his long-time co- 
workers, Eunice E. Winters and Anna Mae 
Bowers, have succeeded in putting together 
from voluminous material a readable and es- 
sentially authentic presentation in content and 
form of those three lectures. 

There are several points of interest about 
this event. In the first place, one might inquire 
why publication was delayed so long. There 
is only one good answer to this, namely that 
Dr. Adolf Meyer never reached a degree of 
contentment with his verbal presentation of 
the material at the lectures, and worked and 
reworked for publication, but never succeded 
in getting it into the form he wanted it, be- 
came engrossed in other things, and finally was 
stricken before the task was accomplished. He 
left a number of versions in his note-book, and 
out of these the compilers have succeeded 
eminently in a presentation which is true to 
the intent of the lectures and to his own 
phraseology. The amount of work that has 
gone into the editing of the material has been 
stupendous, but I believe the results will have 
justified it. 

Concerning the material itself, there are 
three parts : on psychobiology, on pathology, 
and on therapy. These three lectures are to be 
judged from two standpoints : their historical 
value and their present usefulness. As far as 
the historical value is concerned, it can be 
stated that here is to be found in a compact 
volume the basic teachings of the one man 
who most influenced psychiatric teaching and 
thinking in America. Here are to be seen vivid- 
ly presented his burning desire to establish 
psychiatry as a vital element in human biology, 
free of those dogmatic ways of looking 
at human behavior from the standpoint of 
causality and mechanism which had plagued 
psychiatry before his time, and did in his day. 

Also is to be seen his urgent plea for a way 
of looking at human behavior in its normal 
and pathological aspects which would gain for 
it the widest possible acceptance in that con- 
sensus which he termed "common sense," and 
which saw treatment of abnormality as an 
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enlargement of the areas of the normal to be 
found even in the most abnormal conditions. 

The first chapter on psychobiology is a 
gem of historical accounting of the develop- 
ment of modern psychiatry with its ancient 
roots in mythology, religion, and philosophy. 
If for no other reason, the book is worth the 
money for this one thing. 

When we consider the question of the value 
of these three lectures for current psychiatric 
thought and practice, we know two things: 
the views expressed in these lectures have be- 
come to a large extent so firmly entrenched 
in American psychiatric thinking as to present 
no challenge today. It might be more honest 
to say that everyone at least gives lip service 
to these ideas; some may go further, actually 
understand and work by them. Those who 
look for detailed instructions in regard to the 
conduct of psychotherapy will be greatly dis- 
appointed in these lectures. There are two 
reasons for this. The detailed conduct of 
psychotherapy has advanced very considerably 
in these last 25 years and there are rules 0 
procedure now available which were not 
known then. But I am inclined to believe that 
even if they had been known, Adolf Meyer 
would have written the same material, for his 
main concern was to establish fundamental 
principles and he believed that once the fun- 
damental principles were established, the 
physician would find his own best method for 
conducting psychotherapy. The two principles 
which I gleaned out of the third chapter i 
most value are ; 1. the effort to establish jou 
a degree of plausibility of understanding ? 
the present as a developmental product from 
the past; and 2. the conscious effort to sway 
the performance in the direction of enlarge- 
ment of a residual normal behavior at i 
expense of the abnormal. The thorough apP"- 
cation of these two principles will, I believe, 
accomplish in fact what he himself set out to 
do, namely, to establish a simple method 0 
treatment devoid of dogmatic rules whi f 
would be widely applicable at the hands 0 
the greatest number of physicians. f 

The authors have provided a glossary 9' 
terms used by Meyer, some of which are pos 
ly found in current literature, and short e^ 
graphical sketches of a number of peop 
mentioned in the text. bs 

Altogether, this is a most useful addition 
the Salmon lecture series, and it is only to i 
regretted that it was not published 25 Y 
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ago. It would be hard to imagine a better 
editorial job than the one the compilers have 
here accomplished. 
WENDELL Munc, M. D., 
Baltimore 2, Md. 


ScuizorHRENIA—SOMATIC AsPECTS. Edited by Derek 
Richter (New York: The Macmillan Com- 
pany, 1957.) 


This volume was probably published before the 
Congress in Zurich and meant to present one of 
its ouvertures. As regards results this collection 
of essays which owe their existence to discus- 
sions is no more encouraging than the harvest of 
the Congress. Rees-London gives a nice review of 
“Physical characteristics of the schizophrenic pa- 
tient.” In “Interaction of genetic and environmental 
factors in the causation of schizophrenia” Roth- 
New Castle makes a special point of the social iso- 
lation of paraphrenics and its possible significance 
for the causation and prevention of schizophrenia. 
Hill-London discusses the “Electroencephalogram 
in schizophrenia”; one of his essential conclusions 
is that the EEG does not give evidence of a schizo- 
phrenic organic process. The editor’s “Biochemical 
aspects of schizophrenia,” about which he read a 
inen in Zurich leads to a conclusion (among 
; ers) which is scarcely vouchsafed biochemically, 
te. the assumption of a hereditary set and a set of 
oe or more of a number of unspecific exogenous 
excitant factors coming from the environment.” (It 
is difficult to imagine where “exogenous” factors 
m come from if not from the environment.) 
cis does, of course, not claim priority for this 

Pt nor for the concept of “impairment of the 
esses control mechanisms situated in the 
[cs amus; One cannot help but think of Carl 
rs jungs notion of localizing his archetypes 

n ypothalamus in his Zurich address. Sands- 
drm eviews “Endocrine changes in 'schizo- 
szenia,” Which is a daring enterpri hort 
time after | daring enterprise so short a 

$ the publication of Manfred Bleuler's 

1 2268 Was particularly interested in ketoster- 
e ieretion, David-CardifPs im “The pris 
Overlook the of the schizophrenias” seems to 
Sider Hin that leading pathologists con- 
77 ea of his material as definitely antiquated. 

^ London and Colchester goes after "Con- 
» adaptive behavior and schizophrenia." 
TS to assume a disturbance of “conscious- 
or pond in the schizophrenic; the first 
recogni. contribution reads: “Anybody can 

ze lunacy” R ^ n 
relations in cy. Rey-London tries to find cor- 
Dhrenia.» Staff Metabolism in recurrent schizo- 
relation to ahaa Clark writes on “Drug action in 
as " ee ; one is grateful to him 
fist the mT Breat "conondrum, ‘which came 
o. 9r the egg?'" and states that "the 
onal and hioc t always proceed from constitu- 
imate rei ical reactions to stress, towards 
à bung of personal psychopathology of 
Blven ys here a r English colleagues have 
oken of their undying interest and 
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work in common problems ; unfortunately it was not 
granted to them to succeed in the solution of any of 
them. 
Evucen Kaun, M. D. 
Baylor University, 
Houston, Texas. 


Freup AND Contemporary CULTURE. Edited by 
Iago Galdston. (New York: International Uni- 
versities Press, 1957, pp: 90. $3.00.) 


The five essays contained in this volume were de- 
livered at the New York Academy of Medicine in 
commemoration of the centenary of Freud’s birth. 
The first of the essays is by Kenneth E. Appel on 
“Freud and Psychiatry.” It is written with Dr. 
Appel’s usual combination of charm and learning, 
and constitutes an unusually helpful exposition of 
the psychiatric continuum which Freud so brilliantly 
revolutionized. Roy Grinker’s “Freud and Medi- 
cine” is admirable. With sharply focused clarity 
Grinker states precisely what Freud’s contribution 
has been to medicine, and makes his criticisms of 
that contribution as sharply and clearly. Grinker 
does not believe that the best interests of any great 
innovator’s work are properly served by turning 
it into a scripture. For the immediate future our 
task should be the relation of psychodynamics to 
physiodynamics. Paul V. Lemkau on “Freud and 
Prophylaxis” gives an orderly exposition of Freud’s 
contribution to some basic tenets in prophylaxis in 
the study of the mentally ill, and we perceive once 
more what a genuinely fundamental advance that 
contribution made. “Freud in the Perspective of 
Medical History” by Gregory Zilboorg is a thought- 
ful and stimulating piece, as is Clyde Kluckhohn's 
"The Impact of Freud on Anthropology.” Iago 
Galdston's “Freud’s Influence in Contemporary 
Culture" is rather gracelessly overladen with words, 
the main effect of which is to obscure the fact that 
there are some good ideas in this essay and that it 
is worth persisting in, in spite of the fact that its 
author does his best to miss the boat. There is an 
index. 

Altogether this is a most attractive little volume 
and Dr. Galdston is to be congratulated upon his 
organization of the lectures, though it should be 
said that the volume would have benefited by a 
brief biographical account of the great man in 
whose honor it is published. 

M. F. Asutey MONTAGU, 
Princeton, N. J. 


Mentat. Heart Resources in New York Cir, 
Prepared by the Staff of the New York City 
Community Mental Health Board; Paul V. 
Lemkau, M.D, Director of Mental Health 
Services. (New York, 1957. pp. 146.) 


Mental Health Resources in New York City is 
presented as the first report of a continuous survey 
which aims to learn the extent of mental health 
services and define ways of judging the effective- 
ness of these activities. It offers an excellent de- 
scription of the complexities of organizing an urban 
mental health program and would be of value to 
anyone responsible for or interested in coordinat- 
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ing public and voluntary mental health services in 
an area. 

In summarizing some of the studies made in 
New York City there are reports of services to 
children, fee-charging practices, inpatient psychi- 
atric services in general hospitals, duplication of 
efforts of patient transfer, roles of clinic person- 
nel, relative programs of voluntary and public 
agencies, magnitude of court problems, needs within 
public assistance programs, all of which are of 
broad concern to psychiatric clinic staffs and 
boards as well as those responsible for community 
planning. Those who have responsibility for de- 
termining priorities in granting funds will follow 
with interest the effort to establish a rating chart 
for objective evaluation of services. 

Two statements made in this report are particu- 
larly worthy of quotation—“The Consultants’ Re- 
port made a distinction between specifically focused 
mental health activities (those set up to deal pri- 
marily with emotional disorders), and activities 
that contribute more broadly to social and personal 
well-being, and "In practice, some limits have to 
be made to prevent all health and social services 
from being identified and, indeed, identifying them- 
selves, as mental health agencies." Herein lie many 
of the questions community mental health personnel 
and boards are asking. 

Mazer Ross, M. D., 
New York, N. Y. 


Tur Prysician-Writer’s Book. By Richard M. 
Hewitt. (Philadelphia: W. B. Saunders, 1957, 
pp. 338. $5.00.) 


Dr. Hewitt must be known to many medical 
writers for his work in the Section of Publications 
of the Mayo Clinic. Out of his years of experience 
there and on the staff of the J.A.M.A. under Dr. 
Morris Fishbein, he has produced what is probably 
the most complete book of medical writing now 
available. Almost anybody could find something 
new and interesting in its pages, for Dr. Hewitt 
has gone into a lot of detail in discussing what he 
calls the tricks of the trade. The avowed aim of 
the book is to aid the inexperienced, occasional 
physician writer, but the book goes far beyond that. 
A full-time medical editor could also learn things 
from it and derive food for thought. 

Dr. Hewitt goes on the excellent principle that 
an article should be intelligible to an inexperienced 
man in an isolated place, "possessed not of a col- 
loquial but of an academic knowledge of English," 
and then tells the writer in detail how to construct 
such an article. He is quite prepared to discuss 
academic questions of style or spelling, as for ex- 
ample when he presents the arguments for the ter- 
mination "-trophin" as against "-tropin"; and yet 
he maintains the practical touch, as in his advice 
to authors to keep two copies of their manuscript, 
the second being for use "when you lose the first 
one as, very likely, you will." 

The section on illustrations is excellent (how nice 
to have someone explain the difference between en- 
largement of a photomicrograph and its magnifica- 
tion) and there is a good chapter on the ethics of 
writing. 


It is a sad reflection on the modern high school 
that he finds it necessary, in a most helpful list of 
misused words, to include items on the vulgar mis- 
use of “when” and “where.” This example is cited 
to show the thoroughness with which Dr. Hewitt 
has done his work. 

Finally, the reviewer would add that he has no 
intention of being parted from his copy of “Hewitt,” 
until, of course, the next edition appears. 

S. S. B. Grrr, M. D. 
Toronto, Can. 


Gume To Mepica, Writinc. By Henry A. David- 
son. (New York: The Ronald Press Co, 
1957, PP. 415.) 

Even in a technocracy there is no particular vir- 
tue or advantage in illiteracy. Yet it would seem 
that many members of the learned professions now- 
adays have forgotten how to communicate clearly 
and elegantly with their fellows—if they ever knew. 
A few are not conscience of this defect, but there 
are many more who would welcome the opportu- 
nity to learn something of the art of communica- 
tion by the written word. With the advent of sev- 
eral good books on medical writing in recent years, 
there is no excuse for remaining a medical illiterate. 
Dr. Davidson's book is best suited to the man who 
wants to begin at the beginning, and wants an easily 
read book to teach him the rudiments of medical 
authorship. It is written in bright conversational 
style and takes very little (beyond a basic knowl- 
edge of English) for granted. 

The author calls it a “practical manual,” and 
practical is the operative word. No time is wast 
on arguments about the virtue of one abbreviation 
over another, or the reasons for alternative spell- 
ings, and the approach is therefore the dogmatc 
one of the undergraduate text. For this reason, it 
will particularly commend itself to the occasiona 
writer, who will find it a reliable guide through the 
maze of practical problems connected with the pro- 
duction of the medical paper. Dr. Davidson deals 
not only with the original article, but also with 
abstracts, book reviews and meeting reports, 2^ 
even editorials, He has a number of useful refer- 
ence lists. For instance, he lists a number 0 
eponyms with their preferred non-eponymic equiva 
lents; he also lists proprietary and generic names 
and metric and other equivalents, He even adds 2 
list of journals suitable for submission of certain 
types of article, though this could do with expat 
sion and further subdivisions. For example, ae 
doubtful whether the Chronicle of the World Heat 
Organisation (a periodical primarily concerned eer 
public health workers) and a British Medical Bul 5 
tin (which tends to publish reviews of sometime” 
rather difficult topics in basic science) should be ! 
the same category as British Medical Journal wes 
Lancet, (which cover the whole of British ™ 
cine) and Practitioner (which is definitely a teac 
ing organ for the general practitioner). n 

Finally, it would be a mistake to give the - 
pression that only the novice in medical writing 
learn from this guide; many physicians W! 
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number of publications to their credit commit some 
of the sins Dr. Davidson points out. But perhaps 
they don’t care! 
S. S. B. GiLoeR, M. D., 
Toronto, Can. 


PrincipLes OF PsyCHOANALYsIs. By Herman Nun- 
berg. (New York: Int. Universities Press, 
1955.) 


No reviewer can hope to achieve the high level 
of the opinion of Nunberg's book contained in the 
foreword by Sigmund Freud—"In this book Nun- 
berg gives the most complete and accurate presenta- 
tion we have at this time of a psychoanalytic theory 
of neurotic processes. Those who seek a simplifica- 
tion and a glossing over of the problems of which 
it deals will be disappointed in this book. Those, 
however, who prefer scientific thinking, who ap- 
preciate- theoretical formulations which never aban- 
don their ties to experience, those who can savor 
the rich diversity of psychic events—those persons 
will value and eagerly study this work." In large 
measure Principles of Psychoanalysis merits Freud's 
evaluation, 

Nunberg’s opening gambit in his presentation, 
the case summary of a young girl with severe 
vomiting with an amnesia for a sexual experience 
yn an elderly man is strikingly similar to the 
I» o. of Freud, his point of departure for his 
x >t ate of the unconscious. This case provides 
Ei eap an opening for one of the valuable 
nus ib is introductory remarks, simplicity. Too 
M Eu. a book of theoretical formulations does 
bu SA neglect to repeat, perhaps well known 
De i observations which provide the back- 
“itis end more complex discussion, For instance, 
due worthy that the experience which had a 
rici Iona tone and which was intensely un- 
Hos ud the patient, was for the moment for- 

he ah a Symptom—vomiting—took its place. 
Eae tg thus a substitute for an important 
rp dese which has become unconscious. There 
important ey at the point where something 
meet with ie in the patient's life. We 
totic patient T “a gaps in memory in every neu- 

D into earfi y are called amnesias and extend 
beefy b lest childhood." Thus simply and 

Y but clearly there is stated an i f 

the pd M S ed an important fact 
This opathology of the psychoneuroses. 
terial. The erg. à rich display of clinical ma- 
concisely and ze dociimenta are given clearly and 
cussed. The uiis one is hypothetically dis- 

of service fron ise o Freud that the book will 
Which never ose "who appreciate formulations 


amply validated andon their ties to experience" is 


L € body of the 


TT book consists of 12 chapters: 


conscious in the Neurosis. II. The 


Ception of the Ne Topographic and Dynamic Con- 


Actual Neuroses, VIL Anxiety. VIIT. 
ness, relin IX. The Process of 
on of N. ^ Neurosis. XT. The Causa- 
vea XII. Theoretical Principles of Psy- 

*rapy. In addition there is an excel- 


lent 9-page bibliography and a serviceable ro-page 
index. 

The book progresses smoothly from the presen- 
tation of well-known and generally accepted psy- 
choanalytic concepts to theoretical discussion. The 
Freudian line is followed. The reviewer under- 
stands reasonably well and utilizes many Freudian 
concepts but is not a trained analyst. He feels that 
in the psychology of orthodox analysis there is a 
tendency to present hypothesis as proven fact 
somewhat too readily. Perhaps this appears oc- 
casionally in this book. For instance, in the dis- 
cussions of birth anxiety, these statements are 
made: “Anxiety is as has been shown above, the 
archaic precipitate of an important traumatic ex- 
perience. . . . It is not necessary to present proof 
that the process of birth itself can have a traumatic 
effect" Birth anxiety, its derivation, objective 
manifestations, etc. are still moot. However, it is 
better to be fairly positive about a theory than too 
timid, but there is a compromise which should be 
followed. 

The reviewer stated that Nunberg’s book fol- 
lowed the Freudian line. But Freud was most 
flexible and left many questions open to future 
thought and investigation. Freudian psychology is 
not static although some analysts tend to try to 
keep it so. Nunberg does not. Perhaps this is 
nicely illustrated in the chapter on Dreams. In my 
library I have a prized paper-bound book by Smith 
Ely Jeliffe published in 1920. It has this to say 
about dream symbolisms: “The male organ is 
frequently symbolized as something long and thin 
—a dagger, umbrella, stick, cane, tree trunk, pillar, 
barrel, revolver, arrow, asparagus, banana, pear, 
corncobs, reptiles, fish, snakes, etc., etc... . the 
female genitals as muff, bag, box, chest, purse, 
pocket, chair, bed, hole, cave, church, crack, center 
of a target, windows, doors, small rooms, cellar. 
The figure 2 is a frequent female symbolization. 
... Castration and masturbatory fantasies (fellatio 
and cunnilingus) are frequently associated with 
losing a tooth. . . . Potency and impotency symbols 
are frequently represented by flying machines, zep- 
pelins, balloons, trees standing or falling pillars 
(Sampson). Flying is a frequent erection wish. 
Losing trains or buses or things, these are frequent 
impotency symbols, Birth symbolisms center about. 
water; going in or coming out: saving people, 
animals, objects from the water. Death wishes are 
represented by reduction of the libido, going into 
the dark, going away, on journeys on the railroad, 
boats, etc." 

In effect it is a kind of Napoleonic dream hook. 
Nunberg's intelligent discussion of dreams shows 
how much progress has been made in their inter- 
pretation and how the associations of the dreamer 
have become increasingly weighted in attempting 
to unravel the workings of the unconscious during 
sleep. 

n the opinion of the reviewer, the best chapter 
in the book is Chapter XII—"Theoretical Princi- 
ples of Psychoanalytic Therapy." Perhaps this 
opinion is influenced by his belief that the chapter 
will be of considerable help to therapists in general 
psychotherapy. There is a general psychotherapy 
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which sometimes is quite useful. It is erroneously 
called "support" therapy. "Support" therapy con- 
veys the impression that the therapist stands around 
handing out psychological crutches to the patient 
and uttering pollyanna bromides. Sound general 
psychotherapy takes its point of departure from 
psychoanalysis. It recognizes and realizes full well 
that nothing constructive can be done for the pa- 
tient unless there is a reasonable understanding of 
the nature of the hidden conflict. General psycho- 
therapy does become more active in using with 
due caution such measures as reassurance, occupa- 
tional therapy, counselling, attempting to supply 
unsatisfied emotional needs dated in childhood, etc. 
However, it attempts to keep these steps within 
the framework of the unconscious conflicts. It is 
suggested by Nunberg, although not directly stated, 
that sound general psychotherapy is not too remote 
from analysis and when rightly used serves the 
needs of the many patients who for one reason or 
another are not available for psychoanalysis. 

It is good to note in the discussion on page 359— 
"Changes brought about through Psychoanalysis" 
—that Nunberg recognizes the secondary impor- 
tance of removal of the symptoms. Of far greater 
significance is the personality change that is 
wrought, the strengthening of the ego, the capacity 
and willingness to carry on life on an adult rather 
than a child emotional level, due consideration of 
the rightful claims of the environment: "the ego 
whose energy is no longer absorbed by the defen- 
sive struggle becomes more and more adequate to 
its most important work, the task of reality testing. 
It learns better to distinguish between external and 
internal stimulus. It learns to master such in- 
stinctual demands as entail external danger and to 
direct them to other goals (sublimation), or else it 
learns to keep instinctual demands in suspension 
until a moment arrives propitious for their fulfill- 
ment. With this mastery of instincts, the analyzed 
person learns also to endure pain. He has become 
able to procure gratification for ego-sytonic in- 
stincts through suitable changes in the external 
world. He is now more concerned with the objects 
of the outer world and becomes more social." 

All in all Principles of Psychoanalysis justifies 
Freud’s verdict—"the most complete and accurate 
presentation we have at this time of a psychoana- 
lytic theory of neurotic processes.” 

Epwarp A. SrRECKER, M. D., 
Philadelphia, Pa. 


Tue Roan TO INNER Freevom. By Baruch Spinoza. 
Edited by Dagobert D. Runes. (New York: 
Philosophical Library, 1957, pp. 209, $3.00.) 


This little book is neither easy to read nor to 
understand despite the editor’s efforts in that direc- 
tion. The considerable patience and thought neces- 
sary to digest it are only increased by the difficult 
sentence® structure. Likewise, each idea is stated 
separately as a mathematical equation leading to 
logical conclusions and there is little explanatory 
discussion of the goal ‘toward which the thesis is 
directed. This makes the first reading most difficult ; 
one must reread and closely study this material in 
order to comprehend Spinoza's philosophy. Those 


[August 
interested in such matters will be rewarded by a 
simple but beautiful philosophy of life developed 
by an ailing Portuguese Jew who had fled religious 
persecution at the end of the 15th century. We may 
not agree with his definitions of words or emotional 
states; however, these were set forth before much 
of our fund of knowledge was available. Although 
he recognizes that "the names of emotions have been 
applied in accordance with their ordinary manifesta- 
tions rather than an accurate knowledge of their 
nature," he only undertakes such functional defini- 
tions stating "there is no need to take cognizance 
of differences (in emotions) nor to track out fur- 
ther the nature and origin of the differences as 
those between love felt toward children and love felt 
toward a wife" This latter task was left for 
another age and psychology—not Spinoza and 
philosophy. 

It can be readily understood that Spinoza was 
excommunicated when we read that "God," "Na- 
ture," and "substance" are one, acting by the simple 
facts of existing and obeying laws of physics with- 
out any purpose or end. "The doctrine that God's 
(Nature's) judgements far transcended human un- 
derstanding sufficed to conceal truth from the hu- 
man race until mathematics furnished another 
standard of verity without regard for final causes. 
“Final causes are only human figments.” Or that 
a thing is good and useful only insofar as it is 1n 
harmony with Nature and only bad to the degree 
that it is contrary. Were it not for our faulty 
judgements as to what is in harmony with Nature, 
everyone would be striving toward the same goal 
of perfection and no discord would arise. Such 
thoughts have caused many great minds to meditate 
and will be the reward of those studying this short 
treatise. 

Rosert R. Scuorracu, M.D. 
Henry Ford Hospital. 


Tue Importance or Overweicut. By Hilde Bruch. 
(New York: W. W. Norton & Company, Inc. 
1957. Pp. 438, $5.05.) 


In this day of research by crash projects an 
yearly grants there are few investigators who Hd 
devoted a lifetime to one problem and fewer e: 
who have developed the affection for their subj i 
which comes with long devotion. When such à! 
investigator decides to sum up the results of suc 
labor, and when she writes with the clarity and wit 
of Hilde Bruch, the result is apt to be as enter 
taining as it is instructive. This book is be 

The virtues of long association with her subje 5 
are most notable when Bruch is dealing with M 
torical matters, with the vagaries of our po 
sors’ thinking about obesity and with the paths tity 
took into their particular blind alleys. Not ks 
read the chapter on "Confusion about Obesity, ay 
example, had I ever really understood how obe 
came to be viewed as an endocrine disease, ar 
which has been held with an intensity of convicti e 
that must surely have been in inverse proportion ic 
the evidence supporting it. The chapter on bern 
Facts on Basal Metabolism" offers a convine 
argument that this is “a wrong method for 


"" 
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study of obesity, used on wrong subjects, and im- 
possible to interpret meaningfully.” 

The fact that such topics are discussed in an au- 
thoritative manner by a psychoanalyst is an indi- 
cation of the scope of this book, or perhaps rather 
of the learning of its author. She has a sure grasp 
of different approaches to her topic, and in her 20 
odd years’ study of obesity she has learned to move 
easily from biochemistry and genetics to psycho- 
analysis and clinical psychology. The result has 
been a catholic approach which avoids both the 
Scylla of what Whitehorn has called the “psycho- 
philic” as well as the Charybdis of the “psycho- 
phobic.” Any unitary theory of etiology is eschewed 
and obesity is viewed not as a disease but as “a 
symptom with multiple determinants” in which the 
importance of the psychological determinants varies 
from person to person. 

What theoretical framework has Bruch found 
most useful in organizing her carefully collected 
data? In view of its origins in just this type of 
Psychophysiological problems, and of the veritable 
monopoly which it has exercised in the field of the 
feeding disorders, the libido theory might appear 
the logical choice. It is therefore of interest that 
Bruch makes no use of it; in the entire book the 
word “oral” does not appear once. The psychologi- 
cal data are interpreted rather from the point of 
View of a theory of interpersonal relations, a model 
He ely lacking in physiological parameters. 

ow then. is this data integrated? "The author's 
approach is perhaps closest to the transactional 
bar ony of Grinker, although she appears to have 
lerived it independently. As Bruch sees it, any ap- 
Oe which ascribes the development of obesity 
iy aki a ene or to interpersonal influ- 
Bolber and i pies The interplay between a 
TSR er child must be considered as a re- 
us Process. . , , The way a child responds is 
UE tent as the maternal attitude; and the child 
the So x ang to his innate endowment.” And 
that ^ action itself so modifies the participants 

the innate biological tendenci ver be 

ieri ood clearly." va cies may never 
ee y characterized by awareness of the 
Y of the problems with which it deals. 


Bruch 
mde few answers; rather, she tells us, she 


as her motto M. ish's : 

"We "um 0 MacLeish's : 

a x Age questions we do not know." 
greater Kia of our understanding it may be a 
Obesity than 
asked thus f. 
pter ends 


the boo! 


clinical descriptions I 

much of what I was 

» ga: besides obese persons. 

possibi , re not even specific, how can 

lem bn etiologic? Such a methodological fon 

largely ^ "aps inevitable in a study conducted so 
Y one person, and Bruch makes no effort 


And if issues ar 


to obscure it. It raises the question, however, of 
whether psychophysiological investigation may not 
require more data than can be assimulated by one 
person. 

The emphasis of this review may give the im- 
pression that The Importance of Overweight is a 
theoretical study of psychosomatic medicine. This 
is not the case. It is essentially a clinical book, 
and its greatest appeal will be to clinicians. For 
nowhere before has there appeared in one place 
such a wealth of observations on this topic. Bruch’s 
definition of the recurring themes in the lives of 
obese persons, and of some of the treatment meas- 
ures found useful by an experienced therapist will 
be appreciated by those physicians who are dis- 
satisfied with the results of their treatment in 
obesity. But the ultimate beneficiary will be the, 
patient. This is timely. For in the nation-wide ob- 
session with weight reduction, obese persons need 
all the help they can get, if only as protection 
against the therapeutic enthusiasm of their physi- 
cians. The Importance of Overweight should pro- 
vide such help through its effects on physicians and 
lay public alike. In her “plea for a more serious 
and respectful approach toward obese persons” 
Bruch has taken a long stride toward her goal of 
“an enlightened social climate [in which] fat people 
will have at least a fighting chance to work out 
their problems of living in a more constructive 
way.” 

ALBERT J. SrUNKARD, M. D., 
University of Pennsylvania. 


MANAGEMENT OF THE PATIENT WITH HEADACHE. By 
Perry S. MacNeal, Bernard J. Alpers and 
W. R. O'Brien, (Philadelphia: Lea & Febiger, 
1957. $3.50.) i 

That body of knowledge about headache which 
is useful to family physicians, psychiatrists, intern- 
ists, and neurologists is presented concisely and 
definitively in this volume. Beginning with a con- 
sideration of physiological and psychological mecha- 
nisms underlying head pain, the authors consider 
the headache of intracranial new growths, men- 
ingitis, intracranial and subarachnoid hemorrhage, 
subdural hematoma and aneurysm. The interrela- 
tionships between headache and such systemic dis- 
eases as diabetes and hypertension are e 
The major part of the book, however, deals with 
the far more common family of vascular headaches 
and the head pain linked with increased skeletal 
muscle contraction. 

The psychiatric considerations pertinent to head- 
ache have been treated admirably, and skillfully 
integrated with the anatomic and physiologic ma- 
terial. In addition, the amount of space allotted is 
appropriate to their critical importance. 

This reviewer especially admires the forthright- 
ness with which the authors have expressed them- 
selves on several issues. Examples follow: 

“The ophthalmologists assure us also that many 
headaches are caused by muscle imbalance. If so, 
such patients must be cured by them and therefore 
saved from falling into our hands, because in our 
own group of patients, this has not been so.” 
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“Tt is our belief that most of the symptoms which 
are blamed on the menopause are due to the eco- 
nomic, social and family frustrations of middle 
life rather than to the specific endocrine changes 
secondary to ovarian atrophy." 

'The authors also state clearly some things about 
migraine headache which need to be said. They 
indicate the failure of histamine desensitization in 
their clinic after a reasonable trial. They affirm 
that it is unnecessary to order a detailed workup in 
patients who have a long history of headaches typi- 
cal of migraine. 

The discussion of pharmacotherapy is equally 
frank. It is detailed and specific so that one need 
only consult it to determine the more useful agents, 
their dosages and the circumstances appropriate to 
the usage of each. 

The reader should recall the specific aim of the 
authors, i.e., to risk "drawing our lines more sharply 
than the facts justify." One may dispute their clas- 
sification of headache, or express a reasonable doubt 
that there is a single specific unconscious conflict 
present in all those subject to migraine attacks. 
These considerations do not detract however from 
the fundamental soundness and usefulness of the 
volume. 


ADRIAN Ostrexp, M. D., 
University of Illinois, 
School of Medicine. 


Invropucrory CriNICAL PsycHoLooy. By Sol L. 
Garfield, Ph. D. (New York: ‘The Macmillan 
Company, pp. 469, $6.00.) 


Although it is presented as an introductory text 
for college seniors and beginning graduate students, 
this book must be understood as a communication, 
a stand on an essentially social issue. The issue is: 
what is the role of the clinical psychologist in con- 
temporary society? The stand is: the clinical psy- 
chologist is concerned with the diagnosis and treat- 
ment of emotionally disturbed persons, and his 
activities along these lines will inevitably expand 
in spite of the obstruction of organized medical and 
psychiatric groups. The author is qualified to speak 
on these matters. He is the chief of a psychology 
training unit in a university-connected VA hospital ; 
before that he was in “full-time clinical work,” and 
before that, in university teaching. 

This communication is 457 pages in length, exclu- 
sive of indices, and includes 155 pages devoted to 
testing per se. Psychological testing is presented 
as part of the process of diagnostic appraisal with 
considerable emphasis upon the general clinical 
skills and behavioral observations of the psycholo- 
gist. Psychotherapy ranks second in space allot- 
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ment with 97 pages. The presentation of this sub- 
ject tends to be academic with a bit of a review-of- 
literature flavor, Although the author refers to 
some of his own cases, they suffer from his need to 
present general principles and lack of the breath of 
life. Psychoanalysis comes in for dutiful summariz- 
ing as do other sectors of the field, including the 
learning theory viewpoint. Perhaps most signifi- 
cant, from the standpoint of communication, is the 
fact that the reader is never allowed to forget that 
psychotherapy is a function of clinical psychologists. 
Repeated mention of the divisions of the American 
Psychological Association, and of the psychothera- 
peutic or counselling activities of the members of 
these divisions adds a certain trade union quality 
to the discussion at times. Also significant is the 
attention devoted to the purely professional prob- 
lems of clinical psychology as a young field. These 
are taken up in the introductory and final sections 
which together comprise 63 pages. Here we find 
such items of interest to college seniors as, “the 
payment of fees to psychologists has been recog- 
nized as a legitimate expense for medical treatment, 
broadly defined, and can be deducted for income tax 
purposes.” There is also a discussion of the advan- 
“tages of legal status (licensure or certification) for 
psychologists, and a passionate denial of the con- 
cept of psychotherapy as a form of medical treat- 
ment, as embodied in the joint 1954 resolution of the 
American Medical Association, The American Psy- 
chiatric Association, and the American Psychoana- 
lytic Association (reproduced in part in the text). 
This use of an introductory college textbook as à 


- vehicle for partisan opinion is unique in the experi- 


ence of this reviewer. The other sections, in the 
order of space allotment, are concerned with clini- 
cal research, 40 pages; diagnostic appraisals in 
various clinical settings, 33 pages; settings in which, 
the clinical psychologist: works (hospitals, schools, 
private practice, etc.), 30 pages; interview and - 
study methods, 18 pages; general diagnostic an 
theoretical considerations, 13 pages. 

From an objective point of view this volume may 
admirably fulfill the purpose for which it was !n- 
tended. It is well written, with competent an 
interesting discussions of psychological diagnosis 
and therapy, and of the professional activities © 
clinical psychologists. It is one which might wë 
persuade the interested college student to embar 
upon a career in clinica! psychology, rather than to 
attempt the more arduous task of training first n 
medicine and then in psychiatry. 

EuckNg B. Bropy, M. D. 
University of. Maryland, 
School of Medicine, 
Baltimore, Me- 
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MERRILL MOORE, M. D., 1903-1957 


On September 20, 1957, Dr. Merrill 
Moore died in the 55th year of his life 
from a rapidly metastasizing carcinoma 
after being ill for barely two months. 

Although physically reduced to a shadow 
of his former powerful frame, he remained 
entirely unchanged in his personality: his 
kind concern for others, his interests, his 
activities, his constructive optimistic out- 
look in spite of the fact that he knew every 
detail of the diagnosis and its implications. 

Dr. Moore's genius lay in the treatment 
of young schizophrenics and similar states 
of adolescent crisis. He took on and suc- 


ceeded in achieving remarkably full re- 


coveries in apparently hopeless cases. His 
Outstanding persistence was based on a 
deeply optimistic belief that no situation 
or challenge no matter how difficult is 
hopeless, He accepted the most challenging 
therapeutic problems and never gave up. 
He believed that new activity is more cura- 
tive than mere change in feeling and think- 
ing. This belief led him to be one of the 

st and most effective users of inspired 
OF ational therapy in the psychotherapy 
atin tients. This pragmatic belief in 
a Vity has been one of the outstanding 
atures of his success with patients who 


dr wholly or in part with other 


Whil 


there © in most cases he used psycho- 
58 py alone which he applied with-in- 
— Patience, depth and ingenuity of 
: erstanding, and uncanny capacity for 
which winission of the positive life forces 
an e so abundantly possessed, he 
less had the flexibility to use physi- 

of tha treatment when needed. Some 
of th re € applied himself, and for some 
collab e used consultants with whom he 
rated with a selfless blending of 


sorts achieved | f i T 
vidualistic Geld.” ew in our highly in 


A A 
Ei ird field in which he was highly 


as a m as a therapist and interested in 
of c ager Scientist was the treatment 
c alcoholism. His influence and 


work as a therapist did not remain limited, 
however, to any disease, nor even to the 
large number of patients whom he took 
on for formal treatment in his office or the 
many clinics which he attended. The num- 
ber of people whose lives he importantly 
influenced for the better by saying the 
right word, or by doing the right deed at 
the right time is innumerable. In a way 
Dr. Moore was a therapist to the world at 
large. His poetry was a vehicle to extend 
his therapeutic influence to large unseen 
audiences. It reflects his outlook as a physi- 
cian and therapist, giving both insight and 
inspirational synthesis. 

Merrill Moore was born in Columbia, 
Tennessee, the son of John Trotwood 
Moore and Mary Daniel Moore. He stud- 
ied. at Vanderbilt University and there 
came under the stimulating influence of 
Sidney M. Hirsch, John Crowe Ransom and 
others, with whom he was associated in 
the “Fugitive” group of modern poets. Life- 
long friendships grew out of these early 
contacts. 

His interest in medicine as an expression 
of his creative instincts outweighed the 
esthetic and artistic one, although the latter 
remained as a strong concurrent interest 
throughout his life, 

After a years rotating internship he 
served as intern and resident in neurology 
under Dr. Stanley Cobb at the Boston City 
Hospital, In 1932, he entered psychiatric 
training as a house officer under Dr. C. 
Macfie Campbell at the Boston Psycho- 
pathic Hospital and was subsequently ap- 
pointed Commonwealth Fellow in psychi- 
atry and Research Fellow in psychiatry at 
the Harvard Medical School In this 
capacity he continued his work with Dr. 
Campbell, but also undertook research 
with Dr. Harry C. Solomon and did psy- 
chiatric outpatient work at the Massachu- 
setts General Hospital. He also spent a 
short time of psychiatric study under Dr. 
Adolf Meyer in Baltimore. Concurrently 
he underwent analysis with Dr. William 
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-Herman and Dr. Hanns EXER with whom 
"he established lasting friendships. 
In 1935, he established a private practice’ 


-in Boston and also served on the staff of ` 


Dr. Tracy J. Putnam, the newly appointed 
professor of neurology | at Boston City Hos- 
pital, being in charge of the psychiatric 
_ services within that department and which 
the department rendered the remainder of 
the Boston City Hosptial. It was here that 
he carried out his important researches on 
eoholism and drug addiction and on 
ug-induced psychoses. He attracted 
“many contemporaries . and younger men to 
the new department at the City Hospi 
which owes a good deal of its growth: 
these days of rapidly expanding knowledge 
in our field to his inspiring and leavening 
influence on the staff. He was a stimulati 
teacher at Harvard Medical School and 
several of the students in whom he took 
particular interest have since become out- 
standing, contributors to the field of the 
diseases of the nervous system. + 
_ At the beginning of World War II Dr. 
foore volunteered. for active duty with 
United: States Army, serving as chief 
“of the section of neuropsychiatry with gen- 
eral and evacuation hospitals in the South 


Pacific, also as regional consultant, later 
surgeon of the Nanking Headquarter 
Command in Nanking, China. He was 
awarded the Bronze Star in recognition of 


at pire Solomon Islands, fróm Ju ly 
3 to October 31, 1944 ; and he received the 
Order of the Cloud and Banner (Yen Hui), 
personally awarded by Chiang Kai Check 
for his effective management of sanitatio 
after the liberation of Nanking. 

During the post-war years he resumed 
his very active private practice as well as 
his teaching and research, In 1954, he 
shifted the focus of his research from Har- 
yard Medical School to the Department o 
Human Relations at Harvard University 
where he was engaged in collaboration 
with Professor Henry A. Murray in the 
study of creative processes. Concurrently 
he continued clinical research. 

He is survived by his wife, Ann Leslie 
Nichol Moore, his sons, | Adam Gillespie 
Nichol, John Trotwood, Leslie, a 1 
daughter, Hester. 
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Early in 1957, in conjunction with a brief 
official mission to the Far East, I had 
planned a continuing tour around the world 
to visit medical and psychiatric centers, as 

^a second and more extensive follow-up of 
a similar world tour, completed two years 
earlier? Subsequently, at the May meetings 
in Chicago, Council appointed me APA 
representative to the Royal Medico-Psy- 
chological Association meetings in Oxford 

July. I was also "authorized and directed 
to extend greetings on behalf of the As- 
Sociation to our many colleagues . . ." in 21 
of the countries already included in a 
Tather extensive itinerary. More than a 
Score of letters from President Braceland 
conveying these sentiments were also per- 
sonally delivered to various government 
officials, medical school deans and depart- 
ment heads, etc, in the various countries 
visited, 

: dd article is a summary of approximate- 
Y half of a report on the resulting trip, pre- 
e for the APA. Council. The first por- 

on concerning Asia and the Middle East 

S Deen selected for the Journal because 


1 From a report to the President and il of 
ie APA, "Psychiatry Around the Word un 
TE aman, Public Information Committee, Ameri- 
1 3 oe Association. 
Can drin Emene is gratefully made for en- 
and Plannin, or help with advance arrangements 
data and 8, and for stimulus in the collection of 
colleague Preparation of this report from many APA 
Eduardo Repo Drs. Francis J. Braceland, 
Appel, Clare PL Leo H. Bartemeier, Kenneth E. 
, Kalinowska B. Farrar, Mottrom P. Torre, Lothar 
illiam Mal, George S. Stevenson, Daniel Blain, 
Charles E TRO and Messrs. Austin Davies, 
many officils ipse and Robert L. Robinson; to the 
ternational Coo, the U. S. Department of State, In- 
Health Seti Operation Administration, U. S. Public 
U s ice, U. S. Information Service and the 
facilitated iA at home and abroad, who made or 
stantially to g ^T^ügements and contributed sub- 

my many s Success of the tour; and especially 
Countries en Steemed colleagues from the various 
friendship wi zonte, whose help, hospitality and 
*ecollections, Provide a lifelong source of pleasant 
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these areas are more remote and likely 1 
be less familiar to most of us. The entire. 
trip covered some 40,000 miles, 90% of 
by air. I visited many medical schools, hi 
pitals, Ministries of Health, medical a 
psychiatric associations and psychiatric 

leagues. Fifteen lectures were given an 
many conferences were held with grou 
of psychiatrists, other physicians, student 
groups and government officials. In accord 
with Dr. Krapf's recommendations and my — 
letter of appointment, I undertook to be an d 
"around-the-world goodwill ambassador 


psychiatry.” iA 


Y 
proved to be much less of a handicap than 
one might expect. For my lectures and 
conferences (all given in English) inter 
preters were provided only in Bangko 
Tokyo and Athens. In a number of medi: 
schools at least some of the instruction i 
given in English. In a few, such as the 
Royal Faculty of Medicine in Baghdad 
and the A. U. B. Medical School in Beirul 
all of the instruction is in English. I gave | 
lectures in these schools almost as they 
might be given to American faculty-student —' 
groups. Noteworthy was the great atten. 
tiveness of the audiences. For example, a 
group of over 400 faculty members and 
students from two medical schools in Soeul 
maintained a completely pin-dropping level 
of attention for a full hour! This indicates —' 
the high level of interest in modern psy- 
chiatry as well as a fairly wide-spread and | 
intensive student interest abroad in learn- 
ing. This is especially so in Korea. President — 
(and M.D.) Il Sun Yun of Socul National E 
University (with 12,000 students and 500 . 
full time faculty members) commented in — 
strong terms how eagerly his students seek 
knowledge. The advantages of higher ed- —.- 
ucation do not have to be sold to students — | 
in Korea ! 


KOREA i: 
From Washington, my route was west- 
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ward to Seattle, thence to Anchorage. Here 
we had a dawn view of miles of Alaskan 
mountains solidly covered with ice and 
snow. After a brief stop, the flight pro- 
— ceeded to Tokyo via Shemya Island just 
- south of Attu, the latter a World War II 
* battleground in the westernmost Aleutians. 
From Tokyo we flew to Soeul, Korea. 
Here I was taken to visit the National Vet- 
erans Mental Hospital, (meeting there 
— Dr. Oh Zum Kim, a former psychiatric 
resident at Colorado Psychiatric Hospital), 
the Capitol R. O. K. Army Hospital, and 
spoke to the members of the recently 
- formed Korean Neuropsychiatric Associa- 
tion. Some consultive work was also under- 
taken for the Republic of Korea. 
.— Medicine has suffered greatly during the 
— Korean War. Dr. Joon Mo Chung, the 
5 Minister of Health of the Republic of 
Korea, told me about the disappearance of 
^ the president and many other members of 
A 


the Soeul Medical Society. They were taken 

.— north and have never been heard from. 
— Of the present total of 3,600 Korean phy- 
. sicians, over one-third are needed for the 
S. military. The Dean of the Soeul National 
E - University Medical School, Dr. Choo Wan 
—— Myung, is a psychiatrist, and is currently 
president of the national 40-member Ko- 

- rean Neuropsychiatric Association. He 
. ascribes increased interest in psychiatry to 

_ the Korean War and its aftermaths and to 
= Contact with U, S. Army psychiatrists. Ten 
_ Korean physicians are in psychiatric resi- 
— dency training in the U. S. A. 
"i 
i 
?, 


Senile psychoses, C. N. S. lues, and tabes 

dorsalis are rare in Korea. Bells palsy is 

= common: as many as 2-32 of clinic patients. 

In a recent survey of 617 consecutive psy- 

= chiatric cases in two university hospitals, 

76.8% were classified as schizophrenia, 7.1% 

. as manic-depressive, 4.5% as neuroses and 

3.4% as epilepsy. Since 1945, psychiatry 

- previously almost solely descriptive, has 
- become increasingly dynamic. 

Stringent currency exchange regulations 
currently make it next to impossible for 
Korean psychiatrists to secure professional 
periodicals or books, unless sent as gifts. 
Needless to say, these are very much 
needed and are most gratefully received. 

A tour to the military areas, north of the 
Imjun River, and to the demilitarized zone 
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between the Republic and Communist con- 
trolled North Korea offered some views 
by telescope of Communist military opera- 
tions and helped to understand the reasons 
for the constant stress and tensions of pre- 
sent day life in Korea. The mechanism of 
dissociation appears to provide consider- 
able psychologic protection for many peo- 
ple in Korea. Accordingly, life in Soeul pro- 
ceeds much as if the constant threat of 
destruction from a few miles north simply 
doesn't exist. 


JAPAN 


In Tokyo, Dr. Taiei Miura, professor of 
psychiatty at Keio University Medical 
School, Dr. Tsuneo Imura and Dr. Yushi 
Uchimura, the latter professors of psychia- 
try at Nihon University and Tokyo Uni- 
versity respectively, together with Dr. 
Masayoshi Yamaguchi, Chief of the Public 
Health Bureau of the Japanese Ministry of 
Health and Welfare, plus several other 
distinguished Japanese colleagues, alter- 
nated as gracious hosts and provided valu- 
able information about the current status 
of psychiatry in Japan. It is still largely 
descriptive and is mainly biologically and 
physiologically oriented. The German mM- 
fluence remains very strong in medicine 
generally, as well as in psychiatry. How- 
ever, today there are a dozen or more 
Japanese physicians in postgraduate psy- 
chiatric training in America. The Japanese 
Association for Psychiatry and Neurology 
has approximately 1,900 members. Since à 
number are purely neurologists, this leaves 
an estimated 1,300 psychiatrists for te 
country. Among some 400 psychiatrists 
greater Tokyo, including those in training; 
two-thirds are working in hospitals 8? 
clinics; less than 100 do private practice 
Tokyo is large, 10% of the Japanese popu” 
tion, industrial, spread out and prosperous: 
It is the most westernized of the easte™ 
cities, By now one has to look closely for 
lingering and isolated evidences of OP 
extensive war damage. Construction P^ 
ceeds apace. idi 

Psychiatric terminology offers serio i 
problems, particularly in the translation 
of technical terms into suitable Japanes 
characters. Research is very much app d 
ciated, but clinical phases of teaching a 
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‘research need to gain more prominence. 

- Psychotherapy needs considerable develop- 

ment. Psychiatric training is well advanced 

in Japan, however, and there are far more 

psychiatrists and facilities than in other 

Asian countries. But, as elsewhere, this 

© seems to point up still more the shortage of 
psychiatric personnel. 

Suicide remains a major problem in 

Japan, with a current rate of 25 per 100,000, 

| making it number 9 among the leading 

| Causes of death. Nearly half (47.4%) are 

- by poison, with drowning and jumping off 

- buildings or in front of trains next in order. 

Far more work is done with the psychoses 

in Japan than with the neuroses. Further 

interest in the latter needs to be developed. 


FORMOSA (TAIWAN), FREE CHINA 


The riots in which the U. S. Embassy at 
ai-pel was wrecked, following the greatly 
resented court martial acquittal of U. S. 
Amy Sergeant Reynolds for murder of a 
Chinese National, became news just prior 
to my ‘scheduled departure from Tokyo. 
Two-thirds of the plane’s passengers 
abruptly cancelled their flight. However, 
pte in Taiwan (Formosa) after a 
rief stop at Naha, Okinawa, to find the 
cin city of Tai-pei under the most 
A ind martial law and considerable ten- 
Es all this inevitably had some effect 
nd is in Taiwan, professional plans 
n. = unchanged, having been outlined 
| a nre hourly schedule by the Chi- 
Enc latrists prior to my arrival. The 
aist hospitality of the Chinese psy- 
Pa community throughout my brief 

y e not have been surpassed 
chiatry Et of Neurology and Psy- 
Which i h ational Taiwan University, 
Bin ou 5 aired by Professor Tsung-Yi 
me deg r. Hsien Rin as acting chief, has 
| facets Th Program with many interesting 
instructi> (k ge medical students have more 
Mas ae time in psychiatry than in 
Huoyag a medical schools. Dean 
ids ei has considerable interest in 
sits ong of the psychiatric program 
na a in hearing about newer 
3 in American psychiatry. In 
ent clinic an average of 40 


ho Outpati, 
- pati 
ents per morning are seen by 5 psy. 


chiatrists. Although the incidence is h 
in the Formosan aborigines, alcoholism 
very rare in Chinese—only 7 cases havin 
been seen in the university clinic in the pa 
10 years. 

The Shi-Kou Mental Hospital is present 
ly the only governmental one in Formosa, 
Established in 1934 with 100 beds, there . 
are now 280, designed for custodial care, ' 
Superintendent Dr. Alan Y. T. Hong dis- - 
cussed his major problems as : 1. Need for 
staff, 2. Need for budget, 3. Need to buil 
up the therapeutic atmosphere for trea 
the total patient, and 4. Closer relations 
with the university hospital and medical 
school. -AN 

In Dr. Hongs office was a large alpha- 
betical roster of the 276 patients in resi- 
dence at Shi-Kou on the day of our visi 
Eighty-eight percent were classified schi 
zophrenia, 3% psychogenic reaction, an 
2% each manic-depressive, paralysis, and 
mental deficiency. The staff comprises 5 
doctors and 41 nurses—5 registered. The 
budget provides 24 N. T. Yuan (about 50c 
on an unofficial rate of exchange) per. 
patient per month for drugs, allowing avail. 
able the necessary funds for a total of about — | 
30 patients to be carried on tranquilizing — 
drugs. The food allowance is 80 N. T. per | 
patient, per month. In October, 1957, a 
planned expansion of 250 beds for a vet- 
eran's program was to have begun. E. 

Taiwan has been under nearly constant — 
stress and threat since the evacuation of — 
the Chinese mainland. Some of the impli- _ 
cations to mental health were discussed 
with alternate hosts Col Hsi Kung Liu, 
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Red Cross in China, and with Capt. Robert. H 
A. Phillips ( M.C.), U. S. N. These environ- X 
mental stresses do not appear to increase © 
the incidence of the various psychotic re- _ 
actions, as noticeably as the anxiety reac- — 
tions and other types of neuroses. There — — 
are many cases of neuroses in Taiwan and — | 
far too few psychiatrists available for their 
management and therapy. There is con- 
siderable interest in psychiatry generally on 
the part of medical undergraduates. The 
orientation of psychiatric teaching on both - 
the undergraduate and graduate levels is - 
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largely dynamic. There is also interest on 
the part of students and residents in coming 


to America for resident training. 


THE PHILIPPINE REPUBLIC 


Leaving Taiwan for Hong Kong our 
course was diverted to Manila on account 


- of bad weather. I visited again the Philip- 


‘pine General Hospital where some of the 
best psychiatric facilities in the Philippines 
are available. The psychiatric department, 


' $n common with other medical and surgical 


departments, generally follows the tradi- 


- tional Eastern practice of having a family 


- member in to help with the nursing. 
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We also visited the National Mental 
Hospital where the major change appeared 
to be a steady increase in the patient cen- 
‘sus, it having reached 4,104. Dr. J. A. 


_ Fernandez is chief of an over-worked and 


handicapped physician staff of 26. The 
patient food per day allowance is 65 centa- 
vos (32 cents at the official rate of ex- 
change-only about 17 cents unofficially ). 
_ I photographed a single male patient com- 
- pound, largely open to a broiling tropical 
‘sun, where 1,200 patients were herded 
together, some completely naked, and pro- 
vided with the barest of custodial care, 


.. looked after by only 4 attendants and 2 


nurses. In terms of lack of public support 
and interest, and the inadequacy of facili- 
ties provided, this largest public mental 
hospital in the Philippines actively com- 
petes for the unhappy position of being the 
worst mental hospital in the world. This 
dubious distinction is at least in part a 
. joint responsibility in view of the role of 
the U.S.A. in Phillipine affairs in past de- 
cades. It reflects the attitude of many 
Philippine physicians and also of American 
medical officials, who have only too often 
thus far accorded psychiatry a bottom pri- 
ority in public medical programs. This has 
been justified by them in the past by the 
greater need and urgency of other public 
health programs. The rather recently or- 
ganized Philippine Mental Health Associa- 
tion is attempting to encourage public in- 
terest and support. The return of nearly 
three dozen Philippine doctors following 
completion of U. S. residency training, 
could also have a substantial constructive 
impact. 
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SINGAPORE (STRAITS SETTLEMENTS ) 


Scheduling problems and weather 
contributed in cutting short my time in 
Hong Kong on this trip and long p anni 
visits with psychiatrist Dr. Henry Yap an 
to the new mental hospital being built in 
the New Territories west of Kowloon on. 
the mainland. V 

Our next stop was Singapore, almost at 
the equator. The University of Malaya has 
a fine campus and setting. The faculty is 
rather rapidly qualifying Malayans for. 
teaching posts formerly largely held by 
Britons. The total student enrollment num: ~ 
bers 1,220. Dr. H. B. Murphy, my host at^ 
the university, told me that there are al- 
most no private hospital beds in Singapore, 
and little in the way of hospital facilities 
that are not government owned. In add - 
tion to the general hospital, there is à 50- 
bed Adventist Hospital, a small eye hospi- 
tal, a small childrens’ hospital and several I 
small Chinese hospitals. There is 7 
no private practice of psychiatry and OU — 
specialty does not appear to enjoy mU 
prestige in the medical circles of Singapore - 
This is despite a shortage of psychiatrists. 
Almost no expert care is available for 
patients with neuroses, as the limited psy- 

chiatric time available is more than fully 
occupied with the care of the psychoses: 

Emotionally sick patients are ae 
mitted to the general hospital and are 
usually quickly sent on to the Wood ; 
Mental Hospital. Woodbridge has 
wards, nearly all in separate buildings 
averaging about 50 patients each, witha 
total census of 2,142; 872 female an pus 
male patients. Seven infirmary Wat" ad 
clude 4 acute and 1 chronic TB wards 8 
provide medical and surgical facilities: 
Four new and modern wards have just besg 
completed, one already occupie byas 
patients on active insulin therapy: "4 
19 “first class” patients pay 6 Strait’s 
lars (U. S. $1.86) per day; 7l 59772 
class” patients pay 3 Straits dollars P% 
day, and the balance are governmen 
ported. The staff comprises 3 full time 
chiatrists and 7 other medical officers: 

The University of Malaya was Org 
in 1949 upon amalgamation of sever? 
ing institutions—its medical college 


a 
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from 1905 is located 4 miles in town from 
the undergraduate school As in many 
European schools, the medical curriculum 
covers 6 years, the first 2 being essentially 
premedical. M. B. and B. S. degrees may 
be granted following successful completion 
of the 6 years ; the M.D. is a higher, post- 
graduate degree. 

In the last 4 medical years there are 263 
students enrolled : 172 Chinese, 37 Indian, 
36 Ceylonese, 16 Malay and 2 Eurasian. 
Twenty-six are women. Psychiatry is not 
prominent in the medical curriculum and 
could stand an increase in emphasis. The 
relative position and prestige of psychiatry 
in the field of medicine in Singapore gen- 
erally could stand considerable develop- 
ment. Dr. James Browne, Medical Super- 
intendent at Woodbridge, also serves as a 
part-time lecturer in psychological medi- 
cine. 

. Singapore is an interesting and unique 
city. It is the only major tropical city in 
the world which lies almost on the equator. 
Its climate is usually pleasant enough, al- 
though hot, partly because of the almost 
raat rain, There were no flies or mosqui- 
oes! The city is generally quite orderly 
and clean. Many of its inhabitants still 


€ clearly recall the Japanese occupa- 


REPUBLIC OF INDONESIA 


mg Singapore our route was south by 
ee i the city of Djakarta, on the eastern 
3 T Java, capitol of Indonesia. The Re- 
public of Indonesia is a heavily populated, 
"ied country of 82,000,000 people—proud, 
E Jn its prerogatives, stringent in its 
sa E oe (rigid customs and currency 
ind » aereal photographs prohibited, exit 
usd meee etc.), ambitious in many 
isi uding medical development, and 
des g with serious economic problems 
i ous inflation, an unfavorable export- 
c balance, and an artificially support- 
m Ped The official rate for the rupiah 
um e the U. S. dollar in Djakarta and 
"isis ^s S. dollar on the Singapore 
es arket.) The Indonesian people are 
Cam with attractions. toward, and 
Mind to, conflicting leftist and rightist 
noc. i eologies. Djakarta offered many 
ts to Singapore, Here there was no 
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scarcity of insects, mosquito netting w 
necessity, and sometimes inadequate at 
that! There were many public health n 
sanitation problems evident in the coun 
The medical school of the University. 
Indonesia is undergoing vigorous develop 
ment and substantial rebuilding, under 
stimulus of several capable and energe 
Indonesian professors and with the aid 
U. S. I. C. A. grant funds, plus the profe 
sional assistance of a field staff from 
University of California Medical Schoo 
headed by Dr. Edwin W. Schultz. | 
Schultz, Dr. Slamet Iman Santoso, prot 
sor of psychiatry, Dean Soedjono, Pi 
Sotomo and U. $. (P. H. S.) Dr. Harold 
Wood, among others, told me of many of 
the current medical and psychiatric prob 
lems in Indonesia. if 
The major shortages are trained perso 
nel and funds. Inevitably the gen 
factors mentioned earlier, plus other 
plex social and political problems, pla 
important part in the medical situatio 
in every phase of life in Indonesia. 
are far too few physicians, and both 
nomic and social forces result in their 
centration in the cities, intensifying t 
shortage in the provinces. This is counter- 
acted to some extent by the high percent 
age of government employment of docto: 
who are then assigned to particular billets. 
Expansion of medical teaching and the. 
contract hiring of European physicians are 
two other mitigating steps that are being 
taken. The medical course is 6 years, Wi 
the first year pre-medical, and the last 
year of internship. There are now about 
1,000 medical students in the 6-year course 
at the University of Indonesia, 250 b 
in the first year. The hope is to keep 
rollment in subsequent years within prac- 
tical limits through academic attrition. 
will be difficult in view of the many 
pressures that can be brought to bear to 
retain students once they have matricu- 
lated. r 
Many more psychiatrists are need 
There are not nearly enough psychiat 
hospital facilities and even those whi 
exist today may not have a single psy 
chiatrist. For example, the mental hospiti 
in Bangli, serving a 2,000,000 populatio 
has 180 beds ; needs far more. It is run 
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Dr. Vouchoue, an Iranian general physi- 
cian. For teaching purposes at the Uni- 
versity of Indonesia Hospital in Djakarta, 
the N.P. department has 122 beds, 62 for 
psychiatry, 60 for neurology. There are 
plans for greatly expanding the hospital 
. teaching facilities here for psychiatry. This 
is very much needed. 
The people of densely populated Indo- 
nesia are far from homogeneous in their 
» customs and mores. This is soon evident 
- from traveling about within the republic. 
. For example, the caste cultural differences 
. between the peoples of the two major 
- islands of Java and Sumatra were stressed 
_ by Professor Santoso in discussing problems 
. in psychotherapy. He felt that it was diffi- 
. cult, if not impossible, for himself or for 
. other Javanese psychiatrists to understand 
_ Sumatrans and their differing backgrounds 
sufficiently for effective psychotherapy. 
_ From Java I flew to the island of Bali. 
This island, world renowned as an idyllic 
. paradise, also has its serious medical prob- 
- lems. Some of these I discussed with Dr. 
M. Soekarjo, a. government physician and 


- Director of Provincial Public Health since 
5 1951, who had run the small mental hos- 
_ pital on Bali for the preceding 11 years. 
= Bali, with 6,000 square kilometers and a 
. population of 2,000,000, is part of the huge 
- province of Nusa Tenggara which stretches 
— from Java, eastward to Portugese Timor. 
— For the medical needs of the province's 
- 5A million people, the inspector has 32 
. doctors—one for each 170,000 people! 'This 
. is quite a contrast to New Zealand's ratio 
. of 1:400. There are no psychiatrists. On 
- Bali 8 hospitals provide a total of 1070 
_ beds, 6% of them psychiatric, plus 600 beds 
- for the balance of the province, and 6 
- leprosaria, with 400 inpatients. Several of 
the smaller hospitals are under the super- 
vision of a nurse. 
_ An unknown number of psychiatric pa- 
tients are unhospitalized and untreated. Dr. 
E. S. Reed, a British specialist in leprosy, 
had some 2,000 patients, (of an estimated 
3,000-4,000) under active treatment, but 
was due to run out of the specific drug 
D.D.S. in two weeks for want of funds. OF 
the needed drug 540 U. S. dollars would 
buy a year's supply for all his patients. I 
also visited with Dr. Klaus Bruning, a well 
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trained surgical specialist, originally from 
East Germany. He was under government 
contract, as the only surgeon for the 1,200,- 
000 people of the less well known neigh- 
boring island of Lombok to the east. He 
related poignant incidents in his struggle 
to gain the confidence of the people in 
surgery—the difficulty of gaining consent 
for a surgical procedure before a condition 
was very advanced and chances of success 
greatly diminished. In these cases should 
he try to save a life against great odds, 
knowing that his failure to do so would 
reinforce existing deep-seated distrust of 
surgery ? 

Social changes are in progress in Bali 
and the culture of these very mild, honest, 
easy going and kindly people is under in- 
creasing pressure, as more contacts develop 
with the outside world. As examples, ob- 
sessive personality traits command a certain 
premium as the world demand increases 
for the beautiful wood carving, painting 
and jewelry for which Bali is renowned(1). 
A recent government order requires the 
women to keep their breasts covered and 
the majority now comply, with most of the 
exceptions, as one recent U. S. physician- 
visitor from Djakarta commented wryly, 
being “the ones about which one wouldnt 
care anyway!” Although a day of heavy 
manual labor commands only a pittance, 
more Balinese, including the women, be- 
come laborers. The desire for various out- 
side goods helps add to their needs for 
money, and increases economic pressures. 


THAILAND 


Bangkok, the capital city with 10% of 
the country’s 20,000,000 population, is also 
the medical center of Thailand, containing 
the country’s two medical schools and ma- 
jor hospitals. In adjacent Dhonburi is 
1,500-bed Somdejchaophya Mental Hos- 
pital, best in Southeast Asia. The Schoo 
of Medicine, Siriraj Hospital, has 1, 
students in its 6-year program and that at 
Chularonkoru Hospital 600. Residency 
training programs are available in t^e 
various specialties and some graduates have 
had training in the United States. 68 

The Thai Psychiatric Association has 
members. The president, Dr. Phon Sang- 
sing Kao, is also head of the Dhon 
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Hospital. At Dhonburi the general atmos- 
phere is therapeutic, the patients have few 
restrictions and the staff of 15 psychiatrists 
with Director Dr. Arun B. Sawana are in- 
terested in psychotherapy, research, and 
teaching and do an excellent job. Discuss- 
ing psychiatric philology, Dr. Arun noted 
the adequacy of the Thai language in ex- 
pressing emotional feelings, citing as an 
example the Thai word moichai as express- 
ing the complex emotional state of com- 
bined sorrow plus anger. 


TABLE 1 
MENTAL HosPrTALS IN THAILAND 
Psychiatric 
Hospital Beds Staff 
Dhonburi (Somdejchaophya) 

Bangkok ....... 1500 :9/ 20 00 15 
OnE REE EM 8007.55 chee 4 
bie dto 2i ld 700.55 AME 3 
Chiangmai ......... 2501. eles 3 
Ci o e e No d 100... c/o ER 3 


INDIA 


The problems of psychiatry in the sub- 
Continent of India, with its 350,000,000 
people, are simply staggering. Less than 20 
Physicians hold the D. P. M. degree from 
London, still widely considered as qualify- 
ing. An official statement compiled by Dr. 
bel Rewari, Directorate General of 
e ervices, New Delhi, in August 
Ta un 32 mental hospitals with a total 

Sige 2 beds. Uncounted thousands of 
Psychiatric rh pnm are unhospitalized, 
Piet lamiice ooo c eM 
Shenae with its 6-7 million people, is 
ee the largest and most recently 
De > major cities in the world. Dean 
ie Subodh Mitra of the Faculty of Medi- 
cm niversity of Calcutta, discussed with 
p iue p the major problems in organiz- 
ai choses training program in psy- 

Bi Ps they are about to do. It is to 
la r. N. De, present head of the 
"ora ent of neurology. They cited the 
Pon Aene personnel as tremendous. 
hz ad ozen psychiatrists of varied train- 
Pi experience practice in Calcutta, 
icq om have their D, P. M. There is 
ei iUo mental hospital in or near the 

t ined one small observation hospital 

€ 100 beds. There are two mental 
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largely custodial one with 1,400 pa 
and one with 300. Y 

The capital city of Delhi, together with 
other major cities, also lack adequate mei 
tal hospital facilities. Here Dr. John Hun 
discussed public health in India, as ha 
Dr. Stella Warner on my earlier visit. - 
As of August 1957 India has 42 medi 
schools with a student enrolment of 3,78! 
Little psychiatry is currently taught in th 
medical schools of India. Some post-grad 
ate training has begun in Bangalore. Bon 
bay is also trying to begin. About a doze 
Indian physicians are in psychiatric 
dency programs in the U. S. India is ind 
a land of great contrasts. There are man’ 
modern aspects, particularly in her maj 
cities, as well as much of the primi! 
and underdeveloped in the balance of 
country. 

In two trips across the country with b 
visits in a number of cities I have foi 
the relative lag in medical progress in 
India generally regrettable. As to the rela- 
tive progress in psychiatry specifically, con 
pared to other Asian countries, some í 
which are even recently war torn, or ri 
garded as less developed, the situatio 
indeed deplorable. 


IRAN à 
After additional brief visits to Nagpt 
and Agra in India, Indian Airways took 
to Karachi, the capital of Pakistan. Ps 
chiatry has a long and difficult road i 
Pakistan also. After a brief visit, we fl 
on to Zahaden near the juncture of Pakis- 
tan, Afghanistan and Iran. Our comfort 
was not increased by an old, slow plane, 
crowded with Mecca-bound pilgrims, very - 
bumpy weather, and a sad failure of 
ventilating system. Teheran, the capit 
city of Iran, with its 14 million inhabitants, - 
and its proverbial Persian hospitality was - 
most welcome. v 
Medicine in Iran has had strong ties | 
with Europe, especially France, and many 
physicians speak French as their sec 
language. A fair number of specialists in 
various fields have had their P. G. train- 
ing there. There are, however, increasing 
interests and ties to American medicine. 4 
number of leading men have visited this _ 
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country and there is an increasing trend 
toward training here, including several cur- 
rent trainees in psychiatric residencies. 

- I visited several of the small, privately 

owned mental hospitals in and around 

Teheran. This type of institution, generally 
with 40-80 patients, is to be found in most 
- of the middle eastern countries and ac- 
- counts for much of the psychiatric work 
done. Facilities are often very good. The 
— fees vary—and some are substantial One 
_ private patients bill in Teheran was run- 
ning, for example, 56,000 rials monthly 
(about $700.00), inclusive of all care and 
services. 
= Dr. A. H. Radji, Minister of Health, re- 
counted his continuing efforts, which have 
met with some success (62 doctors in the 
‘two months of May and June, 1957) to get 
hysicians to locate in the provinces. Of 
3,300 doctors in Iran, 2,250 are located in 
the capital city. Physicians in Iran are 
_ favored by being the only group who are 
_ assessed no personal income tax. The two 
‘greatest current health needs, in addition 
- to physician distribution, are care for men- 
tal patients and an adequate medical pro- 


. gram for leprosy. Dr. Radji planned, with 
_ ™y encouragement, the constructive in- 
Er of a Division of Mental Health 


in his Ministry. As the final draft of this 
“report is reviewed, I have learned that this 
_ Division has been created and is currently 
- functioning. 

_ State mental care, and the Teheran Men- 
- tal Hospital in particular, certainly need 
. more budget, better facilities and more 
. personnel. At the latter institution, Dr. 
. Ahmad Nezam, chief psychiatrist, had a 
. census of 1,255 on June 13, 1957, which had 
- been steadily increasing. Patients were 
- erowded together. The staff comprised 4 
_ psychiatrists and 2 other medical special- 
ists. 

_ At adjoining Rousbeh Hospital of the 
- Faculty of Medicine, conditions are im- 
k proved. Here there were 80 psychiatric 
-. patients, while at the modern 1,600-bed 
= Pahlavi Hospital there were 60 more N.P. 
_ beds. The Faculty of Medicine of the Uni- 
versity of Teheran has access to these beds 
- for teaching. This 6-year school with 200 
_ students per class is the largest in Iran. 
. Other medical schools at Tabriz, Shiraz, 


Mashed, and Isfahan aid in the supply of 
doctors for the 18,000,000 people of Iran. 
IRAQ 

It is a short pleasant flight from Teheran 
to Baghdad on the historic Tigris River. 
This is the capital and principal city of 
Iraq, a kingdom whose 5 million people are 
proud and friendly. Here my host was Dr. 
John A. Lewis, American P. H. S. psychia- 
trist and head of the medical division of 
the U. S. O. M. to Iraq. 

The Minister of Health, Dr. Abdul Amir 
Allawi, Dean Siab Shawkat of the Royal 
Faculty of Medicine, and Dr. Ali Kamal, 
head of the psychiatric department, among 
others, provided interesting information 
about medicine and psychiatry in Iraq. 
Most of the 15 psychiatrists in the country 
work full or part time at the university, or 
at one of the two mental hospital facilities, 
devoting other time to private practice. _ 

Instruction at the Royal Faculty of Medi- 
cine (the only medical school in Iraq) is 
all in English for the 703 students cur- 
rently enrolled in its 6-year program. 
the two psychiatric facilities, one provides 
beds for 800, mostly chronic mental 
patients at the Royal Hospital. The other, 
newer facility at Shammaya, 30 kilos from 
Baghdad, which was opened in December, 
1953, has a census of 350, with many acute 
cases. Dr. M. K. Shabander, the director, 
described the program for adding 1, 
new beds, which was about to begin. He 
had a staff of 6 psychiatrists. I saw interest- 
ing cases of depression, paranoid schizo- 
phrenia and manic states here. 1 

Medicine in general and psychiatry ™ 
particular need further governmental an 
public support in Iraq. The provision o 
post graduate opportunities in America far 
selected residents would be an excellen 
idea. The easy going nature and frienc- 
liness of many Iraqis, plus a startling la 
of suspiciousness on the part of police an” 
army sentries encountered, were an vu 
esting characteristic of the people. A 
trips to the site of ancient Babylon on e 
Euphrates and to Ctesiphon across 
Diyala River were indeed noteworthy- 


LEBANON 
Lebanon is a small (area 3,900 square 


republic, with the capital city of Beirut 
accounting for about one-third of the popu- 
lation. Its people are about half Christian 
and half Moslem. French is their second 
language, and most of the doctors are also 
quite at home with English. 

There are several medical facilities of 
note, Among these are the two medical 
schools in Beirut, the smaller of which is 
primarily French in faculty, language and 
sponsorship. The other medical school is 
a major branch of the A. U. B. (American 
University of Beirut) which has had stu- 
dents from, and has furnished outstanding 
graduates to many countries. Dr. J. J. Mc- 
Donald, the dean, has an excellent pro- 
fessional staff, including Associate Profes- 
sors Fuad Sabra in neurology and A. S. 
Manugian in psychiatry. The latter also 
heads the excellent Lebanon Hospital for 
Mental and Nervous Diseases at suburban 
Asfuriyeh, 

„It was pleasant to visit again this well 
Situated hospital overlooking Beirut; the 
patient census of which was now 423, with 
tele of 3 psychiatrists, plus a consultant 
staf and 2 interns. The policy is aimed 


toward making it completely open door 


TABLE 2 
Psvcurarnic HosprrAL FACILITIES IN EGYPT * 


Hospital 


Auspices Census 


2. Khanke (15 miles 
north of Cairo). .State.. .3,000:all male 


sions are made directly to an open 
& in ips staff is needed and at least one 
alf a dozen Lebanese physicians 


i Ell 
ming in the U. S. are expected to re- 
1 Acn 

Sup; o Wledgment is made to D i 

c ec. General for the Doania et Masai 

tetor of fhe ay of Public Health, and Di- 

ia compili J atoia! at Abbassia for help 


miles, population 1% million), beautiful 


Abbassia, Cairo. , State. . .3,500:2,500 female... . 29:10 qualified, and 
| 1,000 male 


3. Behman, at Helwan, 

4 mun of Cairo... Private. .... 90 V ETATE NL 6 

5 Hong 20m ee. Privato... 5^. S seeps oe erie 3 

6. Maadi (2) |... Private. approximately 35 oN 

ud 70% each i 
v 10%). Currently over 90% of the new It is now proposed to make this a 2-year 


E 


turn here. Excursions to Byblos, si 
neolithis, Phoenician, Greek, Roman 
Crusader settlements, and the site of origin 
of the alphabet ; and east toward Syria to 
Baalbek, site of the Roman city of He 
opolis, and currently the scene of fighting, 
added to the professional aspects of thi 
visit. 


EGYPT 


The life of Egypts 20 million peop: 
centers around the Nile River and the n: 
row north-south, fertile, green ribb 
which the river makes possible ; with a con: 
centration of population around the Medi: 
terranean end. Here are located the two 
largest cities : Cairo with 2X million peop 
and Alexandria with one million. Here als 
is the center of medicine in Egypt. The 
are 3 medical schools : the Medical Faculty — 
of Cairo University, which has both ps 
chiatric and neurologic sections ; Ein-Shar 
(Cairo) has a neuropsychiatric section, an 
Alexandria has a neurologic section. Eai 
has a neurosurgical unit. In addition 
undergraduate instruction in psychiatry, 
the Cairo and Ein-Shams Faculties give 
one-year graduate course in psychologice 
medicine and neurology (D.P.M. and N.) 


Medical Staff 


19 preparing for D.P.M. and 


26: 6 qualified, and 
20 preparing for D.P.M. and 


course. 


The Behman Hospital is an example ff 
the good private facilities available for 
mental patients in the middle east. Here. 
in Helwan, southeast of Cairo, we observed 
40 patients being entertained by an 
Egyptian four-piece orchestra, prior to à 
play about to be given by patient person- 
nel. Dr, Ben Behman discussed his policies 


of a multi-disciplined treatment approach, 
open wards and limiting census. Credit 
for cleanliness, order and therapeutic at- 
mosphere is shared with the 10 staff sisters 
of the Negrizia (Italian) order. 
_ There are 9 outpatient clinics in Egypt. 
- Of 6 for general psychiatry attached to 
- general hospitals, 5 are in Cairo and one 
is attached to the general hospital of Tanta, 
- capital of the delta. One for children op- 
erates with the school health services, and 
one for epilepsy is run by the neurological 
—. department of the Cairo Medical Faculty. 
- There is a social service office, with a part 
_ time psychiatric consultant attached to 
. the Court for Juvenile Delinquents in 
Cairo. 
^ Language was not a problem. Nearly all 
= the professional people met had a fluent 
.. command of English, as did many of the 
= store personnel, military officers, train con- 
_ ductors, etc. The psychiatrists are familiar 
_ with American textbooks and some have 
— trained or traveled abroad, especially in 
England and the United States. Several are 
in training programs in America. 
There are about 55 psychiatrists in Egypt 
_ and the number is increasing. Thirty are 
. members of the recently founded (1955) 
i Egyptian Society for Psychiatry, Neu- 
. rology, and Neurosurgery, which is a 
branch of the Egyptian Medical Associa- 
tion. In 1948 the Egyptian Association for 
Mental Health was organized. With a cur- 
- rent membership of about 100 it is a found- 
_ ing member of the World Federation for 
. Mental Health. 
= Downtown Cairo with its modem stores 
... and buildings is not too different from some 
_ European and American cities, Other sec- 
tions of Cairo and of Egypt are very dif- 
ferent. The souks (shopping areas), the 
_ Citadel and the mosques and minarets of 
Cairo; the fellaheen (peasants), intense 
. cultivation, irrigation, camels and buffalo 
along the Nile, and the vast areas of desert 
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remind one, however, that this is pres 
day Egypt. The Sphinx and the three 
pyramids at nearby Giza, together 
another dozen lesser and less well km 
pyramids south along the Nile's wester 
bank, also remind one of the towering past, — 
and its 6,000 years of civilization. "€ 
A 1,000 mile round trip by train ta 
one along the Nile through the agricultural 
heart of the country to southern Egypt, 
the impressive ruins of the ancient tem 
of Luxor and Karnak and the Valley of the - 
Kings. Here King Tuts mummy, still en-- 
closed in its original golden casing, is ab - 
most alone among ancient objects in re 
maining undisturbed after thousands of 
years. Subject to certain governmental 
regulations, it is still possible to obtain 
items from many centuries past. Upon leav- 
ing, a psychiatrist friend who is a collector 
gave me two beautiful small bronze figur- 
ines dating from the middle Kingdom,” 
circa 1500 B. C. T 
In CONCLUSION by 
Perhaps the outstanding single imprest 
sion has been the increasingly important — 
contribution which American medicine anga 
psychiatry are making in many countries — 
This role will certainly tend to increase, # — 
for no other reason than because o is 
large proportion of foreign graduates cur. 
rently in our residency training PIO 
grams(2). In few of the countries visited 
could my welcome have been more ©0) 1 
or greater interest displayed in what © 
could report to our overseas colleagues | 
about American psychiatry. 1 
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BRAIN MECHANISMS AND PSYCHOTHERAPY 


BERNICE T. EIDUSON ! 


One of the most interesting aspects of the 
sociology of knowledge is the contagion 
with which a resurgence in one intellectual 
field can be carried to another. Today's 
advances in brain physiology show the 
exciting promise of a renaissance in under- 
standing the workings of man's mind. It 
is hard to know at this point what the new 
conceptualizations of the functioning of the 
brain will mean to the psychologist who 
tries to develop generalizations about man's 
behavior which will permit prediction and 
to the psychotherapist who deals with be- 
havior when it has been singled out be- 
Cause of some malfunctioning. Yet certain 
directions are already suggested and not 
only present fresh ways of looking at the 
clinical process, but also point out how 
clinical experience can contribute to estab- 
lishing the significance of physiological 

dings. 
ee in any detail even the most 
Pa nt p ysiological literature is beyond 
Pu Scope of this paper ; a number of refer- 
"dia considered together do present it 
Y quately however(4, 19, 20). What is 
zum: in the work, considered as a 

nur that.some of the tentative notions 
= haie € brain and total functioning are 
Wd ore apparent as the investigatory 
COP along the lines of minute 
Bc s w. hich techniques now permit. For 
p iji it has been known that the brain 
d „Passive agent. Lashley described 
micity ae and its constancy, its rhyth- 
its ats automaticity which maintains 
(13, eh iegardlens of external stimuli 

ee che ere are many examples that 
me Tacteristics are found in brain 
2 ated from the whole, and in pro- 
tans eta cellular levels. What is signif- 
thythmic i Psychologist is the way these 
seem to be Re juae characteristics 
input, Barth in the service of regulating 
strated, for y and Bishop have demon- 
in the o pe that impulses initiated 

= ptic nerve of the rabbit found 

ie 
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access to the cortex in the form of evoked. d 
responses only at certain intervals of about | 


5 per second which corresponded to the 
spontaneous rhythm of the alpha activity 


cycle(1). Lindsley has given evidence fora — 
basic rhythmic pattern which is associated — 
with the excitatory cycle in a particular — 
aggregate of cells(18). Investigation of — 


neurohumeral transmitter mechanisms in 


the brain has pointed to the spontaneous — 


activity at synaptic points which makes for 


threshold differences at different synapses | 


and seems to play into such phenomena as 
duration of aftereffects. Gerard has ex- 


cellently described the notions which are: 


beginning to stem from work on synaptic 
mechanisms and which are exciting phy- 
siologists : the differentials in ease of setting 
up certain reverberatory pathways, the dif- 


ferentials with which some neurons change - 
in response to chemicals, the ways synaptic — 


junctions limit what is transmitted ( 8). 
With the discovery of the reticular acti- 
vating and the diencephalic systems as 
diffuse sensory projection systems, supple- 
menting and yet being quite different in 
character from the regular sensory path- 
ways, experimental work has shifted focus 
from cortical to subcortical areas. Since 
behavior patterns of sleep-arousal were 


correlated with lesions in certain mesence- - 


phalic and diencephalic structures and with 
EEG patterns, it was felt that these sys- 
tems played an important role in the regu- 
lation of cortical activity. Most recently, 
research has shown that some of the func- 
tions previously thought to be the work 
of the cortex were, in fact, subcortical, as 
finding the reticular system likely to be 
the center for integration. The work of the 
Scheibels is in point, for they have been 
able to isolate single neurons with such 
extensive dendritic formation that they can 
reach directly into the cortex and thus may 
not necessitate associational neurons to 
effect a stimulus-response transaction(T, 
30). Such a postulation may explain the 
repeated work showing a lack of relation- 
ship betweén amount or locale of extirpa- 
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tion of cortex and decrement in intellectual 
functioning. T 

Of great interest too in postulating the 
cortex-subcortex relationship has been the 
work of the Killams who have been able to 
show that the reticular activating system 

acts as a filtering system for afferent im- 
. pulses en route to cortex(14). Their work 
. as well as that of others has employed the 
use of tranquillers by which they have 
been able to demonstrate differential re- 
sponses in various parts of the system(24). 
- This hypothesis has been similarly pro- 
posed by investigators on the basis of ana- 
— tomical relationships(30). The interaction 
-. of cortical-subcortical mechanisms has been 
_ so stimulating because it has been assumed 
- that the very interactional process itself 
. may underlie the behavioral phenomena as 
. emotion, attention, motivation. The very 
_ alteration of states of consciousness through 
subcortical electrical stimulation on human 
as well as subhuman levels has been felt as 
& potentially holding promise of explanation 
. of different states of ego awareness, even 
- proceeding to delusion and hallucination. 
: "The analysis of the effects of brain stimu- 
. lation are still preliminary, and largely 
. proceed from notions of learning phe- 
. nomena derived from more classical tech- 
» niques and experiments. Yet, since the 
. effects of intra-cranial self-stimulation were 
- first discovered by Olds and Milner, specu- 
. lation about “reward” and "punishment" 
. centers in the brain, or "attractive" and 
= “unattractive” cerebral areas has given a 
. new dimension to what were thought to be 
- brain properties(3, 23, 26). In studying the 
. mature of positive reinforcement of basic 
. drives in various parts of the brain stem, 
chemicals have been used to map brain 
areas(25). Findings on rats have been ex- 
tended to other species, variations in learn- 
ing schedules have been tried and shown 
to correspond with general learning pat- 
terns of regular drives, and interaction be- 
tween the reinforcing properties of self- 
stimulation and other reinforcers has been 
demonstrated(2, 26, 32). 

The importance of this work rests not 
only in the factual data which elucidate 
the mechanics of brain function, but also 
in the enhanced concept of the brain as an 
active, orienting, directing organ made up 


of components which are themselves active, 
orienting, directing. The analogy of the 
brain as a machine focussed attention on 
the way the brain regulated and systema- 
tized knowledge of the environment, stored 
this knowledge, and learned the strategies 
which made behavior appear smooth and 
regular. Yet, this kind of analogy does not 
appear now to be appropriate. For the 
brain, unlike a machine into which any 
mechanism can be set, appears to have 
mechanisms of its own, which serve not 
only to effect transmission between organ- 
ism and environment, but even more di- 
rectly, to contribute substantially to how, 
when and what will effect the organism. 
This is not to be construed as in any way 
a reification of mind or brain, or any de- 
claration of complete independence for 
organism apart from environment. It is 
rather a recognition of certain patternings 
or autonomous qualities which by the na- 
ture of their structure and mechanisms 
perhaps predetermine to a large extent the 
stimuli which are appropriate to them. 
Woodger has recommended the phrase en- 
vironmentally insensitive”, as contrasted to 
“environmentally sensitive", to describe in 
biology the inborn or characteristic quali- 
ties of man(37). I wonder if the new phy- 
siological data do not demand similar re 
finement, for speaking of organism—sens 
tive or —insensitive in regard to € 
data might capture the feeling that te 
organism determines what of the environ- 
ment comes in as input. B 
This conceptualization of the brat 
would certainly necessitate changes 2 
some of our ideas about the formative PI?” 
cess of personality. Freud, for example, © 
posit biological drives as the forces whic 
were ultimately developed and condition? 
by the contact with the outer world. 4 
the very ambiguity of the words he es 
“instincts” and “forces,” showed that. 
conceived of them as undirected, soot 
powerful. The initial state of the chil 
described as the passive experiencing N 
stimuli from the outside world, and Len 
the construction of the perception AP 
tus permits a change to activity (0). p 
as the ego begins to take stock of the 
vironment and perceive it through indi 
processes of incorporation does the 


vidual learn that which in turn are 
his abilities or modes of thinking or react- 
ing and enable him to handle the world 
with which he is confronted. In other 
words, what the individual projects as his 
personality has first to become his through 
the process of introjection. This view: of 
drives and their acculturation through 
learning was not too differently formulated 
in some of the other psychological schools 
at the beginning of this century, and only 
recently, as Hebb has pointed out, have the 
students of motivation begun to think 
about drive in a way which is not out of 
ae with current physiological data 
There is no question that throughout its 
development, psychology has been plagued 
with the question of what facets of per- 
sonality were innate, inborn, and therefore 
thought to be structural ; and what aspects 
were experientially determined. The as- 
sumption was made that the innate were 
to all intents and purposes immutable, 
while the experiential were, within limits, 
alterable. Much of the research in child 
development has been devoted to trying to 
elucidate what these limits are. Certainly 
s has been the case in regard to intelli- 
ue There was never a time when in- 
ae Capacity was not regarded as re- 
rds in such a way to physiological en- 
be pent that the boundaries of capacity 
Y me etermined for once and perhaps for 
pa sag many persons attempted unsuc- 
vene to isolate the variables or intel- 
enim actors, recently Halstead developed 
iolo xim system by proceeding from 
iss constructs(11), It is hard to 
ie hi d his is going to be satisfactory, 
adea Erud factors are all related to 
Nod Da ral cortex, and much of the recent 
fig: me heed that even the integrat- 
cehanisms may be sub-cortical. Yet 


What is of sign; 
3 gnificance is tha A : 
equipment has aly e is that the biological 


s mark. The many 
intellectual capacity 
z to severe manipulation attest to 
"e of the boundaries of the in- 
wise cos dürture controversy 
Xed and waned i 
over aned in psycholo; 
many Years, has been enlivened pad 


with the data which genetics, biology, 
ethology now bring to bear. More than any- 
thing else do all of these highlight 1 
stability of behavior mechanisms which 
not depend on learning or social acquisi 
tion; and instead seem to be effected b 
the general course of development of adap- 
tation for survival(29). 
While acepting certain invariances in 
man, clinical workers have at the same 
time been very resistive to acceptance of 
this idea, One needs only to look at psycho- 
analysis and the goals it sets to show this 
The aim is for reconstruction of personality, 
which means the instituting of permanen 
different ways of coping with stresses, once - 
older inhibited ways are resolved. Whether - 
an individual's psychological armamen- f 
tarium is modifiable, and how modifiable 
it is, is dependent primarily on the method — 
of treatment employed and the conditions 
under which change is undertaken, as well | 
as the kinds of stresses which set the pat- 
terns in the first place. Only recently have — 
some of the psychoanalytic writers spoken - 
of certain constitutionally-endowed aspects 
of ego strength; in some schizophrenics, - 
defects in rudimentary equipment from the 
beginning are postulated in order to ex- 
plain their innate incapacity to handle or | 
react appropriately to perceptual and af- 
fective experiences(10). And thus far it | 
is the rare psychoanalyst who, impressed 
with years of experience, begins to question ~ 
the reversibility of personality patterns(9). 
I have chosen psychoanalytic theory as the 
example of the attitude toward structure, — 
because it is one which even employs the . 
notion of structure in the diagnostic term — 
“character structure,” to denote the aspects. 1 
of personality formation which are so rigid D 
and fixed that they have been described as 1 
the individual's "character armor" ; yet even 3 
in the face of this, psychotherapists gen- . 
erally have remained undaunted in their - 
expectations for change. When psychologi- - 
cal tests have been called upon to give 
confirmatory evidence for changes in per- - 
sonality structure which seem warranted by - 
clinical and subjective reports after long | 
and intensive treatment, minimal indica- ` 
tions of deep-seated modifications have — 
been forthcoming(31). The explanation for - 
this has been sought in sensitivity lags in | 
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test instruments or in neglects in treatment 
—scarcely ever in the nature of personality 
structure itself, Yet this would certainly 
point in the direction of a fixedness which 
our most radical treatment methods cannot 
do more than superficially shake. 
Fixedness within the individual, how- 
ever, has never implied identity among 
individuals. Emphasis on the establishment 
of parameters of individual variance has 
in both physiology and psychology alerted 
investigators to the generalities that define 
human functioning and to the differences 
among humans simultaneously. Grey 
. Walter finds on the EEG'S on normal and 
. patient populations, for example, when 
comparing brain-wave patterns of large 
. groups, that there is a great variation in 
patterning from individual to individual, 
- but that each person shows a definite con- 
. stancy of patterning(35). Grey Walter has 
. even noted that persons with specific brain 
X patterns become allied with those who 
- have similar patterns(34). An example 
- from another field : gamma amino butyric 
. acid, a substance found in the brain, and 
- thought to be related to neurohumeral 
transmission, seems to show no consistency 
from individual to individual as to the 
amount or place of its concentration, al- 
— though within each individual it shows 
regularity(28). The concept of “biochemi- 
cal individuality" has emerged from Wil- 
liams' attempt to measure and account for 
= a number of biochemical variables which 
seem to be consistent within an individual, 
although showing considerable range 
.. among individuals(36). The range of “nor- 
. mal” parameters seems to be extensive 
. enough to permit Williams to suggest the 
. correlation of variance with susceptibility 
= to organic and even mental disease. This 
picture has been suggested so regularly on 
the biochemical level that it has led S. Eidu- 
son et al to postulate how the individual 
- will respond when confronted with new 
learning: there is a period of time prior 
to birth and shortly after, during which 
certain biochemical processes are not set 
with respect to rate and specificity of func- 
tion. Once a particular time after birth 
is reached the processes of function become 
set, with the ratio of one substrate or prod- 
uct to, another, being fixed within limits. 
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Although this "set" may be modified to 
some extent by subsequent experience, any 
new stressful situation will be initially re- 
sponded to by the organism's reverting to 
the original biochemical pattern established 
5). 
Experimental psychological work in per- 
ceptual style which characterizes how an 
individual selects, modifies, and distorts 
perception has shown such consistency 
under various conditions and in tasks in- 
volving a number of sensory modalities 
that “cognitive” or “perceptual style" has 
been assumed to be as a personality con- 
stant(15). Psychological studies which 
have been carried on with the administra- 
tion of tranquilizers has similarly pointed 
up the qualitative and quantitative dif- 
ferences in the ideational and imaginal pro- 
ductions among individuals, and yet the 
response of the single individual is predict- 
able in the light of other measurable as- 
pects of his psychological behavior(21). 
It is easy to say that as yet these findings 
are not sufficiently conclusive to hold im- 
mediacy for clinical psychiatry. In terms of 
single findings this is certainly the case. 
However, I think something quite tangible 
can be gained from the study of the direc- 
tions which the research is suggesting 
Underlying all psychotherapy is the prn 
ciple that the more we understand a pe 
son, the greater the possibility of helping 
him. We know now and have known à 
great deal about what motivates and moves 
individuals, but the limitations in this have 
been most apparent whenever we have 
tried to effect and measure change. To 
some extent this reflects our confusion ovel 
what is change in personality-and W d 
identifies deep-seated and permaner, 
changes. If a patient's symptoms diminis 
in intensity, have we effected basic change, 
or even if they disappear altogether, OI 
he is much less anxious and tense, OT FP 
sees his parents in new and seemingy 
ferent ways? Our measuring sticks—0 is 
vation of behavior over a long perloc: E 
subjective report—reflect the difficulty ) 
knowing what significant change 15- 7. 
is exactly on bie question of modifiabilit 
or potential variation and the ways 
effecting this that the new research 
bear. 


Itlooks now as if there are some stimuli 
- which are more appropriate for reception 
by the organism than others because of the 
nature of the structure of the organism it- 
self, It seems too as if there are many con- 
ditions existing within the nervous system 
which demand fulfillment before input can 
become meaningful as data. As these be- 
come more explicit, efforts to effect change 
can be directed and varied accordingly. 
What this would mean for the clinician or 
psychotherapist who must essentially dis- 
turb malfunctioning in order to bring about 
better functioning is that he would be able 
to direct his therapeutic efforts in line with 
what would elicit the most ready response 
fom the patient. The psychotherapist 
would essentially be in a position to adjust 
input in the form of his therapeutic com- 
munications so that they would be appro- 
priate to the nervous system demands of 
each individual, As example, it is quite 
conceivable that in some persons a high 
level of activity must be reached for cer- 
tain synaptic thresholds to be traversed ; 
it has been suggested that such a factor 
May even distinguish creative from non- 
Beall persons. Immediately one wonders 
ity er the amount or quality of the activ- 
E passivity of the therapist’s communi- 
a not be accordingly modu- 
Cie Boo oes Or if we know 
tel: one’s rate of transmission of 
in impulses along sensory pathways, 
vidali E would have one significant 
inibi or determination of potential of 
Pur for therapy. All clinicians have 
E ened with the difference in the 
Peutie ‘aed patients to similar psychothera- 
teem ENERE BB even when the patients 
tures and gly similar in personality pic- 
Eros. Repeatedly the variety 
qs s which therapists have reported 
or the erse techniques has been baffling ; 
landlin Propensity of some therapists for 
5 E ^v e patients regularly success- 
et type a nat eee failures with certain 
ing here ea erhaps we have been observ- 
Deutic inipmnteneous adaptation of thera- 
d , qiios to nervous system 
cit s the patient, without our recog- 
ing ig th T what it was. What I am imply- 
at the more we know about the 
$ structure the more we may be 


sibility to treatment.” 
The knotty problem of how to enga 
patient might well be facilitated if we wei 
able to understand how stimuli effecti 
register as meaningful input. At pre 
this sounds like a long shot, but as t 
physiological data pour out there is no 
question that we shall be learning how an 
individual operates, what gets through to 
him, how it gets through, what hap 
when there is an overflow of informati 
or, on the other hand, an underflow. 
recent experiments on sensory depriv: 
give a striking demonstration of just hi 
much distortion and disturbance are 
rived from just such an insufficiency © 
a sustained period of time(33). And it 
that this is related 


such an impenetrable wall for psycho- 
therapy must have physiological cor 
relates, as does all other behavior. Perhap 
consideration of these will permit a 
entrance which will lead to the understand. 
ing of the why of this severe malfuncti: 
ing. As we are able to give specific defir 
tion to the conditions and characteris 
of consciousness and unconsciousness, Wi 
shall be able to know how the levels 
awareness are related to each other and 
how we must attempt communications to 
bring about the desired change. CANA 
Probably the most exciting aspect of the © 
physiological research for psychiatry is that | 
we can plainly foresee the way in which 
the two approaches will converge to answ 
the same questions. Though some ot t 
current notions underlying psychothera 
will have to be rejected for new ones, 
would doubt that as much discarding W 
have to take place as we might think wou 
be necessary. I think this because, althou 
psychotherapy has proceeded to its p 
status more from subjective, intuitive à 
observational findings than from those 
ing on empirical validation, the corresp 
ence of evidence on personality formati 
and motivation from diverse sources 
been abundant. Clinical and developmen 
methods h¢ye~b of sufficient rigor 
have d dA — i 
feuri . Ras 
"Abdi Bol 
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phenomena and rejection of those notions 
which did not meet reliability conditions. 

- This body of molar data is sizeable and the 
likelihood that it will need extensive revi- 
sion is small. Where revision will be needed 
is in regard to the now postulated causal 
and correlative relationships. 

Behavioral and experimental data con- 
tain a reservoir of clues for the physiologist. 
In their practice, clinicians have been alert 
to the mechanics of behavioral sequence 

. and to the intimate description of actual 
_ functioning. If the clinical response patterns 
were now looked at and reevaluated with 
attention to the phenomena which are regu- 
larly elicited, function in operation could 
‘be demonstrated. The behavior patterns 
that can be readily reproduced in the lab- 
oratory situation of course do in some 
- measure reflect the non-laboratory be- 
havior; this has enabled psychological ex- 
perimentation to proceed to its present 
evel of development. Human behavior in 
its complexity is more difficult to reproduce 
experimentally ; and yet the regularity and 
consistency of its occurrence permits the 
clinician to reliably predict its occurrence, 
The lack of systematization of these clinical 
- data has made this wealth of behavior un- 
available to date ; but a thorough and Sys- 
. tematic description would contribute a 
body of research data which in itself may 
. suggest the functioning of central nervous 
. system mechanics, 
-. . A discussion by Lief of the selection of 
- phobic objects and the forces maintaining 
. the phobia is a case in point(17). Present- 
. ing clinical data, he shows that for under- 
$ standing how sensory cues associated in 
- time contiguity with the critical attack of 
- fear, become selected as phobic objects, 
reinforcement theory of learning which 
_ stresses repetition of fear-provoking ex- 
. periences provides a suitable answer. How- 
. ever, this is an oversimplification of fear 
. phenomena, for in many cases the original 
- and unconscious source of the critical at- 
tack of fear continues to operate, and only 
when its symbolic connections are exposed, 
does the phobia disappear. This suggests 
that a memory is maintained by fear and 
anxiety which potentiates the repression, 
- and makes patients resistant to uncover the 
mechanism at work. Interestingly enough, 


the memory, once recalled, shows such a 
freshness that it seems to have lain as an 
isolated neural circuit, out of effective com- 
munication with the rest of the physio- 
logical machinery. 

Clinical psychiatry is rich in such data, 
Not only could the details of behavioral 
response be described in the complexity 
with which we know it in the human to 
give proper scope and posture to the be- 
havioral data obtainable in the animal 
laboratory, but also the precursors of re- 
sponses, their precipitating events and their 
critical conditions could be outlined, and 
their sequelae. An intensive description 
of function could identify explicitly the 
vagaries of memory, associations, feelings, 
responses, and would provide a large body 
of clinical data, accumulated by exper- 
ienced observers, against which to evaluate 
the neurophysiological findings. The data 
could also conceivably offer important clues 
to the physiologist, and help anticipate and 
direct the advances which are now un- 
folding. 

This is a worthy research for clinical 
psychiatry and an exciting one. For clin- 
ical psychiatry such research would have 
immediacy and impact. It is well recog- 
nized that psychothérapy unfortunately 
proceeds not only on a loosely com 
ceptualized theoretical base but also within 
a vaguely formulated definition of practice. 
Little inroad has been made in patterning 
the observable characteristics of behavior 
in any way by which phenomena can be 
identified and categorized. The substance 
and dimension given our commonly use 
conceptual notions through systematically 
observed definition would mean a sizeable 
attack on some of the enormous problems 
which have made research in psychiatry 
seem so formidable. It is hard to imagine 
that the same excitement which is S0 
pronounced among neurophysiologists !0- 
day would not sweep over and trigger ‘di 
the kind of advances in psychiatry whic 
have been long anticipated. 
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The vigorous experimental work in neu- 
rophysiology and neurobiochemistry directs 
attention toward the structural mechanisms 
of the central nervous system and 


ticularly to the ways and extent to which 
these built-in mechanisms order response. 
The work which has emerged to date has 
immediate pertinence for some of the prob- 
lems which have always been crucial ones 
in personality theory : problems related to 
how personality is formed, what personality 
change is and how it is brought about, the 
mature and significance of individual dif- 
ferences. As the laws of input-organism ex- 
change are extended by subsequent re- 
search, and as we begin to think of the 
therapeutic communication itself as input, 
we may have to revise sharply our current 
ways of thinking about the clinical process 
itself, and some of the notions which are 
inherent in it. At this point systematic pre- 
sentations of the clinical and observational 
data which are the wealth of the clinical 
psychiatrist would be very helpful in estab- 
lishing the significance of the neurophysio- 
logical findings and even in contributing 
clues as to the directions in which further 
advance might lie. 
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The subject of premenstrual tension has 
- — received much study by gynecologists, in- 
- — ternists, and psychiatrists in the 26 years 
| since the first paper describing this syn- 
drome, In 1953, Oleck(1) commented on 
the legal aspects which have been elabo- 
. rated upon by Stewart (37, 38). These latter 
articles, while containing misleading in- 
formation, have brought the syndrome to 
the attention of the legal profession, and 
itis likely that, as a result, premenstrual 
tension will become of greater importance 
to the medicolegal expert and to the psy- 
chiatrist. Most previous articles have dis- 
1 cussed the syndrome from limited points 
ONES view, and therefore the purpose of this 
paper is to correlate the observations made 
into a more coherent and encompassing 
whole, Definition, symptoms, etiology and 
physiology, psychiatric correlates, and 
limited legal aspects will be discussed. 
Treatment will be mentioned only briefly 
as there are many regimes reported and 
such treatment usually falls to the gyne- 
cologist or general medical practitioner. 


_ DEFINITION or PREMENSTRUAL TENSION 


, The most commonly used names are 
a tension” or “premenstrual 
m syndrome” (PTS); Greene and 
Dalton(8, 17) have MART that the term 
reutroat Syndrome" would be some- 
Bn accurate, In any event, this 
n " a cyclic one which occurs in 
EM o po Weeks prior to menstrua- 
E E" characterized by various physi- 
E anges which are usually termi- 
E y menses The word “tension” is 
; BE o one, as many cases do not 
E uis 2^ this or various other psy- 
E anges. On the other hand, the 
striking a ass are often the most 
Morton(27 complained about symptoms. 
ON ) categorizes premenstrual ten- 
P i. Tr complex occurring 10- 
Ore menstruation with patients 
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showing anxiety, headache, insomnia, 
emotional instability, fatigue, painful swell- - 
of the breasts, abdominal bloating, low 
abdominal pain, nausea with occasional | 
vomiting, etc., in various combinations. He | 
states that 100% show nervous and emo- 
tional irritability which is in accord with | 
the findings of Rees(34) that 100% show 
tension and depression. On the other hand, | 
Greene and Dalton(18) stated that in their | 
series, depression occurred in 6% and irrita 
bility in 6%. Other studies show similar 
variations due to both patient selection and 
the nature of the terms used. Because of 
the various backgrounds of authors writing — 
about this condition, many semantic nu- 
ances are found. In general, words like 
anxiety, tension, depression, irritability, and 
neurotic are used in the broadest sense 
possible, and similar words used in this — 
paper will be generally loose in meaning - 
unless the context indicates otherwise. This | 
is especially important to keep in mind . 
when discussing this syndrome, as the 
degree of symptomatology is of much great- 
er importance than the symptom itself, - 
since many of the symptoms are almost b. 
universal in occurrence. Ne 


FREQUENCY OF THIS SYNDROME 


The vast majority of women have various — 
elements of this syndrome. This is due to 
the fact that they result from basically - 
normal physiologic processes; because of - 
this it is difficult to say what is pathologic | 
and what is not. Morton(28) found 80% — 
of women prisoners in a series of 249 volun- - 
teers showed elements of this syndrome, . 
Eichner(10) in a study of nurses found . 
that 70% had symptoms but only 6.5% re- -— 3 
quested or were willing to continue treat- 
ment; also that 50-75%(11) of women 
showed this syndrome. Other studies in- 5 
dicate the percentage in all women M 
67%(22), 50%(13), 30-40%(40), 73%(26), 
and 40%(33). Pennington(32) found pre- : 
menstrual symptoms in 95% of 1,000 sub- 
jects, mainly high school and college 
students. Estimates ran from 30% to 95% . 
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depending on the intensity and type of 
symptoms, the observer, and the group ob- 
. served. Rees(33) in a study of 145 subjects 
noted 15.6% had severe premenstrual ten- 
‘sion, 24.6% moderate and 56.5% no signifi- 

cant symptoms. Lamb(26) in a study of 

127 student nurses showed that of the 92 

having symptoms, 78 (or 61% of the total) 

had depressed feelings, irritability, or 

temper outbursts. Suarez-Murias(40) in a 
. study of 107 student nurses found that 
-. 85.1% had one or more symptoms frequently 
or occasionally, 28.9% showed tension, 11% 
had frequent tension, irritability, and de- 
pression, and only 4% had no symptoms. In 
a private practice group of 100 patients, 42 
- had premenstrual tension, 4 had postmen- 
_ strual tension, and 5 mid-menstrual tension. 
— Greene and Dalton(18) found that in 84 
cases, 70 occurred in the premenstrual 
- week, 9 at the onset of menstruation, and 
p 1 at ovulation (3 had symptoms both at 
- menstruation and at ovulation). On the 
= basis of this, they felt that the name “pre- 


TABLE I 
e — Symptoms FOUND IN THE PREMENSTRUAL 
SYNDROME 
Eichner 
Greene and — Eichner 
and Waltner and 
S Dalton Rees (11) Waltner 
n (18) (34) Normal (10) 
Uy 84PTS PTS subjects PTS 
: Headache 69.5% 63% % % 
_ Nausea 29.7 37 
Lethargy 


(fatigue) 13.1 63 59 
M Rheumatism 16.7 
R Vertigo 10.6 

- Depression 6.0 80 62 


-Irritability 6.0 — 100 51 
.. Edema (con- 
gestion 6.0 73 32 72 


. Rhinorrhea 7.2 
Es Mastalgia 2.4 63 69 


"Tension 100 39 
Emotional 

. lability 56 
Anxiety 73 

Insomnia 40 
- Pruritus 40 

Marked thirst 20 

Physical 

discomfort 58 
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also raises the question of the relationship 
of symptoms to physiologic changes, and 
as to what cases should be included in 
this diagnostic group. In the discussion on 
etiology, it will be seen that it is difficult 
to fit in these cases occurring at other than 
the premenstrual period with existing 
theories, and it also raises the question of 


the meaning of the different phases of the _ 


menstrual cycle to different women. 


SYMPTOMS , 


Table 1 gives some examples of the fre- 
quency of various symptoms. The wide 
variation is typical of those reported às 
some series report on cases who have come 
for treatment and others are based on 
studies of large groups of “normal” women. 
Suarez-Murias(40) states, “It is difficult to 
say what might be considered as ‘normal 
or acceptable discomfort incident to the 
physiology of the menstrual cycle.” 

Other complaints are low back pain and 
pelvic fullness. Also reported is an M- 
creased tendency to migraine, asthma, 
and epilepsy (for a discussion of the latter, 
see the report by Almqvist in Acta Scan- 
dinavia, No. 105 which counters this latter 
observation by showing that rhythmicity of 
epilepsy occurs in both sexes and in women 
not of the reproductive age so that the pre- 
menstrual period could not be considere 
as a primary cause). Weight gain, O 
course, reflects the edema and congestion. 

Motor retardation and overactivity 9$ 
well as other behavioral patterns are 6€ 
scribed. Emotional disorders, behavior 
problems, and criminal and sexual acting- 
out may occur at this period. This is to 9° 
expected and will be discussed in [dan 
detail later. It has been stated that UU 
of the crimes by women in Paris occur 2 
this time(7). Morton(28) reported that a 
a New York State Farm for women prison 
ers, study revealed that 62% of the crimes o 
violence occurred in the premenstrual we 
and 17% occurred during menstruation. 

Dalton(8) in making a diagnosis us 
criteria such as 1. The symptoms mum. £ 
present in each of the 3 previous pis 
2. The symptoms are severe enough to. 3 
mand medical advice or relief, 2nd 7 
Occurrence at a specific phase of the 
strual cycle. 
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ETIOLOGY AND PHYSIOLOGIC CHANGES 


Theories concerning etiology are quite 
complex as symptoms are based on phy- 
siologic, especially endocrinologic factors, 
and psychiatric determinants, each of 
which affect different elements of the syn- 
drome. It must also be kept in mind that 
no single definitive theory has been ac- 
cepted, and a wide variety of factors are at 
work in this complex. 

Frank(12) in 1931 postulated a high 
renal threshold for the excretion of estro- 
gens with resultant high blood levels. An- 
other early theory was that of a menstrual 
toxin as the cause. There have been purely 
psychogenic theories of causation, but these 
are not generally accepted in psychiatric or 
other medical circles. Vitamin deficiencies 
have been implicated. Wahlen(45) and 
Cazzola(6) have postulated treatment on 
the basis that the syndrome represents an 
.XTBIC reaction to be treated by desen- 
Sitization. 

Current thought stresses hormonal and 
electrolyte imbalances. Commonly noted is 

ium retention with resultant retention 
of fluid, which leads to edema, weight gain, 

| Eh Derhaps swelling of the breasts and 
Ee Symptoms such as distention. 
_ ls may also be related to increased fre- 
quency of seizures reported in some 
l Patients, Some observers feel that sodium 
Tetention is the basic process in this syn- 
ome and attribute the bulk of the symp- 


tology to this. For instance, Eichner 


4 Waltner( 11) state, "Psychological 
p eons are not symptoms of a psycho- 
Eus. but probably the end result of a 
E 2 n retention in the higher cen- 
E the brain." Bickers and Woods(5), 

3 : and Dalton(17), Pellanda(31), 
E 13) Stress the role of water 
E n. Some Writers feel that the water 
“the lon is due to the overproduction of 
Poste diuretic factor (ADF) of the 
a Er lobe of the pituitary gland. Thus, 
> arate is a clear-cut finding in 

a Mp fon however, it does not seem 
Bes : ^ ange can be held responsible for 
E. E latric symptoms noted. This latter 
^» nt is Supported by the fact that 1. 

Y other illnesses characterized by a 
Steater degree of water retention do 
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not show these emotional changes and 2, 


Treatment of the water retention will most : 
often relieve the specific symptoms asso- - 
ciated with it but not the emotional symp- 
toms. Lamb et al(26) state, “It is also 


known that the symptoms of premenstrual 


tension cannot be accounted for on the 
basis of generalized water retention alone, 
inasmuch as some women with severe 


symptoms show no clinical evidence of 
this; edema occurring as part of other 
pathological processes is not associated 
with these symptoms; and there is altera- 
tion of water metabolism in normal con- | 
trols.” Rees(34) comments, “Dehydration | 


did not counter often symptoms of nervous 
tension, irritability, depression, and anxiety, 
This suggests that hydration is not respon- 
sible for all the symptoms of the syn- 
drome." 


E 


It has also been observed that 
women often develop symptoms of hydra- - 
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tion in midperiod without the emotional 3 


symptoms and that the nervous tension 


if hydration continues for several days(33). 
Eichner( 
Premenstrual Tension Syndrome—Fact or 


Fancy?" states, “Adequate diuresis does not — 


completely cure nor does it prevent this 


disability.” Freed and T. P. Greenhill(14) | 


18 years ago postulated that neurologic - 
symptoms were due to edema of the nerv- 


ous system, but J. P. Greenhill(19) in 1955 


states that proof of this hypothesis is lack- 
ing. 
Turning to endocrine factors, the picture 


becomes vastly more complicated due to — 


the interrelationships of the endocrine sys- 


9) in a later paper entitled “The | 


may disapear at the onset of menses even a 


| 


a 
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tem. Ovarian function has been related to . : 
this syndrome by most generally acceptable . 


theories of causation. It is known that 
estrogens, androgens, and progestens all 
increase water retention(18). Estrogens 
stimulate endothelial proliferation which 
may account for changes in the breast as 
well as in the uterus itself. Israel(23) felt 
that PTS was due to an excess of unan- 
tagonized estrogen resulting from defec- 
tive ovarian luteinization with lowered pro- 
gesterone production, Rees(33) states, 
"The general weight of evidence appears 
to be in favour of the hypothesis that the 
premenstrual tension state is associated 
with low progesterone and high levels of 


E 
4 
i 
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wnantagonized estrogen." This concept is 
commonly accepted (14, 20, 91, 98, 43). 
. Greene and Dalton(18) feel that it is the 
. estrogen-progesterone ratio which deter- 
mines whether or not symptoms occur. 
. Thus, progesterone is often used in treat- 
- ment, although Gillman(15) could produce 
- symptoms with progesterone probably be- 
cause of its water retention effect. This 
situation is yet to be definitively clarified. 
‘Lamb(26) in a careful study of 5 cases of 
PTS and 5 controls found the “endocrine 
activity within normal limits in all subjects 

ith no demonstrable distinction between 
subjects with premenstrual tension and 


.. Before discussing carbohydrate meta- 
= holism in relation to this syndrome, some of 
- the other laboratory findings will be briefly 
= discussed. Morton(27, 28) utilized vaginal 
smears, basal temperatures, and endome- 
- trial biopsies as well as urinary hormonal 
. assays. The endometrial biopsy in 22 of 23 
. patients showed proliferative or hyper- 
plastic or mixed proliferative and luteal 
pictures, rather than the usual secretory 
type. The usual midcycle rise in tempera- 
- ture associated with ovulation did not 
.— occur, and urinary hormones showed a sub- 
normal pregnandiol excretion. Three of 4 
of Israel's cases(23) showed similar endo- 
. metrial findings indicating pseudomen- 
- struation, Mukherjee(29) found anovula- 
tory menstruation in 51% of his cases. These 
_ primary findings indicate anovulatory 
- cycles in PTS. Yet what seems to be a 
-.. more commonly accepted theory is that 
“premenstrual tension is associated with 
. ovulation and should not be found other- 
wise. According to Rosenblum and his 
colleagues(36), estrogen levels do not rise 
in anovulatory cycles as they do in ovula- 
tory cycles. Greenblatt(16) states, "One 
F idea which finds general acceptance is that 
-— menstrual molimina occurs as a forerunner 
of ovulatory menstruation and is not as- 
sociated with anovulatory menses." Bickers 
and Woods(5) found a well developed 
secretory phase on endometrial biopsy and 
state, "It appears the symptoms occur only 
in those patients who ovulate and who have 
j active corpus luteum function.” These tests 
are briefly discussed in view of the state- 
ment by Stewart(38) that premenstrual 
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tension and accompanying mental changes 
can be verified for legal purposes by the 
above laboratory procedures. In general, 
these tests indicate the presence of ovula- 
tion and seemingly have not been corre- 
lated closely to the syndrome under dis- 
cussion(36). 

Carbohydrate metabolism is an impor 
tant topic for consideration here, inasmuch 
as it has been implicated in certain medi- 
colegal aspects which must be clarified, 
because of the statement(38), regarding 
lack of mental responsibility, that “spon- 
taneous hypoglycemia suggests the pos 
sibility of proof after the event” and that 
mental changes in PTS are a result of 
hypoglycemia. Changes in carbohydrate 
metabolism have been observed frequently 
in PTS, and one encounters the terms, 
‘hypoglycemia’, ‘relative hypoglycemia, 
and ‘subclinical hypoglycemia’ as welt | 
increased glucose tolerance. Suarez-Murias 
(40) states that there is a steady decline in 
blood sugar several days prior to men- 
struation with a return to normal within 
24 hours after the onset of flow, with à 
flattened glucose tolerance curve. He givet 
as a typical example of a fasting blo 
sugar the following readings—107 mg% at 
mid-interval, levels of 94, 90, 88, and 82 on 
successive days prior to menstruation an 
104 mg.% postmenstrually. Thus, althou 
there is a drop in the blood sugar level on 
the premenstrual period, the levels remain 
basically within the normal blood sugar 
range. This has been reported by other 
authors, but no definitely hypoglycem? 
fasting blood sugar are described. Morton 
(27) reports that in 16 of 23 cases, ther 
was an increased glucose tolerance wi ; 
the typical picture being a flattened s 
*plateau" curve. A typical finding of bs 
ton(27) was 90 mg.% at the start, l od 
X hour, 104 at 1 hour, 90 at 2 hours, 8 nt 
3 hours and 74 at 4 hours. These curves - 
dicate a lower level of functioning Ypi 
he terms “subclinical hypoglycemia T 
fasting blood sugars also were n der 
slightly lowered. The point to be made 
is that this “relative hypoglycemia 15 M be 
mild and does not represent what WOU, ch 
clearly diagnosed as “hypoglycemia b 
would then account for emotional an 
havioral symptoms found in 


be 
, The 


Ad 


ordinary criteria for a diagnosis of hypo- 
glycemia per se would demand much lower 
sugar levels as well as the necessary clinical 
picture, Certain of the symptoms of PTS 
may be related to these mild carbohydrate 
changes—increased appetite, fatigue, weak- 
hess, sweating, tremulousness, etc. The 
question of hypoglycemia has been dis- 
cussed by Rennie and Howard(35) who 
found such curves very common in person- 
ality disorders and that when the person- 
ality disorder was corrected, there was a 
change in the curve to the more usual 
levels. They state, “It has been our im- 
Pression that this hypoglycemia during a 
glucose tolerance test in otherwise normal 
persons is more common in those of 
asthenic habitus and of rather tense per- 
sonality pattern." Lowered-glucose toler- 
ance curves of a non-specific nature are 
common findings and are often encountered 
1n emotional. disorders. Whitehorn(46) 
found no cases of hyperglycemia in 958 
mental patients, but 44 had sugar levels 
below 80 mg.%. These findings are in keep- 
mg with Selye’s work on stress. Suarez- 
Marias states that “the plateau type of 
ei tolerance curve might be considered 
ki € incidental to tension and depression 
D eomed Stress.” Alexander and Portis 

ey ‘ound Similar and lower glucose toler- 
và Curves in a variety of personality 
Pes, both in males and females. Thus sub- 

many qu Doglycemia is a reflection of 
E x erent states; it is not a cause of 

if an tes and the symptoms produced, 
dw His mild. Thus, if one found a 
aye clear-cut hypoglycemia in a patient 

euo dap [e strua] tension, it would seem 
able not to attribute the hypogly- 


Cemia to b 
9, but to evaluate it as one 
Would any Such finding. 


PSYCHIATRIC CORRELATES 


Oe relationship of mental symptoms 

DURS ed with caution and discretion. 
RN States that while bodily 
= count for most of the symptoms 


by een, Patient's reaction is determined 


í 


System and homeostatic 


mechanisms. 
b. Personality type. 
2. Degree of general stability 
a. General life adjustment 
b. Personality reaction 
c. Incidence of neurotic and 
sonality disorders." 
He feels that neurosis or emotional i 
stability in itself does not account for th 
syndrome. Many neurotics do not hay 
these symptoms ; but of those that do, “t 
more severe the neurosis, the greater is 
intensity of premenstrual tension sy 
toms.” Since the syndrome is basically phys- | 
iological, women with little or no overt 
neurosis can have some of these symptom: 
quite severely. Table 2 illustrates the 
findings. " 


TABLE 2 


P 


per- 


NORMALS AND NEUROTICS 


Degree of 61 
Tension Normals 
None 78.7% 
Moderate 16.4 
Severe 5 


Tue INCIDENCE or PREMENSTRUAL TENSION 
RELATED ro Decree or Neurotic 
CONSTITUTION 


Degree of Degree of Premenstrual Tension 
Neurotic Constitution Nil Moderate Severe — 
or mild i 
Nil 76% 17% . 7% fi 
Mild 56 36 8 
Severe 15 48 37 4 
Variations of psychodynamic processes | 


and ovarian activity from the psycho- 
analytic standpoint have been investigated ' 
by Benedek and Rubenstein(3, 4). Cooke - 
(7) points out that women who have a | 
fear of becoming pregnant often have - 
severe premenstrual tension. Lamb et al - 
(26), by carefully studying normal and — 
controls, including EEG. records, reported 1 
that there is no indication that the be- . 
havioral manifestations of premenstrual — 
tension reflect directly alterations in the 
cranial neurophysiology so measured, and - 
also that * 
there appeared to be some definable differences 
in behavior other than the premenstrual mani- 
festations differentiating the two groups. The — 
subjects with premenstrual tension 

more marked emotional lability 


216 
their cycles and in general were less assertive 
individuals. 
. Suarez-Murias (40) states that 
The psychologic aspect of premenstrual tension 
seems related largely to the manner in which 
the patient accepts psychically the menstrual 
function and also to the manner in which the 
patient unconsciously utilizes the menstrual 
function to express distress about pressing 
environmental situations of life, difficult inter- 
.. personal relationships, or about her own atti- 
— tude concerning being a woman, or even about 
the fact of existence. 
- — He feels that personality type and environ- 
Ss setting are the real factors in the 
n 


] 


-psychologic manifestations of premenstrual 

"tension. Israel(22) states, 

.— Irrespective of the exacting mechanism, it can- 
- mot be denied ; because of the nature of the 
— symptoms, that emotional disturbances and 
- psychogenic traumata not only aggravate the 
"symptoms, but evoke additional ones. 
= The independence of the psychiatric symp- 
_ toms from the physiologic symptoms are 
commented on by Greene and Dalton(17) 
. at times of stress, symptoms become unbear- 
a able and of increased severity, whilst when life 

flows along like a song, the symptoms decrease 

- or may pass by unnoticed. 
-.. Veit(44) comments that premenstrual ten- 
sion is often encountered in psychiatric 
conditions, especially in hysterical person- 
. — alities. 

These comments are quoted to bring 
home this point-the emotional reactions 
to stress depend on the personality and not 
- upon the stress. This is a general state- 
ment subject to exceptions not especially 
| pertinent here. The premenstrual syndrome 

is based on a physiologic stress of mild de- 
-.— gree which occurs within relatively narrow 
limits to all women. Nonetheless, the indi- 
vidual’s equilibrium is affected and the 
woman may be subject to various unpleas- 
ant bodily feelings as described previous- 
ly. It would be reasonable to anticipate that 
any emotional symptoms, especially those 
of the "neurotic" variety would be aggra- 
vated during this period. The same indi- 
vidual may show the same emotional symp- 
toms under stress of other kinds—domestic 
difficulties, illness of a husband, etc. In 
general, emotional reactions and behavior 
would correlate with the basic personality 
type rather than with the endocrine 
changes themselves. 


T 
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Impulsive-hysterical individuals, indi- 
viduals with antisocial personalities and 
other personality disorders, etc., would be 
expected to get into behavioral difficulties 
more during this period than otherwise and 
this is confirmed by numerous reports. 

It might be helpful at this point to con- 
sider comments in the literature on the 
relationship of premenstrual tension and 
mental disease. Since the endocrine system 
can reflect mental conditions, variations in 
the menstrual pattern of women have long 
been found. Allen and Henry(2) studied 
the menstrual pattern in 100 psychiatric 
patients which in general showed many 
variations but in no consistent pattern. 
Hypomanie patients sometimes show 
more profuse menses, and severe depres- 
sions, scanty menses. These findings, of 
course, have little to do with the disease 
itself. Gregory(21) states, "In fact, it is 
more probable that the endocrine changes 
in psychotics are a sequel to, rather than 
a causative factor in their illness.” Strachan 
and Skottowe(39) showed that psychiatric 
patients showed menstrual abnormality 
more than gynecological patients but that 
those abnormalities were not considerable. 
They noted that 19% of a group of mostly 
schizophrenic patients showed exacerba- 
tions of symptoms at the menstrual perio 
(not the premenstrual period). Suarez 
Murias(41) found 48% of a group of 4 
women in a mental institution had d 
but only 11.2% of a group without ment 
disturbances, 

It has been a common observation that 
many psychotics, especially schizophrenm 
show exacerbations of symptoms during is 
premenstrual syndrome and easing o ne 
the onset of bleeding. Of psychiatrists CO ; 
sulted who have had extensive experien? 
in state hospitals and elsewhere, none n 3 
recal a case where an individual ha ‘ 
premenstrual psychosis with no basic psy 
chotic personality between periods. f 
example of this, though, is the case 
Knaus(25) reported by Gregory. EU. 
scribed a schizophrenic woman W ei 
marked psychosis appeared with each AT) 
strual period. Williams and Weekes( i 
reported on 16 cases with psychotic Eo 
sodes during the premenstrual pe anio 
These episodes resembled either ™ 


forms of manic-depressive psychosis or the 
catatonic form of schizophrenia. 
The relationship of severe mental disease 
| and premenstrual tension is clearly dis- 
cussed by Israel(22), 
Certain bizarre manifestations, including psy- 
chotic episodes and epileptiform seizures, have 
been attributed to premenstrual tension, be- 
cause they were observed to occur premen- 
strually in recurring fashion. The woman who 
develops a psychotic episode, however brief, 
in the course of one of her customary bouts of 

premenstrual tension must not be assumed . . . 

to be exhibiting merely psychologic manifesta- 

tions of an emotionally disturbing illness . . . 
! such singular symptoms as evanescent psy- 
chotic episodes and epilepsy must be carefully 
i scrutinized and the patient regarded as having 

a more serious illness than premenstrual ten- 

sion, 

Gregory (21) in discussing menstrual psy- 
chosis (including premenstrual psychosis) 
l concludes, 

It is evident that the concept of a menstrual 
psychosis can now be abandoned. No convinc- 
ing evidence has been produced to show that 
^uid an entity exists. This view is now re- 
iua current textbooks of psychiatry and 
Thus, it would seem that emotional 
pron: are not correlated with the other 
| s Ch changes in the syndrome and 
ed changes as edema or toxic influ- 

i, ecause of the stress associated with 
iscomfort of PTS, personality devia- 


) tio; 
l ds may be more marked, and so one sees 
Picture of a bloated, uncomfortable 
Woman, 


| culty Rte, erhaps nauseated, who has diffi- 
| ce cac o de her clothes and who is 
Ed usually nervous, tense, anxious, 
menta] ch and irritable, However, severe 

Cases of M requiring treatment is rare ; 
Premenst clearcut psychoses restricted to 
Usual, iat periods are extremely un- 
psychosis ce PTS is so common and since 
it can ha dl association with it is so rare, 
other, tdly be said that one causes the 


um 


SOME LEGAL 
TENSION 


A ^ 
ine ned earlier, this syndrome has 
: Primari] subject of interest in legal circles, 
l responsibil regard to questions of mental 
Physic, lity. It is therefore possible that 
ans, including psychiatrists, may be 
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called upon to evaluate cases of PTS. Fo 
this reason, a more or less general pi 
of PTS has been presented, correlati 
various aspects of PTS which have usual 
been described in specialty journals. 

Oleck(30), a prominent legal educator, 
has stated, č 
In terms of law, premenstrual tension with its 
periodic hypoglycemia is analogous to te! 1- 
porary insanity or incompetence with one 
critically important difference in the case o 
premenstrual tension, at least. Temporary. 
competence or insanity is primarily a matte 
of subjective evidence, is very difficult 7 
prove ; and is easily subject to abuse as a ru 
of law. Premenstrual tension, on the oth 
hand, may well be a matter of objective 
evidence, not too difficult to prove, if it exists, - 
and can be verified by scientific tests after 
event as well as before. 

In contrast, therefore, to the accept 
mental conditions that exclude legal respon 
sibility, as in the case of the insane crimi 
the investigation of the causational aspects o 
crime in cases of premenstrual tension, shoul 
be based primarily on the medicolegal ra 
than the psychiatric criteria. These latter fa 
largely remove premenstrual tension from 
legal area of subjective and emotional argu- 
ment into the area of provable fact, subject - 
to searching tests according to the establish 
rules of evidence. 

Stewart (38) echoes this view. 

From the preceding material, it can be 
seen that there is little to support th 
views. Firstly, the premenstrual tension 
syndrome is one in which the laborato 
tests, to this time, have been of little value 
Greene and Dalton(17) state. “Unfor- 
tunately there is no test to assist the diagno- 
sis of premenstrual syndrome ;” and they 
add, “today the recognition of this sy 
drome must depend on the intelligence ot | 
the patient, or her doctor." 5 

Actually the problem is not one of diag 
nosis. If one examines thoroughly enough, 
one can pin this label on most women. A 
more pertinent question is “Does a diagno- - 
sis of PTS have any meaning in evaluating 
mental status ?” To show that a woman has. 
physiologic changes that half of the female - 
population also has is of not much value. | 
It is even less useful, in fact totally mis- 
leading, to try to correlate a procedure 
such as a vaginal smear with a person's 
gal responsibility. Like most other 


tions, evaluating emotional and behavioral 
aspects of a person requires expert evalua- 
tion. The question of mental responsibility 
would be evaluated in the ordinary man- 
mer, and if PTS seemed to be intimately 
related, then one could use all the findings 
to understand the clinical picture more 
_ accurately. 
- As far as the question of hypoglycemia 
With resultant "temporary insanity" is con- 
_ cerned, it would be quite rare, on the basis 
of what has been described, to expect one 
to make such a correlation. Indeed, even 
- checking for it seems not indicated unless 
one can obtain a history of hypoglycemic 
apa d. to eating, relief 
of symptoms with food intake, perhaps 
transient hemiplegias, aphasias, confusion, 
B terence, minor or major convulsive 
_ Seizures, and periods of coma. Blood sugars 
d glucose tolerance tests with possible 
. reactivation of symptoms during the latter 
would confirm this diagnosis. For practical 
yurposes, this avenue of inquiry is not 
kely to be productive. 
. Thus, for medicolegal purposes, PTS may 
_ be related to emotional changes, the degree 
of which would be measured by usual 
- standards. Since there are mental changes 
_and since PTS has been brought to the at- 
tention of lawyers, it is probable that psy- 
chiatrists may be called upon to testify in 
_ cases where the defendant pleads “not guil- 
ty” by reason of temporary insanity due to 
PTS. There are some yardsticks which may 
be of help in evaluation. The idea of a 
single episode of “temporary insanity” 
. unassociated with any other findings would 
be a doubtful one. An individual showing 
indications of acute psychotic reactions at 
this time should show a basically sick per- 
‘sonality (see the earlier statement by 
Israel). Another element which should be 
found is a history of periodicity with similar 
- symptoms during each premenstrual period 
i over a period of time. Thus a woman 


might be shown to have had paranoid 
_ episodes in the week before menses over a 
_ period of years; it would be expected that 
some supportive evidence should be found 
_in previous medical records. Subsequent to 
the criminal act, careful psychiatric exam- 
ination during the premenstrual period 
should show corroborative evidence. Find- 


ing endocrine evidence of premenstrual 
tension would not be corroborative. 
As intimated in this paper, evidence for 


“temporary insanity" would most likely be | 


lacking, and the individual would be held 
responsible in the absence of definite psy- 
chiatric disease. It is possible, however, in 
some cases, these concepts might be used in 
arguing mitigating circumstances, especial- 
ly since it would be most often a matter 
for the jury to make final decisions on the 
question of the relationships. 

One more point should be mentioned— 
PTS is a treatable syndrome, and numerous 
regimes have been reported in the litera- 
ture, especially in general medical and 
gynecologic journals. Morton(28) showed 
how treatment in an institutional setting 


alleviated many behavioral problems. 
Treating the physiologic symptoms often 


eases the emotional symptoms; the con- 
verse does not seem to hold true. It might 
be expected that, the greater the degree of 
character or personality defect, the less 
likely drug therapy would help. Thus in 
cases of young women with temper tan- 
trums or acting-out in premenstrual periods 
(in which there is no question of ment 
responsibility), a recommendation of treat- 
ment might result in easing various soci 
problems. Therefore, psychiatrists working 
for juvenile courts, girls detention homes, 
prisons, etc., might keep this syndrome mM 
mind. 
SUMMARY 


Various aspects of the problem of the 
premenstrual tension syndrome have been 
discussed—from medical, psychiatric, an 


legal viewpoints. The syndrome has been - 


defined with comments on frequency i: 
symptoms with some elaboration on phys 


iologic changes and theories of etiology: : 


This in turn has been correlated as muc 
as possible with psychiatric findings, 2n 
lastly the relationship of the syndrome to 
legal considerations has been briefly 
cussed. 
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OTTO F. EHRENTHEIL, M.D.? 


Overholser(1) has compared the history 
- of psychiatry during the last hundred years 
with a pendulum, swinging between so- 
matic and psychologic viewpoints of the 
cause and treatment of mental diseases. 
"Thus, overemphasis on the psychodynamic 
explanation in the recent past has given 
_way to the present revival of physiological 
- views. For example, the preface of a recent 
textbook of psychiatry states: 
B Mental diseases are caused by physical dis- 
orders and they respond to scientific medical 
treatment the same as all other diseases, in 
consideration of the special nature and the 
function of the brain and the nervous system. 
If mental patients are to be treated properly, 
- as medical and not as psychological problems, 
_ the fundamental rules of medicine must be 
applied. In order to do this, it is essential that 
they be treated as medical problems, not as 
, mental cases as in the past(2). 


d a multiple etiologic conception of 
pru disease was propagated as early as 

50 years ago by Adolf Meyer. As summa- 
tized by Stanley Cobb(3) Meyer 


. insisted on thinking of the individual and 
- of all of the pertinent facts related to that 
_ person—his genes, the lesions he may have 
lin his cerebrum, his chemistry, his hormones, 
his social situation, his economic situation, and 
his psychologic experiences. He then would 
_ make a summation concerning this individual, 
showing a concatenation of events at a cer- 
tain point in time. 


UP M TTE E 


. The purpose of the present paper is to 
_ show that one group of these causes, the 
- pathologic-physiological, produces the dis- 
turbance in mental functioning which al- 
lows a break with reality; while another 


l This study is part of a project supported by a 
"research grant from the National Institute of Health, 
LU. S. Public Health Service. 

? 2 Physician, Medical Service, VA Hospital, Bed. 
ford, Mass.; Clinical Instructor in Medicine, Tufts 
"University School of Medicine. 
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“THE METHODOLOGICAL IMPORTANCE OF DISTINGUISHING 
TWO SEPARATE CAUSAL CHAINS WHICH TOGETHER 
PRODUCE THE CLINICAL PICTURE OF PSYCHOSIS* 


group of causes, the psychodynamic and 
social motivations, determines the direction 
which the psychotic deviation will take. 
The two avenues of research examine two 
different, but equally important, parts of 
the clinical picture of psychoses. This de- 
lineation of two groups of causes should 
not be misinterpreted as a revival of the old 
body-mind problem. Malamud(4) and 
Cobb(3) and many others have clearly 
indicated that the “unwarranted dichotomy 
of mind and body” should be discarded. 
Thus Cobb(3) points to the fact that no 
biologic process occurs without changes 
in metabolic chemistry, in electricity and 
in structure of cells and tissues. Thinking, 
listening, seeing, talking, feeling are all 
biologic processes taking place in the 
brain, the organ of the mind. Accordingly, 
he pleaded for the avoidance of words 
like “organic” and “functional,” "chronic 
organic states,” “functional psychosis,” ete. 
and noted that “all function is organic, so 
the slang use of the terms ‘organic Or 
‘functional’ is meaningless." 

However, though Cobb's analysis is gen- 
erally accepted, we all, including Cobb. 
distinguish between a paralysis of an arm 
due to a gunshot injury of the brachial 
nerve and a hysterical paralysis of an arm. 
This author agrees with Cobb that the 
latter should not be called a “functiona 
paralysis, but it may be called “psycho- 
genic,” even though we know that every 
psychic process is at the same time 4 
metabolic process of the brain cells. 

Curran and Partridge(5) would have us 
distinguish 3 groups of causes of menta 
disorders, namely : psychological, physical, 
and constitutional. They emphasize that 
while all 3 groups of causes are present in 
all mental disorders, one of these groups 2» 
often predominant. These two British PSY” 
chiatrists use many examples to suppor 
their view. For example the hallucinations 
of a severe case of typhoid fever are DIO" 
duced (a) by the physical condition (ty 


phoid fever), (b) by constitutional factors 
(an equally severe case of typhoid fever 
may not develop hallucinations in a patient 
with a different endowment of hereditary 
factors), and (c) the hallucinations of 
patients with typhoid fever will be very 
different since the individual psychological 
life experiences are reflected in their par- 
ticular kind of hallucinations. 

While the distinction between the physi- 
cal and constitutional causes is certainly 
valid, it is clear that this distinction repre- 
sents only a more detailed analysis of the 
physiological causal chain. 


l THE TWO CAUSAL CHAINS IN ORGANIC BRAIN 
| DISEASE $ 


Research in the area of organic brain 
diseases has understandably emphasized 

e pathologic-physiological chain of events 

Which produces a general disturbance in 

the mental functioning evident also in some 
negative” features of the clinical picture, 
eer of memory. On the other hand, 

| uM few notable exceptions(6) little 
E has been directed to psychodynamic 
P» ysis of the psychotic phenomena in 
E brain diseases, Yet, studies of the 
oe Psychodynamic background does, 
1 1n organic brain diseases, reveal why 


| 
the patient ha i 
S h ticule i i 
i 1 =; = 1s par icul ar hallucinations 


s T he two separ ate causal 
chains are ill ] 
p * Wustrated y B i 
n b the following case 


à with constitutional hypo- 
on: 1 lt ei: 
ppm athe developed organic brain 
"ed m Where the contents of his hal- 
teactions o d delusions appear to be 

ons to his hypogonadism, 
CASE HISTORY 


€ VA (neuropsychiatri i 
M a ropsychiatric) Hospital, 


Spital on 
aled no kn 


World wot ri in the U.S. Army during 
Overseas, He has p ll months, and served 


4 
.. ad veen i 
| hi has no children, A eae over 35 years, 


e ding to the patient, 
at bith, Hoon’ Pregnancy, but the child died 
8 Log, " 
Piper T brain lesions are not 
I lobe, 6f. When located 


OWever, the 
temporal | 
Pictures. * prod 


ansfer from a general 
October 4, 1956. His 


ER., 
T uie e years old, white male, was ad- 
| own childhood illnesses. 


wife has denied this, 


dealt with in this 
in the frontal or 
uce characteristic psychiatric 


F. EHRENTHEIL 


stating that she has never conceived. ' 
patient was a shoe worker for 40 years. 
was apparently quite well until he was ; 
years old, when he had his first admission to 
a general medical and surgical VA hospi 
with complaints of weakness and some pain 3 
the legs and joints. Diagnosis at that time: - 
l. Arteriosclerosis obliterans of both lo 
extremities. 2. Generalized arteriosclerosis. 3. 
Generalized osteoarthritis. 4. Obesity exo. 
genous. 5. Hypogonadism. A psychosis 
not evident. 

He was readmitted on October 1, 1956. 
had not worked for about 2 years. A histo: 
was rather difficult to obtain as the patient w 
obviously changing his past and present 
tory, and was quite confused. He was of th 
opinion that Superman visited him every day 
and that Superman and he flew off toge 
and then returned. He also stated that his 
family physician gave him pills to make him 
sick and die so that the doctor could mari 
his wife. A diagnosis of cerebral arterioscleros 
with psychosis was made, and he was tra 
ferred to this hospital on October 4, 1956. 

He was sent directly to the acute medi 
ward because of his weakness, He had a rapid 
not quite regular, pulse. No pulse could be feli 
on the dorsalis pedis and posterior tibial ar: 
eres on either extremity. There was marke 
hypogonadism manifested by absence of bearc 
and mustache, by female distribution of fat, 
very small testicles, and small penis. T. 

Laboratory findings : An EKG showed atrial 
flutter-fibrillations. A spinal fluid examination 
was completely negative. X-ray of skull showed 
no pathology. A pneumoencephalogram showed — 
diffuse cortical atrophy. Electroencephalo- - 
gram showed some asymmetry, but was re- — 
garded as within normal limits. 

Course in the hospital : During the first few 
days he had sudden weak spells wherein he 
fell to the floor, and when seen by the nurses — 
his pulse rate was 64 but weak, and the blood | " 
pressure was 142/90, A presumptive diagnosis 
of Adams-Stokes syndrome was made. He was ~ 
placed on digitalis therapy because of the atrial 
flutter-fibrillation. He reverted to normal sinus 
rhythm after digitalization, and the weak 
spells did not recur, 12 

The patient appeared confused, showed 
marked memory defects and delusions. He — 
did not know his birthday and was disoriented | .— 
as to time and place. He thought that it was 
the year 1936 and believed that he was 16 — 
years old, that he got married before the war ` 
and when he came back his wife was married — ' 
to another man, his cousin. He changed the - 


“story later and said that he had been living 
_ with his wife for 6 years, that he had sexual 
- intercourse and it was satisfying to him but 

not to his wife, because his penis was too 

small and his wife wanted to have a “bigger 
one," and that this was the reason she liked 
other men. He talked about his “ex-wife.” He 
. stated that he is not interested very much in 
sex life because he has "a very small one." 
‘He said that he is unhappy here, believing he 
is in prison, and wishes to go home. When 
- asked where he wants to go as he had just said 
that his wife is living with another man, he 
‘said, “I wish to go home to my folks" He 
also said that he was killed 6 years ago and 
_ that he had been Superman after that, or that 
- he is visited daily by Superman, that he flies 
- every evening with Superman through space, 
. and that he returns later to his bed. He men- 
-tioned that his wife married him to get his 
- ene million dollars. 
D. Jt was noted that the patient on some days 
talked very lucidly, and on other days he was 
- very confused. The signs and symptoms of the 
- brain disease in this patient are consistent with 
early vascular disease, as well as with a 
_ degenerative disease of the brain such as Alz- 
heimer's. 


- The official, established diagnoses read 
as follows: 1. Chronic brain syndrome, 
- associated with arteriosclerosis with psy- 

. chotic reaction, manifested by confusion, 
. marked memory defect, childishness, de- 
. lusions, disorientation, etc. 2. Testicular 
hypogonadism. 3, Proxymal atrial flutter- 
- fibrillation due to unknown cause. 4. Cere- 
- bral cortical atrophy, generalized. 


Discussion 


The patients ideas, e.g. that he had 
impregnated his wife, his hallucinations 
.. and delusions that he is a friend of, or he is 
... himself Superman, are most probably wish- 
. phantasies of a man with an organic in- 
= feriority of his genital apparatus, who may 
. have been hurt in his self-esteem by this 
fact. We do not know whether he had these 
ag phantasies as pleasant day-dreams before 
_ .he became mentally sick, but we do know 
= that he worked in the factory until 2 years 
= before his last hospital admission. The 
3 hypogonadism which existed all his life is, 
| in my opinion, the key to the explanation of 

the psychodynamics of the psychiatric pic- 
. ture. However, the patient did not become 


psychotic due to his hypogonadism, but 
became psychotic only after the brain 
cells were damaged by diffuse atrophy of 
the brain, The organic brain disease is re- 
sponsible for the fuzziness of his thinking, 
for impairment of his judgment, and im- 
pairment of his alert consciousness, so that 
he was no longer able to distinguish be- 
tween reality and wish-fulfilling phantasies. 
The study of psychodynamics, rooted in 
personality and life experience, shows the 
unobtainable wishes for which the halluci- 
nations and delusions bring fulfillments and 
explains in this way the direction to which 
the hallucinations and delusions of this 
patient gravitated. 

In other words, the investigation of the 
psychodynamics in this case and similarly 
in other organic brain syndrome patients 
will throw light on the reasons why these 
patients have their particular kind of hal- 
lucinations and delusions, but it will not 
explain why hallucinations and delusions 
appeared at all, or how it became possible 
that the break with reality occurred. These 
latter events were due to the pathologic 
physiological causal chain which represents 
the etiology of the organic brain disease; 
the loss of brain function will contribute to 
the psychiatric picture the “negative ele- 
ments like loss of memory, inability to pe 
form simple mathematical tasks, etc. These 
negative elements will vary from aa 
patient to the other in degree, but will 
otherwise similar in various patients. 
positive elements of the psychiatric picture 
the preoccupations of the patient, his | " 
lucinations and delusions, are determin®” 
by his whole psychodynamic and so 
historical background. 

The distinction between these two 
chains can be made clinically in the 
stages of organic brain diseases. 
vanced deterioration, the personality 9 then 
patient is extinguished, and he is 
only a "vegetable." E 

The observation that the two c^ 
chains may (a) at times enhance jatric 
other so as to produce the psychia at 
breakdown sooner or in more severe a di 
and (b) sometimes may counteract ng 
other, so as to prevent the psy" i 
breakdown or make it milder, oe the 
detract from the basic separateness ° | 


" 


causal 
earlier 
In ad- 


bro causal chains. Rothschild(7), e.g., ex- 
‘amined the role of the premorbid person- 
in arteriosclerotic psychoses and 


i 


A study of the clinical-anatomic relation- 
Ships in arteriosclerotic psychoses reveals 
mumerous inconsistencies, which indicate that 

persons vary greatly in their ability 
to withstand (the effects of) cerebral damage. 
The observations suggest that individuals who 
@e in any way handicapped psychologically 
ate highly vulnerable to arteriosclerotic psy- 


Neustadt(8) expressed the same obser- 
more optimistically and pointed out 
integrative forces of the person- 

fight the organic disease. The will to 
Organic impairment of the brain 

is very dependent on the person- 

gn gei able to function 

1 Y well until their death, even 
though the brain showed at autopsy very 
EN changes of the kind usually found 
senile dementia, and conversely in some 
Severe cases of senile dementia pathologic 
anatomic findings are comparatively slight. 
Writer( 9) in discussing the differ- 
Snosis of dementias in aged per- 

Sons, cautioned that one should not rule out 
Osis of organic psychosis when the 

RE Symptoms are precipitated by an 
pont since the death of a near 
E 9r example, may suddenly de- 
e will to fight the effects of the 
o brain disease, 
ferentiation of two separate causal 
p Produce the total clinical pic- 


el Psychosis is by no means new; As 
ago as 


1884 th i 
ohn : e great neurologist 
en, nghi Jackson(10) delivered a 
in London C Boyal College of Physicians 
in which he pointed out that the 


h menta Symptoms like illusions, 
tions, del 
i ict are Not pr 


n the Contrary, they are the out- 
| of activity of de jones € 
$ ig Pathological process, they 
Attest state. ^ Oen of the patient's then 
EN 5 E n e lower level of evolution" 
evolution x E 7 highest level of cerebral 

ase (diss ered functionless by dis- 


Olution). To quote him literally : 


The patient's illusions, etc. are not caused 
by disease, but are the outcome of activity 
of what is left of him (of what disease has 
spared), of all there then is of him ; his illu- 
sions, etc., are his mind. 


Again, in a paper in 1894 Jackson(10) 
concluded that one must not speak crudely 
of disease causing the symptoms of insanity, 
Popularly the expression may pass, but, 
properly speaking, disease of the highest 
cerebral centres does not cause positive 
mental states, however abnormal they may 
seem. Disease only causes the physical 
condition for the negative element of the 
mental condition, defective perception, less 
reasoning power, less adaptation to present 
surroundings, and absence of the “finest” 
emotions. The positive mental element, say. 
an elaborate delusion, however absurd it 
may be, signifies activities of healthy nerv- 
ous arrangement, going on in what has re- 
mained intact of the next highest cerebral 
centres (after the normally highest centers 
are destroyed or out of commission by dis- 


ease). 

It ‘outa be emphasized that the general 
principle of the separate existence of the ' 
two causal chains in organic brain disease 
does not depend on the correctness of Jack- 
son's particular asumption that hallucina- 
tions and delusions are due to the surviving 
centres of the brain and not to the insanity. 


THE TWO CAUSAL CHAINS IN PSYCHOSES WITH- 
OUT KNOWN STRUCTURAL PATHOLOGY 


On the basis of the above discussion the 
question may be asked whether two sepa- 
rate causal chains may not also be assumed 
to be present in so-called “functional” 
psychoses. Investigations of physical, chem- 
ical, enzymatic, genetic, and other factors 
may uncover a malfunctioning of the brain 
cells e.g. in schizophrenics which, in turn, 
may result in faulty perception, a fuzzy 
thinking in general leading to the possi- 
bility of appearance of hallucinations and 
delusions, and thus a break with reality. 
The psychodynamic approach, on the other 
hand, may uncover the other causal chain, 
namely that which explains why the 
patient has his particular psychotic symp- 
toms. Raising this viewpoint does not di- 
minish the great importance of research on 
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disturbed thinking and behavior, nor does 
it imply the body-mind problem. Inquiry 
in the realm of psychodynamics is just as 
important as research in the realm of 
pathophysiology of the brain tissue. A per- 
sonal recollection of Ophuijsen(11) may 
be of interest in this connection. Ophuijsen 
visited Sigmund Freud in the summer of 
1927. The then well-known endocrinologist 
Steinach was also present when Freud said, 


. ... I am finally convinced that one day all 
‘these disturbances we are trying to under- 
stand will be treated by means of hormones 
and similar substances. I am glad it is not yet 
- that far, as it gives us the opportunity of in- 
vestigating what might otherwise be over- 

. looked. 


. The frame of reference to which a parti- 
cular research paper belongs should be 
. clearly distinguished. That this is unfortu- 
nately not always done was shown recently 
in an otherwise very interesting and excel- 
lent paper by Opler( 12). He introduces his 
article quoting a notion of Harry Stack 
Sullivan that schizophrenia is “not a disease 
but a way of life," adding that this was a 
"profound remark.” Then Opler proceeds 
to report his studies on 30 Irish and 30 
Italian schizophrenic patients. Before 
studying the patients themselves, field sur- 
veys of Irish and Italian family life in the 
section of New York City whence the 
patients came, were made. Each ethnic 
group showed a clear and consistent pat- 
tern. The Irish family tends to be domin- 
ated by the mother ; the father is often a 
weak and shadowy figure. The mother, as- 
suming most of the major responsibilities, 
may treat her sons as “forever boys and 
burdens.” In the Irish home active expres- 
sion of emotions is frowned upon; sexual 
feelings are clouded with conceptions of 
sin. All this is reflected in the personality 
of the male offspring. The Irish male is apt 
to be quiet, repressed, shy or fearful of 
women and, as his literature attests, given 
to fantasy as an outlet for his emotions. 
The Italian home is an almost total con- 
trast. The dominant figure is the father. He 
rules the family with a sometimes benevo- 
lent, sometimes rough hand. Emotions and 
passions are allowed free expression. Little 
or no sin or guilt is attached to sex. As a 
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CLINICAL PICTURE OF PSYCHOSIS 


result the Italian male is proverbially ex- 
citable, given to acting out his emotions 
and sometimes hostile to his father and 
older brothers (to whom the father may 
delegate authority over him). 

Opler now finds that the psychiatric 
patterns which the two groups of patients 
show are very dissimilar. To quote directly 
from his summary : 


We see the Irish patient fearful of females, 
low in self-esteem, tortured by feelings of 
guilt and inadequacy, sunk in paranoid de- 
lusions. We see the Italian schizophrenic, on 
the other hand, hostile to male figures, overtly 
homosexual, extremely impulsive and excitable, 
subject to moods of depression or uncontrolled 
elation, sometimes assaultive and destructive. 
Each of these patterns bears the imprint of 
the underlying family experience and pattern 
of stress, 


Both groups of Opler’s patients were 
schizophrenic, and even if we admit the 
probability that schizophrenia may repre 
sent a group of several diseases, this will 
not explain the difference. There certainly 
does not exist an Irish schizophrenia dis- 
tinguished from an Italian schizophrenia. 
But their exist two separate causal chains 
which work in both groups. The bo 
logic-physiological causal chain is probably 
identical in all of Opler's patients. It DI? 
duced a malfunctioning of the brain C67 
resulting in faulty perception, fu 
thinking in general, and in this hr 
lowed the break with the reality. But v 
lers studies show dramatically how di 
different psychodynamic background Er 
two ethnic groups produced the stri à 
dissimilarities in the florid symptoms 


ases the 
caus 
d, one 


cannot ignore—as long as the etiology 5 
the so-called functional psychose ail 
known-the possibility the X Jc 
chains may not be as independent in "e 
psychoses as in the organic brain 3 
dromes. There exists, in particular, d 
sibility that physiological changes CV 
intensive emotions, e.g. an accumula 13), 
adrenochrome or other metabolites( k 
may produce the somatic conditions "^. ept 
brain tissue, which in turn may rep" 


| 


- toms, hi 


Ly peer 


the pathologic-physiological causal chain 
of the psychosis. The admission of this no- 
tion does not detract from the practicabil- 
ity of the distinction. At the same time this 
conception may enhance clear thinking and 
prevent misunderstandings among research- 
ers in resolving apparent contradictions 
in their findings. 


SUMMARY AND CONCLUSIONS 


1. Two separate and independent causal 
chains can explain the clinical picture in 
organic brain syndromes. One chain, based 
on pathologic-physiological changes, causes 

brain function to be disturbed, and 
another causal chain based on psychody- 
namic principles determines the area of 
preoccupation of the patient and his par- 
ticular kind of hallucinations and delusions. 

2. The viewpoint is emphasized that the 
same distinction should be made in psy- 
choses without known structural disturb- 
ances, 

3. Pathological-physiological studies are 
concerned with the physical conditions 
which make it possible for a mental devi- 
ation to Occur, and of course they are also 
Concerned with the physical and chemical 
Dee correlated with thinking and 
2 i The psychodynamic approach, on 
[iia er hand, uncovers the factors which 
ia tmine the direction of the mental devi- 

m or in other words why the patient 
his particular kind of mental symp- 
S particular delusions and halluci- 
in etc. It is obvious that both avenues 
Fi d a. w greatest importance ; the 
ence, namal anding of the frame of refer- 
causal ch "ly which of the two different 

chains is being investigated in a 
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particular study may prevent misun 
standing among researchers. 

4. As long as the etiology of psych 
without structural changes is unknown, 
possibility exists that intense emotions may 
produce those physiological condition 
which are necessary for the appearance « 
the psychosis. This possibility does not 
sen, however, the practicability of the d 
tinction of the two causal chains for clari 
of thinking. 
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PSYCHIATRIC ORTHOEPY 


JAMES M. A. WEISS, M.D.* 


The new instructor in psychiatry may 
have many anxieties about his knowledge, 
skill, and teaching techniques, but he is 
rarely worried about his pronunciation. He 


. tends, like most physicians, to consider pre- 
cise pronunciation unimportant, and to 


j 
" 
A 


laugh at Professor Henry Higgins and his 
kind as pedantic exhibitionists. It is not 
until one has been embarrassed by having 


- a-medical student or resident question one's 


"d 
1 


] 
2 


E 


pronunciation of a common psychiatric 
term that one becomes concerned about 


orthoépy (correct pronunciation). One then 
‘discovers that many psychiatrists consis- 
‘tently mispronounce certain technical 
words, and, as Dr. Jean V. Cooke(1) has 
pointed out, “The resident staff and young- 
er doctors usually pronounce words as 


a they have heard them used in the class- 


‘room and the clinic by their teachers and 
by the senior staff. This suggests the re- 

sponsibility of lecturers and teachers in 
exercising some care in speech since their 
“use of words will be considered authori- 
tative by many in their audience." 

There are about two dozen technical 
words and a dozen proper names fre- 
quently used and often mispronounced by 
psychiatrists. Most of these words and 
names are in sufficiently common usage to 
be listed in the American Psychiatric Associ- 
ation’s Psychiatric Glossary(2). Almost all 


- of these words are in the group in which 


uniform pronunciations are accepted by all 


- authorities, as represented by the standard 


general, medical, and psychiatric diction- 
aries(3). As a rule, these authorities are in 
close agreement, and their choices indicate 
the orthodox pronunciations in widest use 
‘among educated people. 

Perhaps the most commonly mispro- 


1 From the Malcolm Bliss Mental Health Center 
and the department of psychiatry and neurology, 
Washington University School of Medicine, St. Louis, 
Mo. 

2To avoid the somewhat confusing diacritical 
marks used by lexicographers to indicate pronuncia- 
tion, I have used the simpler method of phonetic 
respelling with the accented syllable or syllables 
printed in capitals. 
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nounced psychiatric word is “schizo- 
phrenia,” in which a non-existent “e sound 
is so often inserted (possibly because of 
our fondness for the slang abbreviations 
“chiz” and “schizy,” which sound absurd 
without the "t" sound). The orthoépist, 
however, prefers “SKIZ-oh-FREE-ne-uh,” 
with a soft “z” sound (as in "gauze") and 
a long “e” sound.? “Hebephrenia” is also 
pronounced with long “e” sounds, viz, 
“hee-bih-FREE-ne-uh.” The “e” in “ego, 
too, has the same sound : “EE-go” (mot 
“EGG-oh” or “AY-go,” which are considered 
affected or incorrect pronounciations ™ 


or wi 
hes 
-oh,” “SAY-diz’'m’” is not acceptable 
shee-oh,” but “SAY-diz'm’” is yr 
izm” 
*bad"). 
sound (^/MAZ-uh-kizm" or à 
kizm") and so does “phallus, 
should rhyme with an ungramma A 
“shall us.” The "e" in “pederasty” has be 
short sound as in “bed,” thus: "PEHD-S 
ras-tee.” The pronunciation of kein 
is quite simple : “sat-uh-RYE-uüh-sis. " 
"impotence" the accent is on the first e 
lable : “IM-puh-tuhns,” but in “menar at 
(also a three-syllable word) the B 
should be on the second syllable: ™ re 
NAR-kuh.” And “couvade,” the vor! 
scribing that odd but pleasant Lus fot 
custom of the husband going to be h to 
a few weeks after the wife gives birt cod 
a child, has only two syllables and a br 
“a” sound in the second : "koo-VAP ^ s 
Several psychiatric terms of French s 
ivation give non-Gallic practitioners ub 
ble. “Déjà vu" is pronounced (apes 
mately) “day-zhah VIEW.” “Folie a pelle 
sounds like “foh-lee ah DUH.” “La BELL 
indifférence” is pronounced ah 
ahn-dee-fay-RAHNSE.” 


m 


“A few miscellaneous words end the list. 
kt d” is pronounced “uh-NAL-uh- 


"nnd “Imago” and “malinger” both have 
hard “g” sounds : “ih-MAY-go” and “muh- 


LING-gur' (the latter rhyming with 


ES is correct pronunciation of 
: ism" is ^nee-OL-uh-jiz m," and that 
"verbigeration" is "vur-bidj-ur-AY-shun." 
“DULT” and "reSEARCH" cor- 
rectly have the accent on the last syllable, 
but in “reserpine” the accent may be on 
either the first or the second syllable: 
*RES-er-peen” or “re-SER-peen.” "Sequela" 
is mot "see-QUEL-luh" but "sih-QUEE- 
lh ;" the plural “sequelae” is “sih-QUEE- 
lee" “Data” (a plural word ; the singular is 
“datum” ) and “status” both take the long 
"a" sound : “DAY-tuh” and “STAY-tus.” 

Pronunciation of proper names depends 
partly on the name's etymology and partly 
on the desire or whim or its owner. Adler 
used the Germanic broad “a” sound, for 
example E and so did Karl 

“AHB-rah-hahm”). Eugen 
Bleuler used the hard “g” sound (as in 
“go” ) in his first name, and the "oy" sound 

o eu” in both first and last names: 

"OY-gen pre The same sound with 
eu" spelling is heard in “Breuer,” that 
is, “BROY-er” (to rhyme with "lawyer"). 

n Ferenczi’s name should be pro- 
Zounced with the proper Hungarian in- 

tion : , SHAHN-dor FEH-ren-see." 
Janet's name is pronounced “pee-AIR 
E——— 

*The Words psychiatry (si-KI-uh-tre) and psy- 
BE ek AT rik) have also been much abused, 
[qm es been called to the fact in this 

41 should hos. E Pi un We 

the D n Professor Jarvis Thurston 
versity, f *partment of English, Washington Uni- 
» for his kind interest and helpful criticism in 


the preparation of this paper, 


zhah-NAY,” Wagner von Jauregg’s is 
“VAHG-ner fohn YOW-regg, Jungs is 
“YOONG,” and Philippe Pinel's is “fil-LEEP 
pee-NEL." 


Undoubtedly some psychiatrists feel that. — 


a discussion such as this is completely 
academic. Yet psychiatrists perhaps more 
than most other professional persons are 
aware of the importance of meaningful and 
precise communication. A speaker's eccen- 
tric pronunciation of a word or a name may 
distract or amuse his listener and decrease 
the clarity and the effect of what he has to 
say. It is to our professional advantage, 
then, to encourage educated pronunciation ~ 
among the educated ; if everyone is his own — 
authority communication will become in- 
creasingly difficult. 
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TOWARD THE EFFECTIVE USE OF THE PSYCHOLOGICAL 
CONSULTATION 


ROBERT G. HARLOW, Pz.D. Aw» LEONARD F. SALZMAN, Pn.D.! 


INTRODUCTION 


This paper is an attempt both to describe 
‘the circumstances under which a referral 
for psychological consultation is appro- 
priate and to indicate what a referral 
source may reasonably expect from a psy- 
chological evaluation. While three major 
areas employ the psychological consulta- 
ion, service, teaching and research, it has 
been our experience that the unique values 
‘and limitations of the psychological ap- 
 praisal have often not been explicitly 
_ understood. To use the psychological evalu- 
_ ation effectively, it is imperative that there 
_be as complete knowledge as possible of 
its unique contributions. Moreover, be- 
| cause a complete psychological workup 
. may take from 3 to 20 hours, the sheer ex- 
penditure of professional time demands 
that this consultation be used with dis- 
crimination and full awareness of its po- 
tentialities. As this implies, the use of the 
sychological consultation is, in the usual 
ospital or clinic setting, a problem of eco- 
nomics; while theoretically it could add 
_ something to every case, if only a confirma- 
tory opinion, it is often not practical or 
possible to see every case. Hence, criteria 
must be carefully set up to discriminate 
among referrals as to their relative appro- 
 priateness. 

In the usual setting, the appropriate cir- 
.cumstance for the psychological consulta- 
tion lies somewhere between the routine 
referral of all patients; and the nonreferral 
of any patients. The difficulty with the 
former is that the psychological report 
tends to become so routine that it is ineffi- 
ciently used. The defect with the latter is 
'that the psychologist is not employed in 
those circumstances where a psychological 

appraisal could provide pertinent or even 
essential data to the patient workup. 

A truism, which is sometimes forgotten, 


1 Division of Clinical Psychology, Department of 
Psychiatry, University of Rochester School of Medi- 
cine and Dentistry, Strong Memorial and Rochester 
Municipal Hospitals, Rochester 20, N. Y. 
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should perhaps be stated initially : the psy- 
chological consultation is no “sacred cow.” 
There is much that it cannot do. Moreover, 
it is only as valuable or effective as the 
psychologist doing the workup. The data 
as such do not provide answers ; they have 
to be interpreted and integrated by the 
psychologist. To complicate matters fur- 
ther, the psychologists statements about 
the person he is evaluating are of varying 
degrees of certainty or levels of inference 
away from the data. For example, a ques- 
tion concerning present intellectual func- 
tioning lends itself to verification more 
easily than does a question concerning in- 
tellectual potential, which, in turn, is more 
easily answered than questions concerning 
psychological dynamics. In the latter case, 
a clear and systematic theoretical knowl- 
edge is required to differentiate among 
varying inferences gleaned from the pro- 
tocols and to integrate them into a psycho- 
logically relevant, accurate, and usé 
whole. 

Our intention is to indicate those areas 
in which a psychological consultation can 
offer service, These may be broadly stated 
as comprising (a) the patient's intellectu 
functioning and (b) his personality struc 
ture and psychological dynamics.? 


INTELLECTUAL FUNCTIONING 


With regard to this area, the tests given 
tap an individual's capacity to perform cet 
tain cognitive functions. Two major factors 
determine the individual's ability to per 
form these functions ; his age and his innate 
endowment. The measure of intelligence 
the extent to which the individual can per- 
form certain functions as compared Ne 
the performance of his age mates. or 
his performance, inferences as to wo 
intellectual endowment are derived. +% 
intelligence quotient then, is itself an on 
pirical measurement based on norma 
data. It, alone, tells no more about 


2 At the same time we realize the artificial orare 
this breakdown and that intelligence is, PI? 
speaking, a facet of personality. 
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individual than his relative standing at 
that moment with respect to his peers in 
performing certain tasks and answering 
certain questions which are considered to 
reflect different cognitive abilities. This 
does not mean that a qualitative examina- 
tion of his responses is unfruitful; on the 
contrary the individuals style, his idiosyn- 
cratic ways of responding, the gaps in his 
performance, the relative impairment of, 
or superiority in, certain functions, all, in 
themselves have diagnostic significance. 
More concretely, two individuals of the 
same age may obtain identical scores on 
an intelligence test but possess quite dif- 
ferent intellectual abilities and potentials. 
There is, as well, especially in children, 
considerable variability in any individual's 
intellectual functioning which makes a 
rigid reliance upon the LQ. untenable. It 
must be remembered that the patient can 
do at least as well as his performance on 
the intelligence tests indicates. How much 
better he might do if his physical state 
tes oid fatigue or effects of drugs) or 
ia) state (eg anxiety or lack of moti- 
OA = altered has to be inferred. 
eae espite these various sources of 
el > range of the individual's intellec- 
capacity can be estimated with reason- 
àble confidence. 
a well to list here some of the 
E eue considered to be im- 
intelligenes T 4 of the broader concept of 
mapu is list is not meant to be all 
hau B ues to be a guide to the 
sidered to i en which are generally con- 
ERRI c ect intelligence. These would 
^ IN. eneral abstracting abilities, such 
ate, and perceiving logical re- 
bea A ability to discriminate be- 
enn ia and superficial elements, 
an g and integrating capacities, 
cone ; 
mental SP skills ; 2. Social and environ- 
tion of NN such as accurate evalua- 
ions; 3. "Th cae to everyday situa- 
by E e ci to learn, as reflected 
of 9 ond ills, the depth and breadth 
quire new EL the capacity to ac- 
abilities ine. edge ; 4. Perceptual motor 
and Sos" the capacity to coordinate 
moto e successfully sensory and 


r activity ; 
tention «vit ; and 5. Mental alertness, at- 
: and concentration, 


While theoretically all of the above in- | 
formation is available, in the usual hospital 
or clinic setting, a general request for that 
information is not ordinarily made unless - 
a specific need would be served. 7 

The following are instancés in which a - 
psychological consultation for the appraisal | 
of intellectual functioning might be appro- - 
priate : ^m 

l. For making a differential diagnosis, - 
e.g., for legally declaring a patient a mental s 
defective. EL 

2. For making a disposition of a case, 
e.g., whether a patient has the intellectual 
capacity to utilize certain types of psycho- | 
therapy. "= 

3. For evaluating the relationship be- 
tween a patient's current functioning to his ' 
potential abilities, e.g., when a person fail- 
ing in school is felt to have the capacity to — 
perform more adequately. E 

4. When there is a question of disturbed — 
thought processes, e.g., when schizophrenia . 
is suspected. m 

5. For evaluating impairment of, or de- ^ 
terioration in, ability to perform cognitive ' 
functions, e.g., when organic involvement is 
suspected.? a 

It should be stressed that in only the first — 
of these, and sometimes in the third, is a | 
formal measure of intelligence absolutely - 
essential. A reasonably good estimate of the A 
level of an individual's intelligence may be | 
obtained from an analysis of his perform- - 
ance on many projective tests. These esti- - 
mates are often sufficient unless for some | 
reason a more precise appraisal of Curr 
intellectual functioning is required. There- - 
fore, the fact that an appraisal of intellec- 
tual functioning would be appropriate 
under all of the foregoing conditions does 
not imply that the measure of intellectual 
functioning will necessarily be an "intel- - 
ligence test." k 

A psychological consultation for the ap- - 
praisal of intellectual functioning is inap- 
propriate under the following circum- | 
stances : x 

1. When it would be of merely academic 
interest, e.g., the fact that a patient is being 


$ Testing here can neither confirm nor rule out a 
diagnosis of organicity. It can only indicate that 
certain functions are impaired and that this impair- 
ment is consistent with this diagnosis. , 


j 


presented at a case conference is not, in 
itself, a sufficient reason for his being 
- tested.* 

_ 2. When there is low level functioning 
and no suspicion of higher intellectual po- 
. tential. 

E 3. When there is superior intellectual 
- functioning (unless the extent of his super- 
iority would significantly determine dispo- 


sition). 


nc 


| PERSONALITY STRUCTURE AND DYNAMICS 


_ While extensive inferences concerning 
m individuals personality are possible 
through the use of appropriate psycho- 
logical tests, it should be re-noted that 
these tests are never infallible; that the in- 
ferences they generate are of varying levels 
of probability, are a function of the psycho- 
i logist’s acumen, and that their validity is 
_ limited by the incompleteness of our cur- 
rent knowledge of the determinants of 
- human behavior. Given those limitations, 
E " 1 : n 
_ the following information concerning per- 
‘sonality functioning is potentially available 
- through psychological testing. Structural 
aspects of the personality ‘including the 
- relative strength, flexibility, and efficiency 
of the individual's ego and the modes of 
Control and expression of his underlying 
. drives and impulses can usually be inferred. 
"These would include the adequacy of real- 
ity testing, the specific adaptive or defen- 
sive mechanisms characteristically em- 
-ployed, the hierarchy or order in which 
.. they appear under conditions of frustration, 
. Stress, or conflict, and the degree of anxiety 
. present. In addition, it is possible to evalu- 
. at the quality (e.g., lability or over-control, 
. ete.) and the extent ( e.g., strength of drive) 
- of the individual's emotional responses, the 
. general level of maturity, and the levels of 
_ development at which primary motives are 
_ fixated or to which regression has occurred. 
As well as portraying the structure or 
framework of personality and assessing the 
adequacy of its current functioning, it is 
r 


4 This is not meant to deny the importance of the 
psychological examination as a teaching or didactic 
measure. In many instances psychological examination 
is an intrinsic part of the institution's teaching pro- 
gram. If evaluation of intellectual functioning is 
important from a learning point of view, then this, in 
itself, would justify the referral. 


possible to gain insight into a number of 
specific factors which fill in the details. 
These would include specific conflicts, their 
intensity and the attempts at resolution, 
e.g., unresolved oedipal strivings ; the char- 
acter of the individual’s interpersonal re- 
lationships, his perceptions and the way he 
views women ; and psychological factors in 
development determining his present con- 
dition, e.g., the nature of his perceptions of 
early relationships with significant figures. 

While the foregoing are general state- 
ments concerning what the psychological 
consultation may provide, in practice, more 
specific information concerning the patient 
is usually requested. A request for a psy- 
chological evaluation of personality func- 
tioning would be appropriate under the fol- 
lowing circumstances : 

l. For evaluating possible underlying 
pathology, e.g., the suspicion of what ap- 
pears to be neurotic symptomatology mask- 
ing a schizophrenic process. 

2. For evaluating the relative strength 
of different pathological trends in a patient, 
e.g., whether a depression observed clinical- 
ly is primary or incidental to other path- 
ology also present clinically. 

3. For obtaining information about a 
patient which may be unobtainable 
through interview, e.g., the “hyper-repres- 
sive" patient. 

4. For investigating the etiology of E 
symptom, e.g., the meaning of a conversion 
reaction. f 

5. For evaluating the advisability © 
initiating, continuing, or terminating hos- 
pitalization, e.g., when there is a question 
concerning the possibility of further de- 
compensation. è 

6. For planning a psychotherapeutic ap- 
proach, e.g., for deciding between suppor- 
tive or interpretive therapy, e.g, by alerting 
the therapist to the forms of resistance an 
defense likely to be employed. 

7. For an evaluation of change as à 1% 
sult of the therapeutic process. s 

The psychodiagnostic evaluation of P® ; 
sonality functioning is limited when it ? 
tempts to predict specific behavior. 
the psychological appraisal may sugg E 
the potential for classes of behavior U” 
specified conditions, as with other meth 


age 
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of assessment, it is unable to provide pre- 
cise information concerning the future. 
Therefore, predictions concerning future 
choice of symptoms or specific behavioral 
- gels, can only be answered qualifiedly. 

A further qualification concerning the 
psychological evaluation should be indi- 
cated. While all of the information sug- 
gested above is potentially available 
through the psychological consultation, not 
every protocol is rich enough to provide 
this information. The very constricted 
patient, for example, may only show the 
nature of his first line defenses and we may 
be unable to evaluate adequately either 
the depth of his pathology, or the genetics 
of his symptom pattern or character struc- 
ture, Therefore, the fact that an extremely 
wide range of information is potentially 
| present in the psychological protocol must 
be qualified by the variability among indi- 

viduals in the nature of the protocols they 
produce, 


IMPLICATIONS FOR REFERRAL 


Tis have enumerated and discussed the 
z of information which the psychologi- 
= port may provide in the evaluation 
EN lidence and personality. While there 
^ aw in which a referral source 
coma as complete an evaluation as 
an €, a psychological report detailing 


| ie material available would be 
th 


mond time consuming and much of 
eC. rmation it contains would often be 
l for ant or superfluous, The usual referral 
muto chologleal testing should clearly 
Com d what questions or problems 
ul ce e referral and what the re- 
consultation” hopes to obtain from the 
^ Bliss The real value of the psy- 
Which is id epost will lie in the emphasis 
referal d aced on answering the specific 
quently queptions. More specifically, fre- 
of differenti, question involves a problem 
yi sla. s ial diagnosis, This would, ideal- 
include information pinpointing 


the diagnostic alternatives, and tho: ar 
of ambiguity which make the diagni 
difficult. 

Perhaps it should also be emp 
that the psychodiagnostic referral in 
hospital or clinic setting while of value in 
all of the above situations, should be 
utilized with regard to the availability of. 
the psychology staff to perform these func- 
tions. Often under situations of inadequ 
staff it is necessary to limit the consulta 
to the more urgent of diagnostic and 
position problems. The more compreh 
sive and informative the consultation 
quest, the better able is the psychologist ! 
determine the priority with which e 
case should be dealt. 

A further consideration of major im] 
tance concerns a need for continuing com: 
munication between the referral source an 
the psychologist. All too frequently afte 
the psychologist evaluates a patient, the 
is no feed-back of information regar: 
the ultimate findings in the case. Re 
ment of the psychologist’s skills, ] 
knowledge of his instruments, and mo 
adequate theoretical formulations req 
data concerning the adequacy of his evalua- - 
tions, The psychologist, as well, may ha 
at his disposal further information m 
included in the report which could aid the | 
referral source in the solution of ongoing - 
problems with the patient. This in 
change, it is felt, facilitates the growth and - 
development of the respective professi 
around the framework of service to | 


patient. 
SUMMARY 4 
We have attempted to point out both the 
unique values and the limitations of th 
psychological appraisal; the functions of 
intelligence and personality tests, the areas 
in which they are appropriate and inappro- - 
priate ; and finally the importance of con- 
tinuing interchange of information between. 
the referral source and the psychologist. 
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THE EVALUATION AND TESTING OF PSYCHOPHARMACEUTIC 
DRUGS 


ALAN F. LEVETON, M.D.1 


ENTRODUCTION 


_ The study of mood-changing drugs and 
_ their effect on the human, embraces, in its 
complexity, all that is known about man— 
in health and sickness, as an individual, a 

"species, and a social being. He is not a 
preparation suspended in isotonic saline 

- that awaits the careful variation of a single 

. determinant, and then responds in simple 

- fashion to drugs introduced into the sys- 

tem. A group of chronic mental patients 

from a relatively isolated ward with little 

. professional supervision who are brought 

_ to a research ward staffed by interested, 


E enthusiastic and hopeful investigators and 
x 


L1 D 


given a mood-changing drug, will be in- 
_ fluenced by many factors in addition to the 
= specific pharmacodynamic effects of the 
— medication. 

3 The purpose of this paper is to review 
= some of the non-pharmacological determi- 
- mants of drug action, to describe the experi- 
— ment, and to indicate some of the difficul- 
F ties in trial of the newer drugs that await 
E 

| 

b 


the investigator in psychiatric treatment. 
THE HISTORIC PERSPECTIVE 


The present search for a chemotherapeu- 

_ tic agent which might help severe mental 
disorders has not arisen de novo, but has 
had a long history(1, 2). Three aspects of 

. this history are of interest : 1, The division 

- of thought into organic and dynamic phi- 

s losophies; 2. The recognition that drug 

effects may be dependent on more than 

chemical properties alone ; and 3. Past ex- 
periences with other drugs. 

_ The concept that drugs may modify 
mental disorders is an outgrowth of the 
conviction that there is a physical basis of 
mind ; that mind is a product of the organ, 
brain. For the organicist “, . , restoration 
of the nerve cell . . . is the sine qua non 
of recovery" (3). 

A severe mental disorder such as schizo- 
phrenia may be seen from the organicist's 


1University of California Medical Center, San 
Francisco 22, Calif. 
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point of view as a product of chemical 
interference with the brain's normal func- 
tion(4). The dynamically oriented psy- 
chiatrist, however, sees the patient's illness 
as the product of a personal history of 
interactions with significant people and 
objects. To the 'dynamicist, recovery in 
a patient, in its simplest terms may occur 
by “. .. keeping the patient busy and in 
friendly contact with people" (5). 

The extent to which the drug researcher 
identifies or agrees with either point of 
view can make the difference between an 
optimistic, enthusiastic worker or a cau- 
tious, pessimistic one. He may tend to 
ignore the dynamics of the experimental 
situation or to devaluate or deny any drug 
effectiveness, His very attitude may influ- 
ence the outcome of the experiment. — 

The recognition that mood-changing 
drugs act in complex ways arose out of 
findings that were contrary to classic text 
book descriptions of drug action(6-8). The 
analgesic effect of morphine was found to 
be improved by an informal, friendly at 
titude towards the subject(9), cocaine an 
hasheesh did not always produce euphoria 
(10), amphetamine might be pleasant to 
one person and unpleasant to another (11). 
A great distinction was made between the 
primary, physiological drug action and the 
secondary or subjective response to the 
drug(3, 12-21). These investigators brou 
awareness into some of the non-pharma- 
cological problems involved in drug €** 
perimentation with man. 

There is still another way in which the 
historic perspective can influence the out 
come of research. A knowledge of previous 
work can alert the researcher to difficulties 
and dangers. He may be sobered by # i 
fact that Kraepelin and Nissl used Re 
toxicating drugs to produce artificial pos 
choses(10); that in 1937 there was "P 
thusiasm for a combination of cà x 
sodium-benzoate and sodium amytal Mer 
it was hoped, would assist the physicam 
to use psychotherapy effectively and prO 
ably(22), that in 1934 a reassuring paper 


Ww 


on "The Alleged Dangers of the 
Wurbiturates (23), while in 1948 twenty- 
five percent of poisoning admissions were 
due to acute barbiturate intoxication which 
ranked first in causes in death from poison- 
ing(24). It would not be surprising to find 
the following excerpt in the most current 


The chronic, disturbed, untidy classes consti- 
tite a large percentage of cases treated . . . 
those who were the most difficult to care for, 
who had failed to respond to other forms of 
therapy. Patients showing marked habit de- 
terioration such as soiling, wetting, and de- 
Situctiveness, became more cleanly, less 
destructive and better able to care for them- 
selves... (there is) the conservation of energy 
of the nurses and other employees, which can 
consequently be directed into productive fields 
of activity (25). 


This was written in 1925; the drug was 
Sodium bromide. F 


THE PHARMACOLOGY OF SETTINGS 
AND ATTITUDES 


The object of study is never the isolated 
man, but man in ‘an environment. Al- 
gh much testing has been done on an 
Outpatient basis, the hospital setting is 
usual one—with nurses, attendants, doc- 

: Es Other patients, all who act in a 
E anging manner. He may be well 
5. n unteer, or ill and without freedom 
5 se, In a hospital he lives in a society 

| inet from that in which he 
E ; his presence in the mental 

: indicates an inability to function 

: a ua. is isa memba of n 

ch iniluences the type o 

Ec he receives(26-27) ; he d be 
E eed ward staffed by attend- 
A OR psychoanalytic hospital 
E- e nurses are in analysis(28). 

fe effect derstand the pharmacody- 

S of these drugs it is necessary 


: E the role that such other de- 
Br ot, as hospital, social class, staff, 


e; i : 
tho test ,Potients play in the dynamics 


* Subject. The action of i 

u of the drug is 

a the je function of either the died 
CER 

E. § or its dosage(21). 


4 


em i 
E. Rol hospital, whether it operates 
peutic community(29) or as a 
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state poor farm(3), is a miniature society 
with its own needs and services. The enter- 
ing patient loses civil and economic rights 
and must conform to certain rules(31, 32). 
After the admission examination, he is sent 
to wards that have established traditions 
which may vastly influence the natural 
course of his illness by the kind of treat- 
ment he is given. His initial placement may 
resemble its counterpart in Dante’s In- 
ferno( 33). 

The hospital, however, can be effective, 
even in the absence of active therapeutic 
measures, as seen at Boston Psychopathic 
Hospital where patients sent from other 
hospitals to be evaluated for lobotomy im- 
proved ^. . . apparently because adequate 
support, confidence and friendliness were 
supplied by the staff’(34). The ideal hos- 
pital is the ‘therapeutic hospital,’ in which 
freedom is limited judiciously without 
repetition of the old traumatic authoritari- 
anism(28, 35). But the hospital has needs, 
too, which are a “limiting set of facts 
necessary for survival”(36). This has some- 
times meant restraint of unruly, destructive 
patients by mechanical or chemical means, 
budgetary worries, and accession to com- 
munity demands at the expense of the 
best possible patient care. 

The growth of mental hospitals from the 
small moral community before 1850, to the 
large custodial state hospital, which in 1950 
employed less than 16% of certified psy- 
chiatrists(30), has sometimes meant less 
therapeutic effectiveness. In many hospitals 
« there is reason for the suspicion that 
the hospital itself destroys much of the 
effectiveness of the small number of pro- 
fessionals there" (34). : 

The hospital—the matrix of the setting in 
which drug experimentation occurs—can 
thus help or hinder a patient's progress and 
modify the results of established or experi- 
mental therapy. 


ATTENDANTS AND NURSES 


Patient care, for the most part, is in the 
hands of 80,000 to 90,000 attendants, who 
are the largest staff group to come in con- 
tact with the patient. Only a small percent- 
age of these are trained nurses. In their 
social interactions, they are intermediaries 
between the doctor and the patient, and 


D 
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act to meet the needs of the patient. Where 
hospital populations are large, the non- 
professional attendant operates largely on 
his own initiative and evolves his own 
- culture with oral traditions, justifications, 
"and defenses(37-41). He is in charge of 
the patients’ “other twenty-three hours" 
_ (82), and often judges them by their ability 
-. to perform ward routine and make his work 
- easier. This is one of the realities of wards 
‘where disturbed patients are unwelcome 
"because of control difficulties. The ‘good’ 
patient may be rewarded by privileges and 
the ‘bad’ or uncooperative patient by loss 
of privileges, physical abuse, or by threat 
.. of somatic therapy(34). 
A close relationship between an attend- 
. ant and a patient may be of immense 
.. therapeutic value and enhance the effec- 
_ tiveness of any medication, including 
. placebos. When attendant groups are poor- 
ly supervised and are mainly concerned 
- with keeping orderly wards, drugs may be 
welcomed for their control uses just as ECT 
ET sometimes be used(30). 


_ The attendant, as custodian, will reflect 
the enthusiasm of hospital administrators 
"for these drugs as alternatives to shock 
. and lobotomy, and may reflect a willing- 
. mess to use large doses in test situations and 
.. treatment despite side effects. This be- 
. comes an important factor in the design 
and results of experimentation. The ulti- 
. mate danger is that “when interest lags, 
- when procedures become routine and mo- 
.. motonous then the restrictive and punitive 
= aspects of such ‘therapies’ begin, and the 
gulf widens between patients and person- 
nel" (34). 


p 


PATIENT SOCIETY AND VALUES 


An important part of the hospital ex- 
perience of the individual patient is the 
patient society, where attitudes toward the 
self are formed through pressures com- 
municated out of the expectation of fellow 
patients(37). He may get cues from his 
fellows which will ease the course of hos- 
pitalization, be told which attendants to 
avoid, and how to act before case reviewing 
boards(39). Other patients may encourage 
recognition of the realities of the hospital 
situation, point out one another’s symptoms, 
offer interpretations, and show concern for 


one another. Great friendships can develop, 
even on the most deteriorated wards, where 
patients can become nonchallenging love 
objects. Kinship and social mobility are 
often found and expressed in the mental 
hospital(30). 

A patient may go from a closed to an 
open or a research ward, with a consequent 
increase in self-esteem(40), and recogni- 
tion of the interest and devotion that ac- 
companies research. In one experimental 
situation there was over-all improvement 
in 30 non-participating patients who, inci- 
dentally, objected to being excluded from 
the injections( 42). 

The patient's society, by being therapeu- 
tic, can obscure the true drug action on 
groups. A contagion of optimism may 10- 
fect the experimental group with a feeling 
that something is being done for them. The 
patients come to the experiment with the 
conviction that ‘pills and shots’ can cure 
them; this idea is shared in part by the 
researcher. 

The whole aspect of the pharmacody- 
namic effect of attitudes and situations 
was pointed out recently in a study of 
patients transferred to a research ward who 
were given no medication for 7 months in 
the hope that a base line of non-drug 
specific improvement would be reached: 
Thirty-nine of the 48 patients showed con- 
siderable improvement. Even after 
weeks the investigators had no reason f 
feel that a plateau had been reached( 13). 
This work demonstrated that ‘moral treat 
ment’ of mental illness is surprisingly SUC 
cessful, and that much work done on í 
evaluation has to be seen in the light i. 
understanding the therapeutic aspects 
the setting. 


THE DOCTOR 


The attitudes of the physician who 
signs and conducts the experiment 5 
play an important role in the outcome jy, 
drug evaluation. Drug research shou i 
conducted in an entirely impartial man E 
in order to eliminate the bias Of 77 pre 
perimenter, However, the difficulties in? 
illustrated by a study of drug effects ators 
general hospital where the investig com 
were ". . . struck by the extent of the 3 
trasting attitudes and findings of 0 


de 


staff and those of others reporting on the 

new drugs . . . for many people on our 

staf there is a distasteful aspect to the 
utilization of somatotherapy . . . (this) 
affects the drug response"(43). This group 
found the drugs far less effective than 
other investigators who used the same 
drugs and dosage levels. 

Reactions to somatic therapies, including 
chemotherapy, may be an outgrowth of un- 
conscious determinants in the personality of 
the physician. Where clinical pictures are 
dear cut and certain treatment methods 
accepted, fewer factors enter into the 
choice of therapy. However, where diag- 
nosis and treatment are in a state of flux, 
as in psychiatry, unconscious motivational 
orces have more free play, and may be a 
factor—sometimes a decisive one—in the 
determination to use a particular treatment 

method (44-46). 
Two treatment methods in which some 
of these factors have been delineated are 
CT and insulin coma(43, 47), ECT may 
give the therapist a feeling of power over 
the life and death of the patient(47), while 
E can create a patient who is 
tendant; eet, and requires the at- 
bx attention( 43). The doc- 
may feel that the secondary effects of 
* x or dependence are the primary thera- 
; scm eec 43). The problem of how the 
: n about. the primary drug action 
E udin on € met in the evaluation of drug 
À pa ome will ‘welcome’ lethargy, others 
Agitation, the very object of drug thera- 
| d e influenced by the interactions 
| cis Misco. When staff members dis- 
M bur Tin patients therapy, covertly 
I. noir E re pathologic excitement, 
ion can o ivity, aggression and dissocia- 
ith an ch These can terminate rapidly 
Patient wy ich ES in the social field of the 
With one vy interrupts his direct contact 
i (49, 50), € two disagreeing authorities 
| Ty use of a 


stud Aes 


drug can affect the nature 
3 Patient relationship. In a 
> Stoups of therapists dealing 
Success we P'renics, it was observed that 

died associated with the active per- 
ent et of the therapist with 

: hen insulin coma was intro- 


PU TASTA 


ALAN F. LEVETON © 


duced, it was found that both groups 
came more active in their relationship wi 
the patient with better therapeutic result 
This effect was quite independent of : 

physiologic action of insulin, and was 

lated to some response on the part of the 
therapist(48). 7M 


EVALUATION AND CONTROL 


The problem of improvement strik 
at the very core of psychiatric technic ani 
even in the limited field of treatment by 
medication, it has many meanings. It may 
mean that the natural history of the ment: 
disorder has been altered beneficially, the 
patient's objective behavior is less disord 
ly, certain objective signs of illness are de 
creased, or that the patient feels bette 
A drug that makes a patient malleable may 
be a ‘good’ drug to the attendant, who 
that it makes his work easier, or a 'bad 
drug to a therapist who sees interference 
with his therapy. The drug effects may be 
seen as beneficial by the administrator wh 
has budgetary savings(64), or by the doc 
tor who feels he must treat patients(65). — 

Because ideas of improvement vary 
widely in a field where one assesses total | 
personality in a complex and ever-changing - 
matrix, it is not surprising to find many - 
methods of evaluating patient response t 
therapy(51-63). In general, objective re- 
sponses are measured in terms of perform- ' 
ance or appearance, and subjective re- - 
sponses with the use of questionnaires and 
interviews. A descriptive statement about — 
patient response to therapy allows the 
reader to draw his own conclusions about 
its efficacy. However, most reports of clini- — 
cal trials of drug therapies are given in 
terms of percentage improvement—a con- 
cept which carries with it the value system 
of the observer, and is not often made ex- - 
plicit in the report. * 

Patient evaluation of drug response also — 
varies widely. For him there are always two 
aspects to medication : 1. The primary ac- 
tion, e.g., sedation or stimulation; and 2. 
His own response to these states. Where 
therapy goals are those of change in mood, | 
the secondary drug effects become very | 
important and may be profound modifiers 
of the intended action of the drug. 

In one study of the effects of ampheta 


= 


m 


mine, morphine and heroin on college stu- 
dents and addicts(11) the subjects were 
asked to evaluate the mood changes pro- 


duced by the drugs. While the primary 


effects of stimulation or depression were 
constant in both groups, the students re- 
ported a marked euphoria and liking for 
amphetamine because it enhanced their 
ability to concentrate, study, and lose in- 
hibitions. The addicts disliked it because it 
made them feel ‘jumpy’ but they liked the 
‘peaceful state of mind’ given by the opiates 
that made the students feel “dull and out 
of contact. The same variable response 


| was noted in a single drug group, the 


_ barbiturates( 13). This phenomenon is be- 


"ing observed in patients using tranquilizers 
in an outpatient setting, who complain of 
apathy, somnolence, and a lowering of the 
élan vital(66). In a hospital setting this 
very effect might be rated as improvement. 

Physicians vary also in their response 
to the same changes in patients and alter 
their evaluations accordingly. Some feel 
that tranquility may be a disaster for the 


"individual patient(43), or that the use of 
— drugs fortify the fiction that we have to 


use miracle drugs in order to become free- 
acting agents(67), or that cooperative be- 
havior may be a deterioration(28). These 
attitudes are communicated verbally and 
non-verbally to staff and patient groups, 
tend to devaluate drug experiments, and 
may even determine dosages used(43). 
Those who are more enthusiastic about 
drug therapy will then say that poor clini- 
cal responses are due to inadequate trials 
of therapy rather than to the drug. 

We are hampered in attempts to evaluate 
drug effects in terms of the culmination of 
clinical improvement, recovery, and dis- 
charge. Recovery rates, like the natural 
course of mental diseases, are poorly de- 
fined. The rates may be as high as 72% 
for general practitioners(70), to 60 to 80% 
for treatment centers and psychoanalytic 
institutes( 71-74). Fluctuations in ward and 
hospital census may reflect many causes 
other than introduction of drug therapy. 

A final difficulty arises in the control 
measures which are instituted in order to 
reduce misleading effects. These are usual- 
ly of two kinds: the volunteer, and the 
placebo. The volunteer is assumed to repre- 
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sent the normal or base-line, from whom 
comparisons may be made, and may be a 
member of a group with its own unique 
personality characteristics which make it 
far from normal. Any large research hos- 
pital has its professional volunteers who 
exchange services for money or hospitaliza- 
tion, and any college campus has its stu- 
dents who are willing to participate in 
experimentation for widely varying motiva- 
tions. A study of one volunteer student 
group found psychopaths, psychotics, alco- 
holics, homosexuals, and psychoneurotics 
making up one-half of the group( 75). Thus, 
an evaluation of normal responses may 
as complex as the evaluation in the most 
severely ill inpatients. i 

'The most important control measure, the 
placebo, is also not without its difficulties. 
It would seem a simple matter to isolate 
drug effects when given in the same dosage, 
form, and amount, in a ‘double-blind 
fashion with neither evaluatér nor patient 
telling the medicines apart, alternating wW 
active medication in the same patient 
80). However, by definition a placebo must 
be chemically and physiologically inert, 
while drugs currently under study have 
many side effects. Used in effective dose 
levels, the active medication presents auto- 
nomic side effects in the patient which ar 
apparent to him and communicated to 
his fellow patients and staff. The patients 
and ward personnel are often alerted ie 
these side effects ; this causes serious deu 
about the efficacy of the *double-blin 
study. Placebo effect has its own range 
efficacy, and populations can be divi : 
into placebo-reactors who will or vill e 
give a desired response. The presence 
a large number of placebo-reactors bo 
control sample will make the differen. 
between the control group and the expe! : 
mental group responses less striking, ‘ook 
a small number may make a drug 
better. Despite this important factor, H a 
experimental groups are not separate we 
equalized prior to the institution © x i 
drug therapy, and can cause @ change ‘¢ 
the dose-response curve, the discarding i 
effective drugs, or the under-rating © 
mal doses. 

COMMENT 


a 
The current work on the chemother Py 
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of mental disease by newer agents is unique 
in the history of psychiatry because the 
professional and public enthusiasm is so 
widespread. The lay press, and the profes- 
sional journals give the impression that 
paradise is just a stroke away. The enthusi- 
asm generated is a measure not only of the 
efficacy of the drugs, but also of the im- 
mensity of their need. Statisticians who 
compile reports of hospital censuses pro- 
vide a constant stimulus towards the search 
for measures that will reduce the personal 
and public burden of acute and chronic 
mental illness. Out of the general excite- 
ment, however, has come genuine interest 
and research funds to aid in the exploration 
for additional therapies. 
In our enthusiasm we must not lose sight 
x the difficulties in the experimental situa- 
on. To test mood-changing drugs is not 
à simple matter. One must be constantly 
aware of all the other mood-changing 
cien in the lives of the patients. Com- 
p cency about controls, indifferent selec- 
S of patients, disregard for the effects 
Pss and attitudes can cause false 
ed of medications and may prevent 
E oia from getting widespread use 
lios S drugs whose usefulness is more 
ra m an the data indicate. The prob- 
e e researcher are great and involve 
any factors—som 
5 e poorly understood, 
| EAR et yet suspected. This does not 
Ae» at we should adopt a nihilistic 
| fh a towards research in mood-chang- 
§ drugs. The wealth of material alread 
© Valable in the fields of chemi cu 
| colog : of chemistry, pharma- 
| used Mop. and psychiatry should be 
limitations. of c ly define the goals and 
reads the cur experimentation. As one 
convicti rent literature one gains the 
P on that more thought given to re- 
arch, methodolo d ex : 
Sim would se £y and experimental de- 
against (he Ma as a useful antidote 
SUN 2 misuse of many d 
s is any drugs. 
feld of Gerda of great expectancy in the 
times o Bett There have been other 
of disillusion ctancy, and many moments 
Bteatest Gon careful work now is of the 
Importance, 


Summary 


! There i 
^ evaluation cat reat current interest in the 
cal agents in tho, 0f psychopharmaceuti- 


the investigation and treat- 


ment of mental illness. Clinical investiga- 
tion of these drugs is made difficult by a 
number of non-pharmacological factors 

which can influence the mood and mental _ 
status of an individual The role of th 
hospital, the patient society, doctor an 
attendant have been reviewed in order to 
illustrate their effect on a patient who has 

become a part of a drug study. E 
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Dissatisfaction with efforts to codify ab- 
normal human behavior as either “psy- 
chologically” or “organically” determined 
has led to development of a psychophysi- 
ological frame of reference. Since the sum 
total of man’s behavior is represented by 
the interaction of internal and external 
forces, it is impossible to consider one with- 
out the other. The use of drugs as a vector 
for such investigations has the advantage 
of measurable reference points that are 
subject to confirmation, criticism, or denial 
by others, 

This report concerns psychodynamic ob- 
servations in the mescaline-induced state 
made during the past 5 years in 203 
trials with 124 male and female acute and 
chronic patients at Manhattan State Hos- 
dn They were selected at random from 
M admission service without prior knowl- 

* of their diagnosis or underlying psy- 
Aa cram The technique and general 
bu gd have been described else- 
5 wl -4). While descriptive observations 
im E have yielded much valuable in- 
f os pons psychopathology of 

fur: and psychoses, other more im- 
caped raga of the problem have es- 
tion s U The dynamics of free associa- 
E e expression and symptom 
~ anxiety s e observed. The problem of 
; nas particularly to study 

e i : 
behavior is fell i my of human 
which lie in " ith many difficulties 
itself, The dig e nature of the problem 
tween Siami Neg however remote be- 
anatomical and ce. w a a 
uire an experim ral background, re- 
Clearly define ental base that must be 
Cds individuals ose es dE 
yi arious cultures 


eld different results. Culture can 
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rari modify psychotic coni 
(5). 
Perhaps more formidable is the prob 
of the investigator. Each brings to 
experimental situation a group of fa 
which can be considered as motivatio 
Conscious and unconscious drives const 
ly influence the experimental setting. Whi 
investigators make persistent efforts to ! 
scientifically objective (i.c,—double-blin 
studies), it is indeed strange that some | 
most always report negative results, whi 
the findings of others are consistently pos 
tive. Marked dependency needs may 
rationalized in the service of independen 
and demands for freedom. Scientific nece 
sity will be considered as analagous 
parental control and be met with reb 
(“I don't need these double-blind studies” 
Although scientific accuracy should alwa: 
be sought for, compulsive strivings and o 
sessive preoccupations ought not be ratio 
alized nor externalized as the result of 
neurotic needs for inner control. Devotion | 
to statistics can only be considered in their - 
relationship to the structure and function | 
of the experiment. One may ask then, 
whether continuous preoccupation wil 
specific aspects of scientific experiments" 
are nothing more than reflections of inner 
conflict? The nuances inherent in report 
observations and their relative importance - 
have just as interesting unconscious deter- - 
minants as do a patient's symptoms. One 
may wonder what factors underly the selec- — 
tion of any particular problems for elabora- - 
tion and further study out of a large body 
of data accumulated during an investiga- 
tion. It is important to know the 4 
influences motivating one individual to . 
report the action of a drug in 10 patien ts 
after a 2month study, while another re- 
quires a statistically significant number of 7 
patients, studied over a lmg period, in a 
controlled environment, with mathematical | 
analyses of each section of the report. 
The investigator must at all times be 
aware of three things as he sits in the 
treatment room :—the patient, the roo 


eeper 


contents and, above all, himself. Why does 


he ask this or that question ? Does repeti- 


h 


tion of a question mean something experi- 
mentally, or is this an unconscious mechan- 
ism to secure a vicarious answer to his own 


- problems? Does he become impatient in 


: 
3 


ot 


i aila ^ n 


about the patient, it is also securing in- 


t 


be concerned with this matter for the 


; 
i 


4 


3; 


the course of the study and, if so, why ? 
Are his attitudes constant from patient to 
patient and, if not, why not? If a patient 
suddenly changes position, does he move 
his chair further away or perhaps behind 
the desk ? If his attitudes are shifting, what 


is the cause? While the experiment is at- 


tempting to secure data from the patient 


formation about the investigator. We must 


countertransference should first be ana- 


lyzed before the patient data become mean- 
> 


ingful in their own right. Otherwise, two 
individuals studying the same patient with 


- the same drug will report different results. 


This entire question will be elaborated 


. elsewhere in greater detail. 
= In studying human behavior experimen- 


tally, we work with 3 variables making up 


_ a triangle—the patient, the investigator and 
_ the environment. Much attention has been 


- paid recently to the environmental setting. 
"There are even those who hold that re- 


. sults achieved with the newer psycho- 


pharmacologic agents are nothing more 
than factors of increased attention given to 


. patients(6). The environment has hitherto 


been considered a static object with im- 


` mobility and fixation as its chief attributes. 


Under the impact of a drug (mescaline), 
this whole set changes. Everything that is 
outside becomes a dynamic part of that 
which is inside. The individual now per- 
ceives “without” in terms of what is “with- 
in,” and what is within in terms of what is 


_ without. The drug activates long forgotten 


neuronal circuits which are cued by the 
surroundings ; a wall changes color; this 
produces an association recalling a con- 
flict which has been kept out of awareness, 

The clinical state induced by mescaline 
has been described as either an intoxica- 
tion, a neurosis or a psychosis. Actually, it 
is neither one nor the other nor the third. 
It is a state of being in which the clinical 
spectrum ranges from sleep to murderous 
rage and from normalcy to thoroughly dis- 


organized mental states. This wide sweep 
and lack of specificity in the mescaline- 
induced state does not really allow its 
designation by any single descriptive word 
—neurosis, psychosis or other. While the 
drug does in fact frequently produce a 
condition indistinguishable from acute 
schizophrenia, it can also lead to states of 
tranquility. Previous authors have very ac- 
curately described the clinical phenomena 
following mescaline, but have failed to 
realize the wealth of hidden material to 
be uncovered by the free associations. 
The ingestion of mescaline with its at- 
tendant phenomena may be considered an 
experience similar to others. It is an error 
to view this as an intoxication, or in à 
purely descriptive frame of reference. The 
manner in which the drug is presented to 
the patient is significant, for each individual 
handles it differently. Tho: with highly 
intellectualized defenses wi! want to know 
all about the action of the diug, its pharma- 
cology, side effects, etc. While under its 
influence they will report if they feel pal- 
pitations, or see colors, etc., without as- 
sociating freely. Passive dependent patients 
accepted the injection without question an 
lay still in bed for most of the hour. While 
the pre-study psychopathological state may 
very well have influenced the result, We 
did not test this aspect of the problem. . 
purposely conveyed no information to de 
patient concerning the drug, the possi i 
reactions, or unpleasant effects during 
experimental phase of the study. n 
An external threat to the organis 
inner economy was met by à rida 
mechanism—the desire to urinate, detect 
or expectorate. This took place almos 
immediately after the injection bega": al 
fore it was terminated, and before any 1 
psychologic response had taken place. x 
reaction would seem to indicate that $e 
occurs before “fight,” is unconscious ^ 
may even be instinctive. Flight is the r ht 
primitive of the two reactions, wit pi 
being only a later, possibly cortical s by 
tion. The feeling expressed at this time x 
the patient was probably in conform? 
with his character structure. althoug: Mi 
could not really study this aspect P wing 
problem. Within 5 or 10 minutes follo tain 
the injection, the patient showed © 


physiologic changes : pupillary dilatation ; 
acceleration of pulse; subjective changes 
in temperature with cold, clammy, or 
flushed skin. This was not always objec- 
tively what the patient stated it to be. Con- 
comitantly the patient reported a feeling 
of anxiety, which at the onset was minute 
or terrorizing. The quantitative response 
could not be predicted. We have not ob- 
served fear as such. The anxiety began to 
increase for the next 20 to 30 minutes ac- 
companied by much agitation, restlessness, 
feelings of aggression, hostility, suspicion, 
and at times panic. This reached its maxi- 
mum about one-half hour after the injec- 
tion; at which time the anxiety become 
intolerable. 

Now the patient either (a) developed 
symptoms, (b) became destructive and 
showed different degrees of psychomotor 
agitation with outward aggressive, com- 
bative feelings or self-destructive tenden- 
cies, or (c) showed an acute withdrawal 
with mutism. 

A condensation of the major conflicts 
underlying the psychosis was observed in 
the second half-hour, either verbalized, 
acted out, or portrayed symbolically. One 
Patient relived a traumatic sexual incident 
Note fashion, “I can't take this any- 
"vie cant breathe, l'm getting sick. I 
des b : Im choking.” (Did you ever say 
id efore P) "Yes, to Laurie at the apart- 
bili x he slapped me." Another sym- 
ih y expressed his hatred and death 
a to his wife and son, as well as his 

vn guilt feelings. He described an 80- 
rin car ride that ended in a 
lire extraordinary emotional dis- 
tion ee Sealed the symbolic destruc- 
wards h as wife, his son and himself. After- 

s ie said, “I feel purified.” 
Boa mescaline experience takes 
lo an anxiety as the matrix. This feel- 
S: ds the individual, and it would 
b Devcliic ure is momentarily the motor 
and ryan = The feeling is intolerable 
"rdi e contained through all avail- 
one is ae, In the experimental setting, 
anxiety jg y the fact that a solution of 
either th Tepresented by destruction of 

e self res that has incurred it, or 
dead tha as experienced it. “Rather be 

n go through that again.” Symp- 
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toms are, therefore, of a life saving nature. 
The recall of memory takes place on a 
physiologic base, still poorly or not at all 
understood. With intense and unbearable | 
anxiety as a fulcrum, peripheral stimuli | 
assume meaning in conformance with past 
experiences. The actual moment is seen in 
the light of the past, present and future. 
Each event in life could be interpreted as . 
a function of this triad. Feelings and 
thoughts may be precipitated by external - 
or internal events. The thirst of the desert 
traveller gives rise to a mirage. The sight of - 
the supposed watering place temporarily - 
allays anxiety induced by the physiologic 
thirst. There is a recrudescence of symp- | 
toms once the illusion becomes apparent. - 
The changing nature of the periphery maj - 
possibly influence the unconscious. The | 
need for afferent stimuli to maintain centra | 
nervous system equilibrium has been 
shown by the isolation experiments of | 
Azima(7), and Lilly(8). We are at present - 
testing this concept by studying the mes- | 
caline-induced state under a variety of | 
external conditions, such as under EEG - 
control, with the patient blindfolded, in | 
the ward, office or outdoors. The pre- 
liminary hypothesis that loss of a peripheral - 
point of reference with blindfolding would | 
lead to a more intense mescaline reaction. 
seems incorrect. However, we have ob- 
served that blindfolded patients rarely have. j 
visual hallucinations(9). A 
Although hallucinations or delusions 
have been considered by some as concrete 
realistic phenomena(10), these are really 
mirrors of the unconscious. They reflect 
very accurately the structure of uncon- 
scious conflict, and projection to the en- 
vironment makes them secondary stimuli. | 
Their structure is fairly specific to each 
patient, although there is a certain degree. 
of symbolism seen in all patients. The in- 
dividual now responds to these as well as 
to realistic objects. Additional anxiety is 
generated with added symptom formation 
as they react to both real and projected 
stimuli, The process continues, assuming 
the character of a reverberating circuit. 
until interrupted in some way—in our cases. 
with chlorpromazine. Caught in the grip 
of such an intolerable feeling, from which 
there is no escape (since the drug action 


es at least 4 hours or longer to dissipate 
unless blocked), the patient is driven to 
look at himself again and again—the self 
he has striven so long to hide. (“I finally 
“gee myself as I never did before.” ) 
- Consideration of the symptoms induced 
by mescaline in this sense makes the ex- 
. perience a reparative effort. Symptoms are 
. a method of expressing inner conflict. Anal- 
ysis of the former through free associa- 
tion may resolve the latter. Illness can then 
be considered a vicarious way of seeking 
health. Lacking sufficient ego-strength to 
‘cope with the demands of self or reality, 
- some individuals, through probable genetic, 
. anatomical or physiologic defects, choose 
_ circuitous routes for problem solving. The 
rord “psychosis” in this framework would 


i) eference to diagnosis, prognosis, or treat- 
ment. Savage has spoken of the “healthy 
ects of psychosis.” Mental illness is a 
— generally unstructured response to over- 
whelming forces not unlike that of leu- 
ocytosis. Both require thorough analysis 
in order to arrive at the etiology. The 
. mysteries surrounding "insanity" merely 
testify to our own ignorance of the sub- 
Y ject. We consider the incoherent patient as 
. insane because we do not comprehend his 
statements. As we pierce the apparently 
‘nonsensical verbiage, we say that the 
patient is less incoherent. The question 
then arises, ^who does not understand 
- whom ?" 
__ There were three cardinal feelings called 
forth by mescaline :—1. Hostility-aggres- 
- _ sion, 2. Sexuality, and 3. The transference. 
Rinkel, Hyde and Solomon (11) made 
— hostility “the object of a special study” and 
. noted that "strongly affective relationships 
. of affiliative or hostile nature were dis- 
__ torted to a greater proportion than were 
. relationships of impersonal empathic and 
- mutrient character." Azima(7) et al., found 
—. that hostile feelings appeared early in their 
experimental studies. Our patients at times 
. became so aggressive that they menaced 
the participants in the study ; some patients 
even attempted suicide during the experi- 
mental period. The mere expression of 
hostility was particularly threatening to the 
idealized image of the passive, dependent, 
helpless, clinging patient. Violent outbursts 


of tears were frequently the symbolic ex- 
pression of hatred and destructive wishes 
for an object against whom rebellion and 
self-expression had been repressed. Some 
patients were extremely self-critical of their 
failures and would say, "I never did say 
that. Why didn't I do it before ? I suppose 


T was afraid." 


The various feelings described by Rinkel 
et al., in their patients under lysergic acid 
diethylamide were confirmed here, al- 
though we were impressed with efforts to 
move towards and with. Many patients 
viewed the physician ambivalently—as the 
hated parent or as the parent whom he 
wished to love. These reactions were ob- 
served during the study and recorded with- 
out interpretation. One can theorize that 
hostile and aggressive feelings receive 
strong super-ego condemnation for they 
are socially reprehensible. Every effort will 
be made to prevent their expression. Yet, 
the realities of modern living place a pre- 
mium on these emotions. If ego strength is 
lacking, any ambivalent situation is danger- 
ous. Where social taboos are present in 
addition, the individual may be over 
whelmed. 

Sexual feelings, from the most obvious 
to the most bizarre, were often the essenti 
content of the mescaline experience. They 
were expressed either openly, thinly, oF 
completely disguised. Where sexuality 
formed the main bridge for human related: 
ness, the mescaline state merely intens! : 
and aggravated this behavior. Efforts a 
expressing feelings for the physician too 
the form of erotic advances by both m " 
and female patients. Erotization of 
transference in female patients was 7° 
uncommon, Conflict regarding the sexu® 
role in life—maleness versus femaleness 
most marked in male patients ; uncertal? 
regarding the sexual identity, or ww 
loss of sexual identity, was frequently se% 
as the underlying factor of the psycho ld 
breakdown. The more fragmented the $ i 
ual identification, the greater was that 
severity of the illness. One could say p the 
this was nothing more than a mirror 0 all 
ego dissolution ; if the ego fragments, the 
of the parts suffer, We were struck wee 
very infrequent presence of homos? pat — 
conflict in female patients. It may be 4 

M 


in our culture homosexuality in the male 
caries a much greater threat of ostracism 
than for females and is, therefore, more 
prone to produce inner conflict. Sexual 
feelings are not always merely a by-product 
or a part of existence as some have main- 
tained. They are, it would seem from this 
work, parts of the motivating forces of 
existence. One cannot at this point debate 
the issue of the instinctive nature of sex; 
of the primordial character of the sexual 
drive; or of its primary or secondary im- 
portance in the psychopathology of the 
neuroses or psychoses. Further work on 
ioc; along these lines is certainly 
cated, 

Our data suggest that anxiety drives 
the psychic life under mescaline. Where 
anxiety was absent, the prognostic outlook 
kid poor ‘insofar as the therapeutic action 
E concerned. This was evi- 

n psychotic patients who were either 
Darcotic addicts or alcoholics and those 
vet ehopathie personalities. It is un- 
En B or not this concept can be 
Soiree ( include the action of other 

8. Cohen(12) has indicated that anxie- 


1s not always i i 
the effect de present in patients under 


Were derived 


n studies that fear and 
anxiety p ai May(13) states, "it is 
, Students of anxiety—Freud, 

s iin and Horney, . . , that AE at is 
à eren, LL ehension and that the central 
cope Eom fear and anxiety is that 
ie lon to a specific danger, while 
CRRA unspecific, ‘vague,’ ‘objectless’.” 
tise of an " Ot in our studies the steady 
by Ed <i featured physiologically 
tension Bein: Polypnea, moderate hyper- 
ance of ue dis decrease or disappear- 
by a ag à activity, and psychologically 
sion, ‘The Eressively increasing apprehen- 
as the setting o agent (mescaline) as well 
cannot dunt Were always the same, One 
Physiologica] ava fear or anxiety on a 
events, E Unitary hypothesis from these 
Tespondg = ipa say that the organism 
existen ee y anxiety when its 

; ned. In 

not only the self aad ph [eases 


m 


E 
threatened, but all of the values inherent | 
in the individual. All external events can 
be viewed on the basis of one's total 
existence. Past reaction patterns are acti- 
vated continuously in the course of human — 
living. A temporary state of chaos exists — 
if a situation is encountered for which no © 
past pattern has been integrated in the — 
brain, Analagous events are often seen in — 
electrical computers or so-called mechani- | 
cal brains. Anxiety ensues if there is no . 
previous point of reference to which the © 
threatening event can be compared. I do . 
not believe that anything in life is "un- . 
specific,” “vague,” or “objectless.” Anything - 
is measured against something else; and | 
much of the latter is in a state of unaware- 
ness. The disappearance of alpha activity 
after mescaline suggests the predominance 4 
of lower centers at that time. Would this, - 
perhaps, explain why memories suddenly . 
break into awareness under such drugs? - 
Is it the organism's attempt at problem 
solving under acute stress; by attempts to 
recall reaction patterns from the past? It - 
is of interest to note the converse. Hill(14) 
in discussing Barkers work pertaining to 
environmental influences on the electrical 
activity of epileptics states, "these dis- - 
charges may be a sign of processes of pro- 
tection to the individual's integrity, limit- 
ing awareness of the intolerable on the 
one hand, and limiting motor activity on - 
the other hand." This would suggest a dual ~ 
unconscious mechanism of expression — 
(mescaline) and repression. These ques- - 
tions also require further study. f 

I hold that “not knowing" or “lack of — 
specificity" results from the absence of a 
point of reference with regard to the 
threatening object. If the sum total of the 
individual experiences have not permitted 
him to confront stress with a solution, then 
the new experience is dangerous. This feel- 
ing is total and cannot be subdivided into 
fear or otherwise. May states, “contradic .— 
tions in a culture increases anxiety, in that — 
when the individual's goals and values are ~ 
threatened he cannot orient himself by - 
reference to consistent systems of value — 
within his culture.” y 

The mescaline stress( 15) produces much 1 
less of a reaction with succeeding experi- — 
ences. We felt in the past that this might 
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be due to such vague factors as "tolerance" 
or absence of any specific emotion-laden 

material. However, the first mescaline ex- 

perience becomes a point of reference. It 
has been integrated as an experience and 
can serve as a basis for future exposures 
to the same stress without producing the 
emotion-laden discharge of the first time. 

Where the stress can be life destroying, as 

in battle, this equation does not always 
. hold. 

_ Anxiety in this context is considered a 
- normal phenomenon. It can be viewed as 
- a continuum from one end that is normal, 
1 "through neurotic anxiety, to psychotic 
. anxiety and possibly death. The latter may 
be the end-point of intolerable anxiety. 
E Anxiety is the underlying dynamic force of 
= creativity and, curiously enough, of des- 
. truction. These two are not so distant as 
_ May has pointed out, since to create some- 
_ thing is to destroy something else. 

— Tillich(16) speaks of normal anxiety 
$ but calls it “existential anxiety.” Grinker 
- (17) shows a similar scheme, but calls the 
- initial phases “alerting anxiety.” Without 
. anxiety there is inertia, stillness, nothing- 
- mess. Without this inner driving force, the 
individual rests quiescent and unproduc- 
tive. 

If anxiety is the fulcrum of psychic life, 
its pivot is a synthesis of internal and ex- 
. ternal events. Neurotic and psychotic 
. anxiety represent parts of a continuum. If 
. this concept of anxiety is correct, then by 
blocking anxiety formation, symptoms 
should be prevented. This has already been 
demonstrated experimentally(4). 

In this report, still incomplete in places, 
. and still requiring further work, I have 
indicated some of the results in our studies 
with mescaline using the psychodynamic 
approach. A road is now open through the 
. use of drugs to constructively manipulate 

the driving forces of the free associations. 
Anxiety is not to be considered as good or 
bad. It is a potent force that literally drives 
the patient to health. When lacking, or 
when it takes 5, 10 or 15 years to develop, 
the process may possibly be accelerated by 
the use of pharmacologic agents, 
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SUMMARY 
Psychodynamic observations made dur- 


ing the mescaline-induced state in 194 
patients are reviewed. Mescaline produces 
a “state of being" in which the clinical 
spectrum can range from sleep to rage and 
from normalcy to thoroughly disorganized 
mental states, Anxiety is considered the 
background upon which the mescaline ex- 
perience evolves. One may consider the 
mescaline-induced state under three head- 
ings: 1. Hostility-aggression, 2. Sexuality, 
and 3. The transference. Various recurring 
symbolic gestures were noted, and many 
were frequently of a sexual nature. 

The primary role of anxiety is reviewed 
and some theoretical concepts presented. 
Much further work remains to be done. 
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IMIPRAMINE : A POTENT NEW ANTI-DEPRESSANT COMPOUND! 


H. AZIMA, M. D. anp R. H. VISPO, M.D? 


Since the advent of phrenotropic sub- 
stances many drugs have been found to 
counteract successfully the symptoms of 
mania, excitation, agitation and sometimes 
anxiety. However, no satisfactory com- 
pound, with an adequate margin of safety 
and effectiveness, against depressive states 
has been reported as yet. Searching for 

f such a compound, it was noted that 

_ Khun(1) in Switzerland had observed fa- 

. vorable anti-depressant results with an 

5. iminodibenzyl derivative (G 22355). 

t ; The present note is the report of a pre- 

i d study with this substance. 

| ne is N-(3'dimethylamino-pro- 

: py} iminodibenzy! hydrochloride. It is 
yop quite similar to chlorpromazine 
d is sedative in most of its effects in ani- 

5. This drug was administered to 63 
Patients: 43 females and 90 males, with 
l 


an ‘Mesa age of 47 years, consisting of 

epressive 
TOtic) 
tients, 


(38 psychotic and 20 neu- 
and 8 non-depressed neurotic pa- 


The dosage range was between 50 and 
mg. daily, 
pum dose of 100 mg., administered for 
s Tage period of 3 weeks. The drug 
Ee sontinued, if no favourable re- 
tien peed after this period. All pa- 
lii, iid treated either in an open psy- 
Patient; zu Or as out-patients, or private 
',. 1 period of follow-up ranges 
tiving the es, all patients still re- 
one twi - Liver function tests were 
ai © weekly, white blood count and 
lo 


Woe d 
D 
ted pore and TPR twice a day. The 


by mouth, with an average 


and urine analysis once a week, 
Improvement consisted of 4 


Allee Aceutical’s G 22355, (Tofranil). 
Memoria] Inst, 1025 Pine Avenue West, 
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items : symptoms’ disappearance (subje 
tive comfort) ; ward management ; abilit 
to go home; and ability to go to 
(social effectiveness). The realization o 
3 or 2 of these items was categorized a 
marked, moderate or slight improvem 
respectively. 

Among 55 depressed patients, 24 (43, 
showed marked and 22 (40%) moderate 
provement, 3 slight and 6 no improvem 
Thus the percentage of significantly im- 
proved cases was 83.6%, 2 

This impressive recovery rate was no 
in many patients with long standing in- 
tractable depressive states, Electric she 
became necessary only in 5 instances, 3 o 
whom were chronic character disorders. 
was noted that the therapeutic respons 
became manifest occasionally within. 
first week, but usually during the 2n 
week of treatment. It also seemed that Im 
pramine had a more or less specific effec 
only on the symptoms of depression 
anxiety not related to this symptom did 
appear to be affected. This was evident i 
all of 8 non-depressed patients, who fail 
to respond to the drug. 

Side effects were minimal, appearing at 
the onset of therapy, and consisted o 
vomiting in 2 cases, and increase in a 
tation, tension, hot flushes and some 
somnia in 5 cases. These side effects 
appeared with the decrease in dosage. In — 
several cases, not reported here, the ad 
dition of chlorpromazine counteracted su 
cessfully these side effects. With one patient - 
suffering from chronic eczema and coliti 
both of these symptoms increased an 
Imipramine had to be discontinued. 
effect of intravenous administration of 
50 mg. of Imipramine was either nil or th 
of sedation. «da 

Based upon the above data, it was con- - 
cluded : 1. That Imipramine was a potent - 
anti-depressant drug, with more or less | 
specific influence on the symptom of de- 
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pression, indicating the possibility of a 
specific effect on certain parts of the psychic 
structure; 2. That if its long term appli- 
‘cation proved to be as effective as the 
relatively short span of its usage presented 
here, it might limit the use of ECT con- 
- siderably. Until now the discontinuation of 


Imipramine treatment after 4-8 weeks has — 
resulted within a week in a return of de- 
pression, indicating the necessity of long 
term application. 
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PATIENT INDUSTRY AND THE WORKERS' ATTITUDES 
E TOWARDS THEIR JOBS 
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7» 'The broader conception of psychiatric 
treatment includes therapeutic utilization 
y of the hospital patient's everyday activities. 
__ In recent years, rising admission rates and 
- shortage of space at public mental hos- 
pols have made urgent the full use of all 
therapeutic resources. 
x - Patient industry, a traditional and near- 
paver activity at these hospitals, re- 
= cently has come under closer scrutiny for 
its therapeutic potentials. The industrial 
P therapist, who contributes specialized skill 
i 
k 


= towards work as therapy, now may be 
. found among the ancillary therapists at 
. many hospitals. 
- It may be regarded as established that 
- work is distinctly beneficial for psychiatric 
_ patients, but little systematic investigation 
= of the matter has been reported. Accord- 
. ingly, we conducted a survey involving 148 
patient-workers (24% of the working patient 
population) and the jobs they perform. The 
- subjects, 79 men and 69 women, repre- 
sented diagnostic categories as follows ( per- 
centages) : schizophrenia, 60.8 ; mental de- 
ficiency, 16.2; chronic brain syndrome 
(often epilepsy), 16.2; manic-depressive 
psychosis, 2.7 ; involutional psychosis, 2.0 ; 
psychopathic personality, psychoneurosis, 
and paranoid condition, 0.7 each. Diagnoses 
indicated psychosis in 91.9% of the subjects. 
The mean age was 47.2 years, with a very 
wide range: one patient was in the teens, 
two in the 80's. More than a fourth of the 
patients were aged 60 years or more. 
In response to the questioning, 86.5% of 
the patients stated they would rather have 
than not have a hospital work assignment. 
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Only 8.1% said they would rather not work, 
while 5.4% were undecided. Subjects gave 
as reasons for preferring to work, in order 
of frequency : conviction that work is good, 
people ought to work; relief from bore- 
dom; amelioration of distressing ment 
symptoms. Comments such as these pa 
common : "I'd go crazy without this job”; 
"This job is my salvation" ; “I couldn't en- 
dure being idle." 

Responding to specific enquiry, 11.4% of 
the patients reported that they felt they 
were working beyond their comfortable 
capacities. (One purpose of this investiga 
tion was to discover and relieve SUC 
cases.) Eleven patients (6.7%) complain 
about the physical demands of their jo : 
while 10 others reported fatigue withou 
definite reference to physical exertion. Five 
patients claimed that persons "bothere 
them on the job. Only 4 spontaneously com 
plained about receiving no wages. 


The fact that 86% of our subjects Ld 
ferred having a work assignment is imp" x 
sive—even when one makes allowance -e 
certain selective factors tending to ie 
the frequency of such preference. i 
sponse and our general observation ad 
vince us that regular hospital employ" ng 
is one of the more favored activities am fot 
these patients. In seeking explanation® ' 
such high regard for work, one reca rav- 
great frequency with which psychosis do 
ages self-esteem. A patient's ability sawing 
some regular work, however, is conti orth: 
evidence to him and to others of his pt 
Remarks about the inherent goodne east 
work suggest that many still hold a ore 
this conventional view of work. The 


important implication is that work helps to 
fulfill within the patient an important dy- 
namic need—that of self-approval. Actual, 
productive work evidently holds for pa- 
tients certain practical, reality values not 
always present in other hospital activities. 

Apparently, many patients’ tolerance for 
monotony and other normally distasteful 
job features results from effects of chronic 
psychosis—dulling of sensitivity, perception, 
and emotion. Such impairment in working 
chronic patients may subject them to haz- 
ards: signs that normally would tell the 
patient his comfortable capacity is being 
exceeded may go unnoticed or unheeded ; 
he may be careless, accident-prone ; or he 
may compliantly accept a job assignment 
he has good personal reason for declining. 
Hence the assignment and supervision of 
chronic patients, especially elderly ones, 
require particular care, 

Patients’ statements that their work 
ameliorates distressing symptoms received 
Some apparent substantiation during a 4- 


INDUCED DEPRESSIONS : PHARMACOLOGIC EFFECTS * 
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i rervations that record the clinical 
Te s of tranquilizing drugs may add to 
Pu enodynamic and psychoanalytic 
ind ge and provide important linkages 
y FR psychologic inferences about 
5 e Bisunfned behavior and the neuro- 
ER Ogic events which underlie these 
editos, or desires. 
CERN icem control all interpersonal 
eae en drugs are being used as 
are extre e MM in psychiatric syndromes 
: iue Y difficult, The use of drugs in 
sometime ent of other conditions, however, 
serve Bos aig an opportunity to ob- 
iatric s id the development of a psy- 
ship cure rome and to study the relation- 
Physiolo veen psychodynamic and neuro- 
: gic events. Drs. Quetsch(1-3), 
Read in full at the 114th Annual Meeting of the 
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day quarantine that confined to a 
ward the 42 working patients with 
others. This ward, normally fairly quiet, 
became noisy, fights were numerous, and 
many workers complained about or other- 
wise responded to “the voices.” The ward 
supervisor described the disturbance as 
equal to that prevailing on the “disturbed 
ward”, The job supervisor reported that 
the working patients were very glad to be . 
back at work at the end of the isolation | 
period. 


SUMMARY i 

This survey of 148 (out of 623) patient- - 
industry jobs and the patients’ opinions 
about working leaves us with these impres- - 
sions : 1. Work is one of the more favored 
activities among hospital patients ; 2. Regu- 
lar work raises the self-esteem of numerous 
patients ; 3. A great many chronic patients 
retain the conviction that work is inherently : 
worthwhile; 4. Work often relieves bore- 
dom or ameliorates distressing psychotic 
symptoms in these patients. E, 


Achor, Litin and I(4) have recently studied 
the records of 387 hypertensive patients 
in an effort to determine whether Rauwolliz M 
medication is a factor in producing de- 
pressive reactions, and whether any addi- - 
tional factors might enhance this effect of - 
the drug or make it possible to predict 
which patients are prone to depression. . 

Depression developed in 53 (26%) of 202 
patients treated with Rauwolfia prepara- 
tions for an average of 10 months. Fifty- 
six % of the patients with a history of de- 
pression and 23% of those without such a - 
history experienced depression while taking 
Rauwolfia; the latter group included the 
8 patients having severest depressions. In 
60% of the patients depression 3 
within the first 6 months of treatment, in 
28% during the interval from 6 to 12 months, 
and in only 12% did it occur after 1 year of 
treatment. Regardless of how long a patient 
may take Rauwolfia without becoming de- 
pressed, he is never to be considered free 


om the risk of a depressive reaction as 
long as medication is continued. These re- 


It has been postulated that persons who 
- have essential hypertension have chronic, 
. unexpressed rage(5) because of an inability 
satisfy either their oral demands or their 
ambitious independent strivings. These per- 
ons are prone to depression and need con- 
stant replenishment of their narcissistic 
Supplies. Any loss or threat of loss to this 
eplenishment may cause an ego regression 
a depressive reaction, 


doses of the drug, followed by changes in 
affect state, as indicated by frequent fearful 
anxiety dreams. Next appear signs of a 
feeling of depersonalization usually fol- 
lowed by introspection. Once this has oc- 
ed the patients make inordinate de- 
nds on their environment as if in an 
fort to redefine themselves, A depressive 
ction, clinically indistinguishable from 
r typical depressions, follows and ces- 
ition of medication has no effect. 
Rauwolfia apparently has little effect on 
the cortex. Neurophysiologic and neuro- 
pharmacologic data indicate the likelihood 
nat reserpine, the active principle, affects 
the connections between the thalamic nu- 
clei and the rhinencephalon or visceral 
4 _ Expressed in clinical psychodynamic 
. terms, persons who are most likely to suc- 
pe to depression when taking Rauwolfia 
i 
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seem to suffer from changes in their inter- 
nal psychodynamic equilibrium. Nightmar- 
ish dreams develop which ordinarily sym- 
bolize the eruption of hostile destructive 
impulses conflicted by the intensified need 
for gratification of narcissistic dependent 
relationships. This shift in equilibrium in- 
duces anxiety and vulnerability to events 
in the interpersonal situation. The drug in- 
duces a depressive reaction in these persons 
who are already prone to depression. 

Several patients have shown that once 
they have recovered from a drug-induced 
depression, anxiety and feelings of de- 
personalization will develop regularly and 
promptly if the drug is administered again. 
The need for exacting diagnostic technic 
is indicated when depression is the pre- 
senting symptom in order to avoid treat- 
ment of a biochemical disorder with psy- 
chologic means. Other conditions which 
alter physiologic states without localizable 
or perceptible changes in function and 
known to cause depressive reactions, pre- 
sumably by the same process, are pancreatic 
carcinoma, unrecognized Cushing’s disease, 
parathyroid tumors and thyroid disease. 
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AN EVALUATION OF THE EFFICACY OF HARMONYL 
E IN PSYCHIATRIC TREATMENT 


DAVID A, FREEDMAN, M.D.: 


| INTRODUCTION 
Canescene, an alkaloid of Rauwolfia 
Canescen, was made available in 1957 


lFrom the Neuropsychiatric Clinic of the Touro 
Infirmary, New Orleans, La. The following partici- 
pated in the study : Doctors M. E, Johnson, M. Sugar, 
A. T. Butterworth, J. Brown, M. DeBolt, and W., 
Sorum, and Mrs. K. Rittenburg. 


under the trade-name Harmony! eer 
bott).2 The present study was un 
taken to evaluate its efficacy in the thersry 
of emotional disturbances. Because ot ? 
close chemical and pharmacological affini 


LU ie a 
2 This study was supported by the Abbott Labo 
tories, North Chicago, Ill 
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to reserpine, it is compared in a "triple 
blind study" to this drug as well as to a 
placebo. 


PROCEDURE 

All patients admitted to the neuro- 
psychiatric outpatient clinic of Touro 
Infirmary during a 4-month period and for 
whom the participating physician felt a 
“tranquilizing drug” was indicated were in- 
duded. A total of 34 individuals partici- 
pated. Of these, 30 continued with the 
experiment long enough to yield usable 
data. By diagnosis they fell into the fol- 
lowing categories (Table 1). 


TABLE I 
DIAGNOSTIC CLASSIFICATION OF PATIENTS USED IN 
PRESENT STUDY 
Anxiety reaction 


Tnvolutional reaction 
Pseudoneurotic 


Medication was ordered with the usual 
Pharmacy code slip. Since all 3 agents were 
available in 3 dosage sizes of distinctive 
appearance, it was possible to give the 
Hm. the impression he was receiving a 

a medication by changing the pill size. 
ds De intervals, the clinic clerk, follow- 
hs need scheme, changed the 


a Dosge ranged from 0.3 to 8.0 mgm. 

M. e average daily dose was 2.5 mgm. 

"s A were seen at fortnightly inter- 

y M en visit the individual's status 

om 1 m Hi S 51 E POE pr 
| Or) to 

arbitrarily chosen areas Bhat Aud. 


-mary symptoms i i 3 
Pression ptoms (anxiety, tension, de 


- Second i 
dona] trench s (hallucinatory, de- 
; *ocial adaptatio 

4, Ability to sleep d 

RESULTS 

E 

mrs 2 esk interval is regarded as a 
or 30g Sees a high rate of defection (13 
+ e total number of observa- 
l. These were distributed 


Harmonyl 29 
Reserpine 27 
Placebo 25 

1. On the assumption that a patient wi 

not readily give up a helpful medicatio 

the individuals who voluntarily withdr 
from this study would seem to be of p 

ticular interest (Table 2). 


TABLE 2 ¢ 


FREQUENCY OF DEFECTION WITH ADMINISTRATI 
or EAcH Drue 


Harmonyl S 
Reserpine 3 
Placebo 5 

Total 13 


No relation could be established between 
dosage level and defection. f 

2, Two weeks after institution of treat 
ment 16 patients (53%) showed some im 
provement in at least one category includ 
in the rating scale. By contrast 8 patients 
(27%) showed worsening of symptoms in . 
at least one category (Table 3). s 


TABLE 3 : 

INITIAL RESPONSE TO “NEW MEDICINE” IN CLINIC - 

Tapro Worsened Unaffected 
1 


Harmonyl 3 

Reserpine 7 3 0 

Placebo 5 4 3 E 
Total 16 8 6 y } 


3. Subsequent changes in medication (i.e, — 
initiation of new observation periods) had 
little effect on the subjective response 
the patient. (Tables 4 through 6). 


TABLE 4 T. 

EFFECT ON CLINICAL STATUS OF SHIFTING FROM. 
ANOTHER DRUG TO HARMONYL Y 
(29 OBSERVATIONS) V 

Improved Worsened Unchanged Total . 


Primary Symptoms 8 3 18 29. 
Secondary Symptoms 5 9 20 29. 
Social Adaptation 5 1 23 29 
Ability to Sleep 6 5 18 29 
TABLE 5 à 
Errect ON CLINICAL STATUS OF SHIFTING FROM 
ANOTHER DRUG TO RESERPINE ‘ag 
(27 OBSERVATIONS ) A 
Improved Worsened Unchanged Total 
Primary Symptoms 7 8 12 27 3 
Secondary Symptoms 6 4 17. 22 
Social Adaptation 6 4 17 27 
Ability to Sleep 8 6 13 27 


UA 


s 
- ErrecT ON CLINICAL STATUS OF SHIFTING FROM 
ANOTHER DRUG TO PLACEBO 

z (25 OBSERVATIONS) 


ne Improved Worsened Unchanged Total 
— Primary Symptoms 5 3 17 25 


Secondary Symptoms 5 3 17 25 
Social Adaptation 2 2 21; 29 
. Ability to Sleep 2 4 19 25 


TABLE 7 


No. Instances Improved Worsened No change 


3 0 0 3 
(4 0 1 3 
4 2 0 2 
2 0 1 1 
9 4 1 4 


Extensive trials with meprobamate in 
ontrolled and double blind studies in over 
. a thousand cases has furnished a back- 
ound of experience for the present study 
Deprol a combination of 400 mg. of 
eprobamate with 1 mg. of benactyzine 
yydrochloride. 
_ The relaxing qualities of meprobamate, 
. affecting the psyche and soma have proved 
beneficial in the neuroses and psychoses. 
Producing few side effects, none of which 
endangered the patient's life, meprobamate 
is notable for its low toxicity. 
Two preliminary studies of benactyzine 
. hydrochloride (Phobex), one in 60 chronic 
Schizophrenic patients, dosage 6-30 mg. 
daily, and a second study with chronic 
schizophrenics and seniles and arterioscler- 
. otic patients, chosen in part because of a 
. depressive element or retardation in their 
psychoses, daily dosage from 3 to 45 mg., 
were done. The trials ran from 1 to 23 
months. Two percent of their group were 
- greatly improved, 24% were considerably 
. improved, 35$ were slightly improved, 


1.2010 East Meadowbrook Road, Jackson, Miss. 
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4. At his own discretion the therapist 
could elect to alter the appearance of the 
pill the patient was receiving, thus giving 
the impression of a change in medication, 
Where this occurred in the middle of an 
observation period, such a change could be 
considered to give meaningful data con- 
cerning the efficacy of changing dosage. 
This occurred in 25 instances (Table 7). 

5. Toxic manifestations : one patient de- 
veloped an eczematoid rash while receiving 
reserpine, This cleared with discontinuation 
of the drug. There were no other toxic 
manifestations. 

CONCLUSION 

From the data presented here, it cannot 
be concluded that either Harmonyl or re- 
serpine in the doses used is a more effective 
psychotherapeutic agent than is a placebo 
of similar physical appearance. 


THE USE OF DEPROL IN CHRONIC PSYCHOTIC PATIENTS 


VERONICA M. PENNINGTON, M.D.1 


while no change could be noted in 385. 
Side reactions occurred in 5% and consiste 
of dizziness and a sense of depersonaliza- 
tion; all were alleviated by reduction O 
dosage or stopping the medication. e 
actyzine hydrochloride seemed to raise the 
threshold for external emotional influences 
in many of these cases. P 
Jacobsen and his colleagues found be 
alterations in autonomic mechanisms, C" 
to verbal stimulus, are more pronouns? 
in normal subjects than in psychoneuroti ? 
but show a tendency to be inactivated Py 
repetition of the stimulus in the former at 
be provoked with the same intensi T 
repetition in psychoneurotics. The leve di 
intellectual functions as measured by 8559 F 
ation, abstraction and similar tests i xa 
altered by benactyzine hydrochloride (J a 
bex), making its use in workers requiri 
full intellectual control satisfactory. ad 
study of Deprol was made on 135 depress 
chronic psychotic patients, mostly SC? ods 
phrenics, who were cm ps pen d 
varying from 1 to 17 months. 
patients were observed daily and jodged 


mental state, by the author 
‘attendants. The dosage of Deprol 


ranged from 3 to 16 tablets daily in 
"divided. doses. Patients were usually 


SUMMARIZED RESULTS 
185 depressed chronic psychotic patients 
treated with Deprol 


nosis : Patients 
chiz i 114 
Senility 8 
7 iy 9 
Involutional Psychoses 4 
Total patients 135 
Final Dosage : 
4 to 16 tablets per day 
(average 2 tablets q.i.d.) 
Length of Treatment : ; 
lweek to 17 months 
(average 1.8 months) 
E Patients 
Greatly Bored 15 
onsiderably improved 41 
Slight improved 53 
Not improved 26 
Total patients 135 


(some improvement in 80%, considerable 
Side P. great improvement in 41%) 


D “ltd : um 
E 
'SSness : 


(side effects in 7%) 
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started on 1 tablet 4 times a day as . 
indicated. In general, results became ap- 
parent within 2 weeks, though some patients ` 
showed improvement in a week and some 
only after a month. Psychotic patients re- 
quire much larger doses of neuroplegic | 
drugs than do neurotics. Doses of benacty- . 
zine hydrochloride (Phobex) 0.5 to 1 mg. 
t.i.d. were considered sufficient for improve- 
ment in psychoneurotics in a study by 
Jensen. 

Improvement consisted of greater interest - 
in personal affairs, a better application to 
work and recreation, lessening of fear and — 
apprehension, decreased stress from outer 
influences, and marked reduction in irri- 
tability and assaultiveness, The retardation 
and blocking of catatonic schizophrenics, 
sometimes mistakenly called depression, 
was reduced and sleep restored. Schizo- 
phrenics with a depressive element were 
frequently benefited by Deprol, as were the 
depressive reactions of seniles and arterio- 
sclerotics and patients with the involutional 
psychoses. Shock therapy was entirely obvi- 
ated in those taking Deprol either alone or - 
in combination with chlorpromazine, per- 
phenazine, Vesprin, reserpine or Dartal. 

CONCLUSION 

Deprol is a useful drug for many chronic 
psychotic patients, particularly those with 
an element of depression. It is notable for 
its lack of severe side effects and its low 
toxicity. 


A TECHNIQUE OF MODIFYING ECT CONVULSIONS 


feet Several methods of modifying ECT 


Sei Eee implies that no one 
it sy ound so much favour that 
following s p others. We have found the 
od ique satisfactory for both 
] " Respective 
Hospital Board” 
. Pattn oe and Senior Lecturer in charge De- 
y ondi Psychiatry, University of Otago, Cor- 
L. ; Pone APA ; and Director of Anaes- 


Partmen; 
Ü Ospital Board and Senior Lecturer in 
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niversity of Otago, Dunedin, New 
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in- and out-patient treatment. Its adminis- 
tration is simple and so far it has been free 
of serious complications. We have used it 
some 1,300 times over a period of 5 years 
on 115 patients. A female patient who 
needs treatment weekly has now had 156 
modified convulsions without any complica- 
tions. 

Forty-five minutes before treatment 0.6- 
0.9 mg. atropine sulphate is given subcu- 
taneously. Immediately prior to use 6 ml. 
of 5$ (300 mg.) thiopentone ( pentothal) is 


added to the ampoule containing 150 mg. 
of suxethonium bromide powder ( marketed 
in New Zealand as "Brevidil E"). We pre- 
fer this relaxant to suxamethonium chloride 
("Scoline", "Anectine") because it mixes 
satisfactorily with thiopentone and its ac- 
tion is said to be shorter(1, 2). Moreover, 
the ampoule is a convenient mixing vessel. 
- The selected dose of this mixture is given 
_ by rapid intravenous injection. When the 
fasciculations of depolarisation subside the 
lungs are ventilated for 30 sec. with oxygen. 
_ Then ECT is given and immediately after 
- elonus has ceased inflation with oxygen is 
- continued until normal respiration is re- 
sumed. 
— We aim at modifying the convulsion to 
à the level of weak muscular twitches of face 
^ and extremities. Obliterating the fit makes 
it difficult to judge whether there has been 
— quee cerebral epileptic discharge. 
. In only a few cases has it been necessary 
to use 6 ml. of the mixture (150 mgm. 
- suxethonium and 300 mgm. thiopentone). 
- For the majority of patients 4 ml. (100 mg. 
= suxethonium and 200 mg. thiopentone) is 
enough. Frail or slightly built patients need 
smaller doses. 
E Only two patients have spontaneously 
— complained of, and 3 on inquiry have ad- 
Ls mitted to, momentary unpleasant sensations 
. especially in the face before losing con- 
_ sciousness. The remainder of our patients 
have not had any recollection of discom- 
. fort. 
- A "Plexacon" unit manufactured by 
Theratronics Ltd., London is used for ECT. 
Artificial respiration is done with a locally 
— designed Kreiselman-type(3) of hand-bel- 
— lows (Fig. 1) which is efficient, simple to 
— manipulate and compact. 
. % Oxygen Inlet 


n3 
San 5 IPs Air Inlet 
"ap ar HN 


i NS 
Rubber Air Bed titor 
Expiration Port Retaining Cord 
Face Mask 


When spontaneous respiration is fully 


re-established the patient is turned on to 
his right side in a comfortable and safe 
post-anaesthetic position. 

The technique has several advantages. 
Combining relaxant and anaesthetic in one 
solution obviates changing syringe barrels 
and the need for a second venipuncture 
should the needle be dislodged in the pro- 
cess. Venous thrombosis has been rare and 
has never meant dropping the technique. 
Atmospheric air can be used instead of 
oxygen. However, oxygen eliminates any 
risk of hypoxia. Holmberg, Hard and Ram- 
quist(4) have demonstrated that relaxation 
and blood oxygen saturation prolong cere- 
bral epileptic discharge, and they obtained 
suggestive evidence that this was thera- 
peutically effective. Our experience tends 
to confirm their finding of prolonged con- 
vulsive activity and suggestion of thera- 
peutic benefit. 

There are some disadvantages. The most 
inconvenient drawback to this, and similar 
methods, is the difficulty in finding a suit- 
able vein for i. v. injection in obese pa 
tients with the attendent risks of arterio- 
puncture and extravenous placement of the 
i. v. solution. Apart from this a patient may 
be frightened by the procedure of veni- 
puncture. The technique could not there- 
fore be used in some cases. In the alkaline 
thiopentone solution suxethonium is stat 
by its manufacturers (May & Baker Ltd.) 
to lose its potency fairly rapidly. Sever 
minutes can elapse, however, before notice- 
able deterioration has taken place and we 
have not yet had to mix a fresh solution. 
Few of our patients have needed post- 
convulsive artificial respiration for mor 
than 3 minutes. At the other extreme, T 
taneous respiration has been re-establis me 
almost immediately after convulsion. Pe 
the majority approximately 2 minutes @ d 
ficial respiration suffices. We have not y 
been alarmed by any case of prolonge 
apnea and do not know of reports © 
contingency. NS 

The technique we have described is er 
to administer, ensures adequate solos e 
and is reasonably safe, particularly pae "e 
of the efficiency of the hand be"? 
respirator. No method of pharmacologi®’ g 
modifying ECT is risk-free if only betat 
of the inherent dangers of the drugs 


5). In our opinion it is worth while 
ating the advice that any psychiatrist 
these methods should acquire the 
C meessary resuscitative skills by a brief 
training from an anesthesiologist. 
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A COMPARISON OF TRIFLUPROMAZINE (VESPRIN ), 
CHLORPROMAZINE AND PLACEBO IN 85 CHRONIC PATIENTS? 


JACKSON A. SMITH, M.D.? DOROTHY CHRISTIAN, R.N.3 
AVONELL RUTHERFORD, R.N.? Aw» ELAINE MANSFIELD, R.N. M.P.N.5 


The problem of the chronic schizophrenic 

remains unsolved and necessitates 

“continuing search for an effective thera- 
peutic agent. 


EVALUATION PROCEDURE 


Evaluating behavioral change in such 
chronic Patients is also a problem. The 
Psychological tests tried which required the 
Patient's Participation clarified his lack of 
Patticipation but little else, or the data 
: Was more a reflection of the evalu- 
lors opinion than the patient i 

‘ patients behavior. 

T trying various methods of recording 
behavioral X: we found the most satis- 
is c consist of 2 sections : one 

a modified E status examination in 

. é patients answers are recorded 
$ d the oth ion i 

p an other section is a check- 

E Denis 9 groups relating to be- 
items), appearance (this includes 54 
We 

eekly hae ‘ae are kept on a 
he dardizeq eck-list; the opinions of 
| ins and of the ward personnel are 
these notes, I iti 
tivity chart(5) 1 s. In addition, an ac- 
iom ) is checked twice daily by 
s ly 
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s le study, also supplied all the medications 
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gy Research po, iba, Neb. 
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the ward personnel and affords a continu- 
ing record of the patient’s behavior during 
the intervals between observations. 

The present project was run simultan- 
eously in two hospitals. Both active prepar- 
ations and the placebo were prepared in 
identical tablets and neither the patient nor 
the observer knew which medication was 
being given. Each patient received both 
medications and the placebo during the 3 
months’ trial period. 

A total of 85 patients was included in 
the study ; 27 disturbed male patients were 
in one hospital and 30 males and 28 females 
were in the other. These patients were 
chronically ill schizophrenics who had been 
refractory to previous treatment efforts. 
None of the patients had been hospitalized 
less than a year. 

Both active preparations and the placebo 
were given for 4 week periods. To establish 
the relative potency of the two com- 
pounds, they were given in equal amounts. 
The daily dose was increased each week 
by 50 mg. unless severe side effects oc- 
curred, Triflupromazine and chlorproma- . 
zine were given orally each day as follows; _ 
100 mg. the first week, 150 mg. the second 
week, 200 mg. the third week, and 250 mg. 
the fourth week. 

The patient was considered improved 
when a more appropriate affect with an 
increased interest in his surroundings and 
an increase in activity of a desirable kind 
were observed. 


' Of the 85 patients treated, 10 improved 
on triflupromazine, 10 on chlorpromazine, 
and 5 on placebo. Fifty-nine showed side 
effects on triflupromazine, 22 on chlorpro- 

mazine and 12 on placebo. The results were 
comparable in the two hospitals. On the 
basis of the frequency and rapidity with 
- which side effects developed, the triflupro- 
—mazine appeared to have more than twice 
_ the potency of chlorpromazine. 


E Discussion 


= Of the 85 patients treated with these 
two compounds, none improved sufficiently 
to be considered for discharge. It is ap- 
parent that neither of these drugs, in the 
_ dosage given, is sufficiently effective to be 
- included in the routine treatment of the 
j chronic patient. Nevertheless, it would ap- 
. pear that both drugs merit a trial in the 


E $^ 


Meprobamate ? has been reported to re- 
lieve muscular spasm, insomnia, and anxiety 
»symptoms(1). Since these findings are 
. prominent in the opiate withdrawal syn- 
_ drome, it was hypothesized that mepro- 
. bamate might be a useful adjunct in the 
T treatment of this illness. To date, only a 
few isolated observations have been re- 
d ported. A clinical study was devised at the 
c U. S. Public Health Service Hospital, Fort 
. Worth, Texas. 

_ The experimental subjects were 62 males, 
admitted to the hospital withdrawal ward 
. for treatment of opiate addiction. They 
. ranged in age from 19 to 67, the average age 

being 30 years. Duration of addiction varied 
from one to 48 months with an average 
duration of 8.4 months. Fifty patients were 
addicted to heroin, 5 to morphine, and the 
remaining 7 to other opiates. The presence 


1Respectively, Staff Psychiatrist, Staff Psychiatrist 
and Clinical Psychologist, U. S. Public Health Service 
Hospital, Fort Worth, Texas. 

2 Meprobamate was supplied as Miltown by Wallace 
Laboratories, New Brunswick, N. J. 


AN EVALUATON OF MEPROBAMATE IN OPIATE WITHDRAWAL 
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treatment of the disturbed individual wh 
presents a problem in ward manageme 
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of physical dependency on opiates was de- i 
termined by withholding all drugs unui 
definite signs of the opiate withdrawal syn- 
drome were noted. These addicts were then 
randomly assigned to one of 3 groups. ATEA 
the presence of physical dependency Was — 
established, syrup of methadone was given : 
in sufficient quantities to control the signs 
of withdrawal. The amount of methad 
required was determined by a standard 
empirical method. Stabilization doses 0° — 
methadone ranged from 20 to 70 mgs. daily — 
The average dose was 45 mgs. daily, edulV- 
alent to approximately 140 mgs. © mor- 
phine. Once the stabilization dosage Mo 
established, patients were withdrawn at ER 
standardized rate. The first group receive 
no additional medication. The second group 
received 400 mgs. of meprobamate at mor 
ing, noon and 800 mgs. of meprobamate 
bedtime. An identical dosage schedule V9 
carried out with a completely inert plae 

on the third group. The tablets could. 
be differentiated by taste, smell, cons 
or appearance, and their identity Wê 


s nok 


known to the staff until completion of the 
study. 

Measurements consisted of a series of 
sales designed to objectify judgments 
about certain aspects of the withdrawal 
syndrome. The physicians recorded their 
observations each day at the same time on 
every patient, They included : withdrawal 
signs, subjective evaluation of sleep, objec- 
tive muscle tension, subjective evaluation 
of muscle tension. The nursing staff re- 
ported observations on hours of sleep, appe- 
tite, talkativeness, well-being, motor ac- 
tivity, involvement with others, attitudes 
towards others and acting-out behavior. 

The results were subjected to statistical 
analysis, There were 4 instances in which 
the null-hypothesis was rejected in favor of 
the experimental hypothesis. On the with- 
drawal signs measure, the placebo group 
showed Significantly more severe with- 
drawal signs than the control group. The 
Meprobamate group demonstrated signifi- 
d more objective muscle tension than 
(s oe group. Both the meprobamate 

% a Euge experienced more mus- 

den a jectively than the controls. 

gative placebo affect was observed 


CLINICAL NOTES — SNO CBE 


in this study. Patients who receiv 
placebo manifested significantly more 
drawal signs and subjective muscle tension | 
than the controls. Those receiving mepro- 
bamate also appeared negatively affected 
as compared with the controls. They mani: 
fested more objective and subjective muscle 
tension. This study indicates again 
effectiveness of the methadone substituti 
method in alleviating the objective and sul 
jective responses of an opiate addict und 
going withdrawal. In our hospital mili 
patients undergoing treatment for with- 
drawal were comfortable, cooperative and 
amenable to treatment. They did not mani- 
fest the manipulative, demanding and. 
acting-out behavior patterns commonly 
described (2). As determined by this study, | 
meprobamate is not of value as an adjunct 
in the management of the opiate with- 
drawal syndrome. Placebos or ineffective. 
drugs may adversely affect treatment of | 
opiate withdrawal. ! 
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CASE REPORTS 


MENTAL DETERIORATION AND OCCLUSION OF THE 
INTERNAL CAROTID ARTERIES IN THE NECK 


CLIFFORD L. WILLIAMS, M.D., AN» WALTER L. BRUETSCH, M.D.! 


The two common sites of occlusion of 
the internal carotid arteries are in the cervi- 
cal portion—carotid sinus—(1) and in the 
terminal part of the artery—cavernous sinus, 
carotid syphon—(2), just before entering 
the intracranial cavity. 

The psychiatric importance of athero- 
sclerotic occlusion of one or both internal 
carotid arteries in the carotid sinus was first 
recognized by Fisher(1). The disease com- 
plex occurs in the later periods of life and 

may present the picture of senile or pre- 
senile psychosis. Greater awareness of the 

existence of such cases should lead to a 
wider recognition of this syndrome. 
‘CASE REPORT 

The male patient, at age 65, had a slight 
stroke which left him with a neurogenic blad- 


_ der, causing intermittent retention. Otherwise, 


there were no sequelae, except some loss of 
interest in his occupation. Three years later, 
he suddenly became unconscious and after re- 


- gaining consciousness, his memory was gone. 


He did not recognize his sister and other 
relatives. He had to be dressed and fed. His 
talk was unintelligible. The sudden and severe 
mental deterioration remained unchanged un- 
til his death 18 months later. 

Physical examination revealed an elderly 
man in a state of complete dementia with a 
mumbling speech, impossible to understand. 
There was a barely noticeable drooping of the 
right corner of the mouth but no other residu- 
als of a stroke. Both patellar reflexes were 
hypoactive. The patient had a staggering gait 
and would fall easily. On several occasions, he 
was found lying on the floor of his room. 

The pupils were small, round, equal, and 
immobile to light. Arcus senilis was absent, 
The patient was apparently unable to see. 
When moving about, he would feel his way 
in the manner of a blind person. 

The blood pressure was 150/95. An elec- 
trocardiogram showed evidence of myocardial 


1 From the Research Department, Central State 
Hospital, Indianapolis, Ind., and the Division of 
Mental Health, State of Indiana, 
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damage. (There was a history of coronary 
thrombosis at the age of 58). Examination for 
carotid artery pulsation was inconclusive on 
account of lack of cooperation. 

The Wassermann reaction of the blood and 
cerebrospinal fluid was negative. In the spinal 
fluid were 4 cells per cmm. The total protein 
was within normal limits. The urine contained 
a slight trace of albumin and numerous leuko- 
cytes due to the occasional use of a catheter. 

The tentative diagnosis was atherosclerotie 
occlusion of the internal carotid arteries in 
neck, followed by dementia. 

Necropsy confirmed the diagnosis. In the 
right carotid sinus there was a fairly old throm- 
bus (Fig. 1), superimposed upon an ulcera 
atheroma, obstructing the entire lumen of the 
right internal carotid artery. The left carotid 
sinus was severely narrowed by atherosclerotic 
deposits. b 

In the right frontal lobe was a large in- 
farction (Fig. 2), extending to the head of the 
right caudate nucleus. In the left temporo- 
parietal region an area of softening was pres" 
ent, having destroyed the cortex and the 
underlying optic radiations. In both middle 
cerebral arteries there were several athero- 
sclerotic plaques, but the basilar artery was 
free of atheroma. 4 

Other findings were small scars (old dil 
farets) in the wall of the left ventricle of the - 
heart. Both coronary arteries were M 
to pin-holes by severe atherosclerosis. In a 
abdominal aorta were ulcerated scleroti 
plaques. 

COMMENT in 

Occlusion of the internal carotid artery k 
the neck is not a rarity. A stroke with transie 
monocular blindness and other visual 2n 
culties is often but not always associated i 
it. The condition should be borne in min ing 
ticularly in instances of rapidly develop 
dementia. 
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Carotid Sinus 
with Thrombosis 


Common Carotid 
Artery 


FIGURE 1 
Carotid sinus with red thrombus protruding into the common carotid artery. 
The thrombus originated from an atherosclerotic ulceration. The thrombotic mass 
extended upward in the internal carotid artery to its entrance into the intra- 
cranial cavity. 


L FIGURE 2 
arge area of infarction in right frontal lobe, in patient with atherothrom- 
occlusion of the right carotid sinus. 
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"MAGNUS C. PETERSEN, M.D., BEVERLY CAREY, M.D.,  — 
anp DONALD V. RHOADS, M.D.1 ^ 


Reported are one case of agranulocytosis 
due to mepazine (Pacatal), one fatal and 
one nonfatal case of agranulocytosis and 
one case of liver damage and hemolytic 
anemia due to chlorpromazine hydro- 
chloride (Thorazine). 

Case 1.—A white man 71 years old. Diagno- 
sis: mental depression. On June 8, 1957, 33 
days after administration of mepazine (Paca- 
tal), 200 mg. per day, had been started, 
acute pharyngitis developed with temperature 
of 104° F, The total amount of mepazine 
received was 6,500 mg. The diagnosis of 
agranulocytosis was made and administration 
of penicillin and streptomycin in large doses 
was begun. On May 7 the white blood cell 
count had been 4,650 with 73% granulocytes ; 
on June 10 the white blood cell count was 
1250 with “marked agranulocytosis.” Between 
Ld 8 and June 16, the patient had a high 
tever, ulcerating pharyngitis, and progressive 
mnt of the bronchi by infection as 
i mined by physical examination, Dosage 
of prednisone (Meticorten), 20 gm. every 4 
di was started on June 10 and was con- 
ses fter progressively decreasing amounts 

alter the patient began to improve. The 
Patient also received 2 500-ml, units of blood. 

Dus 14 the white blood cell count was 
Miis no granulocytes seen on a blood 
Toma 3 June 17 the white blood cell 
ud n 1,900 with a few myelocytes and 
peripher ore, noted in a smear of the 
ition vied em The patient's clinical con- 
normal, ood counts rapidly returned to 


C : 
<a aa white man 32 years of age. 
ferentiated Schizophrenia of a chronic undif- 


: type. Chlorp i 
ae ; promazine was pre- 
di d during most of the 48 days until 
Patient n is of agranulocytosis was made the 
amount re eived 200 mg, per day. The total 
13, 1956 ceived was 15,200 mg. On February 
Was pale ang patient complained of tiredness, 
In ill, had a temperature of 104° 
ung. On a of pneumonitis in the left 
dic Tuary 14 a blood smear revealed 
fortis with too few white 
Was an accurate count. The patient 
— ated with tetracycline hydrochloride 


IU Rochas 
^ ter State Hospital, Rochester, Minn. 
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BLOOD DYSCRASIAS DUE TO PHENOTHIAZINE DERIVA TV] 
| REPORT OF FOUR CASES | 


E 
and was given 150 U.S.P. units of corticotropin 
in a 3-day period starting on February 
High fever and pneumonitis continued a 
the patient died on February 19. EU 

Case 3.—À white woman 71 years o 
Diagnosis: acute brain syndrome due to 
cohol. On February 28, 1956, she underwe 
mastoidectomy. Subsequently she had 


low-grade fever for 9 days. These symp 
cleared, but administration of antibiotics wa 
continued until the patient developed glossiti 
and a temperature of 102? F. on July 
1956. Auditory hallucinations and delusioi 
related to the brain syndrome had disappeared | 
while the patient received chlorpromazine 100° 
mg. twice daily, The diagnosis of agranu- 
locytosis was made on July 19, the 49th 
of this medication. The total amount recei 
was 9,800 mg. The white blood cell coun 
March 26 had been 5,000 and on July 
4,750. On July 20 it was 3,750 with 
granulocytes. Penicillin and streptomycin wet 
prescribed on July 19, and cortisone, 75 m 
every 6 hours, was ordered July 21. On J 
23 the patient began to improve clinicall 
although the white blood cell count of 3,950. 
contained only 6% granulocytes. By July 2 e 
patient had recovered and the white bi 
cell count was 13,250 with 59% granulo 
Case 4.—A white man 61 years old. D. 
nosis: schizophrenia of a paranoid type. 
tween March 25, 1955, and January 7, 19 
the patient received chlorpromazine in a 
amount of 99,4 


of the cephalincholesterol flocculation test 
- was 4+ while the thymol turbidity was 12 
units and alkaline phosphatase was 28 King 
and Armstrong units. By March 2 the jaundice 
had subsided and the hemoglobin concen- 
tration was 8 gm. after three 500-ml. units 
- of blood had been given. On March 22 the 
hemoglobin was 11.6 grams. In our opinion 
F this case is an example of acute liver damage 


mazine. 


Up to April 1, 1958, 1,382 patients had 
received chlorpromazine at the Rochester 
(Minnesota) State Hospital and 78 had 
received mepazine. It is to be noted that 
the 3 cases of agranulocytosis developed 
within the first 2 months of medication. 


TWO CASE REPORTS IN BRIEF 


OCCASION FOR LAUGHTER 


I am laughing, Mother, laughing 
Death is seldom such a giver 

It is heady wine I'm quaffing 
Now your voice is stilled forever. 


Death can give as can no other 
Freedom of my soul from you— 

But oh, my Dearest, tell me, Mother 
What am I to do! 


OCCASION FOR ROMANCE 


I see dark walls as I look at him 
Icringe when he calls in this prison grim 
And I feel no love and I have no child 
My fancies roam and my thoughts grow wild— 


Then comes by Knight to the old apple tree 
In its branches white he makes love to me 
And babies are born when before I had none. 
Though like dew in the morn they go with the sun. 


E. D. B. 


PREMATURE DISCHARGES FROM PUBLIC MENTAL HOSPITALS 


Editor, THE AMERICAN JOURNAL 
OF PSYCHIATRY : 

Sm: The current extreme pressure from 
the APA and other agencies concerned 
with a reduction in the number of insti- 
tutionalized mentally ill persons, and the 
solving of the social problem resulting from 
mental illness, may be leading to probable 
more dire social consequences. The approxi- 
mately three-fold increase in the number 
of specialists concerned with the allevi- 
ation of the mental health situation in the 
United States, and possibly also in Canada, 
is developing an army of indiscriminate 
persons meddling with the lives of unhappy 
people, not necessarily remedial. The no- 
tion and practice that anyone with a mor- 
bid or other interest in the behavior of 
People, is suitable for constructive assist- 
ance to his neighbor, must lead to greater 
numbers of persons seeking such help. 
As vogue of state and regional con- 

aces inviting people with no more 
qualification than a morbid concern and a 
CI qe. to join the army of mental 
om workers, threatens to leave the so- 
Hn Pun as a minority of the popula- 
wide penio example is the recent state- 
ac e on mental health prob- 
ih alifornia, where those attending 
ves iaa to their communities as 
work for 4 ; presumably to do missionary 
in milite, e case, Recalling the experience 

is hs iie during World War H, 

a as a horrifying aspect. 
Considered oon other reasons to be 
ing Crit i the increasingly sober- 
Practice of S concerning ataraxics, the 
hospitals is i releases from mental 
Providing Ms l under way, with the aid of 

Ne Supply of ataractic pills. 

1 Ychotics seem to be floati ver th 
ountry, Releases f oating over the 
the country à s from the eastern part of 
em states a a overflowing into the west- 

nd are being re-hospitalized 


CORRESPONDENCE 


D 


"m. 
in the new locations soon after arrival | 
Establishment of supply stations for 
ataraxics for patients released from hospi- . 
tals is of questionable merit. ki 

Nevada is a small community and it has - 
already had several such cases. Apparent y 
those who had been previously confined 
long periods have presence of mind s 
cient to avoid re-hospitalization at the 
same institution, and get on the road to 
avoid such possibilities. The present com- | 
petitive efforts to "empty" local institutions 
adds impetus to this movement. a 

I appreciate the merits of open hospi 
as demonstrated in European countries. 
The adoption of the practice in the United 
States should be approached cautiously. 
Our patients are of a different cultural 
background with different feelings regar 
ing conforming behavior. We take o 
“four freedoms” quite literally and have 
small regard for conformances. It is per- 
haps too early to tell, but is a reasonable. 
presumption that the open-door policy for 
our mammoth institutions might result 
an aggravation rather than a reduction of 
our community mental health problem. 

For the negligible reduction in the 
number of institutionalized patients, we - 
are multiplying many times over the. 
number of mentally ill persons in open 
communities. I urge the timeliness for a- 
re-examination of current efforts to reduce | 
or eliminate the problem of mental illness 
and the serious implications of populariz- 
ing psychiatric or psychological services for 
the noninstitutionalized portion of our pop- 
ulation. 

I offer this letter for publication that 
others may pause to examine the implica- 
tions. 


Swney J. Tum, M. D. 1 
Nevada State Hospital, 
Reno, Nev. 
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OF PsYCHIATRY : 
IR: Some details in the technique of 
.M.-G.M. succinylcholine modified electro- 
shock therapy without barbiturates vary 
th individual therapists. Because of its 
portance, I recommend the acceptance of 
; e modification I have used in approxi- 
mately 1000 electroshock treatments given 
to about 100 unselected patients. The tech- 
— nique I have used is as follows: 
/75-1/50 mg. of atropine is adminis- 
d intravenously. This is followed by 
d intravenous injection of succinylcho- 
' chloride (10-15 mg.). The petit mal 
ulation is then given immediately after 
nination of the injection. Approximately 
econds later the grand mal stimulation 
iven in the usual manner. Most thera- 
administer a subthreshold electric 
‘imulation ten seconds after the succinyl- 
holine injection, or upon noting fibrilla- 
as about the patient's mouth or eyelids, 
the beginning of some feelings of suffo- 


tion. This maximum muscle paralysis per- 
for about 2 minutes, 

If a petit mal stimulation is given 10 

conds after the succinylcholine injection, 

e faces the same risk as if the subthresh- 


ditor, THE AMERICAN JOURNAL 

OF PSYCHIATRY : 

_ Sm: According to most of the American 

state laws an abortion is only legal if neces- 
sary to save the woman's life. As the non- 

- psychiatric indications are decreasing many 

omen are referred to psychiatrists with 

- the question if there is a psychiatric indica- 
tion. This frequently means passing the 
buck when the abortion seems clearly de- 
sirable, but nobody else wants to take the 
responsibility because of the legal in- 
security. 


P.M-G.M. SUCCINYLCHOLINE MODIFIED EST TECHNIQUE 


ree 


hold stimulation was given immediately 
following the injection. In neither case does 
the patient benefit from the muscle relax- 
ing properties of succinylcholine chloride, 
because it takes 30 to 60 seconds for the 
maximal paralysis to develop. On the other 
hand, if the petit mal stimulation is given 
immediately, it creates an amnesia for the 
effects of succinylcholine and the balance 
of the electroshock treatment. Patients have 
no awareness of the muscular fibrillation 
and/or feelings of suffocation that are ex- 
perienced by some treated with the delayed 
petit mal stimulation, 

I use an alternating current apparatus 
with a setting of 100 volts and .1 second 
for the subthreshhold stimulation. On rare 
occasions I increase the setting to 110 volts, 
or decrease it to 90 volts. I use the former 
if the patient is not sufficiently stunned, and 
the latter if the petit mal reaction is too 
strong. 

I caution against the use of electroshock 
machine without a built-in timer and an 
adjustable voltage. If such an apparatus is 
used for the subthreshhold stimulation, the 
therapist will run the risk of producing 
many grand mal reactions at a time when 
the muscle relaxant may be either absent 
in the blood stream, or present in an in- 
sufficient amount. 


William Karliner, M.D., 
Scarsdale, N. Y. 


PSYCHIATRIC INDICATION FOR ABORTION 


As the laws stand there is hardly s 
a psychiatric indication. Severely psychoti 
women do not get pregnant because ey 
are in institutions. When a feeble-min d 
girl gets pregnant it is most unfortuna™ 
but she will not die from it. It is even iM 
possible to predict whether a pregnancy 
will result in a postpartum psychosis—W 
would not endanger life anyway. _ de 3s 
Most frequently threatening suicice in 
used as indication. Suicide threatens 
other conditions too. Many persons Mee | 
rather commit suicide than go to Jat J 
_ 


psychiatrists are not yet called upon to cer- 
tify that a jail sentence must be cancelled 
because it endangers the convict’s life. 
When a pregnant woman is in a state of 
panic or deep depression so that she may do 
harm to herself, she has to be treated and 
protected like any other person in such a 
condition. 
However, not every suicide indicates 
. mental illness. There are things which are 
valued higher than life, Suicide by a sane 
Person is a social problem, not a psychiatric 
. one, When a case certified because of 
threatening suicide comes to court, much 
depends on the personal attitude of the 
judge. Some will recognize ethical reasons ; 
but others who condemn abortion from 
ee have the letter of the law on their 
side, 
Construing, or misconstruing the law 
_ doesnot solve the problem. It is regrettable, 
ut as the law stands there is usually no 
_ Psychiatric indication. But there is a dire 
m for it. Legal recognition of severe 
= health hazards as a valid reason for abortion 
a be demanded over and over again. 
oru point of discussion whether the 
| indication should be recognized will 
^ : ated when we accept the defini- 
of the World Health Organization, 


MAN AND OTHER ANIMALS 


Man has a thereof is em 
as a great endowment of judgment, but the greater part thereof is empty 
and deceitful. The animals have little, but that little is useful and true ; and better 


55 à small and certain thing, than a great falsehood. 


"whith includes social well-being as 


tegral part of health. The statement. 
Health is not just the absence of sickne 
but the entire physical, mental and socis 
well-being. s 
Due to the legal situation many m 
abortions are performed illegally than 
ly, how many nobody knows. When a 
number of respectable citizens know : 
before the law they are criminals the mo; 
of the community is in a bad way. 
Psychiatry is more than ever involved. 
the legal situation because so often the p 
chiatric indication is sought as the only v 
out to preserve health, if not to save | 
Although this is a most controversial iss 
from the standpoint of mental health th. 
can hardly be a controversy. TT 
Most important, of course, is the edi 
tion of the public to prevent undesi: 
pregnancies. Denial of sex relations is 
the way to achieve this, Some states 
have laws prohibiting conception con 
In the opinion of the Supreme Court 
New York : “Every law not based on wis- 
dom is a menace to the State." We still hav. 
laws not based on wisdom ; will we find 
wisdom to get rid of them. ; 
Kate Frankenthal, M.D., _ 
New York Cit 
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STATES ACT TO IMPROVE THEIR MENTAL HEALTH PROGRAMS 


A tremendous and growing effort on the 
part of the states to increase community 
mental health services and improve condi- 
tions for the mentally ill is evident in action 

. taken by state legislatures last year. There 
— was a spectacular increase in the total 
— amount budgeted by the states for mental 
health purposes and many states passed 
_ laws of great significance to the promotion 
. of mental health throughout the nation. 
The size of the state budgets and the type 
of legislation passed also show that the 
states are accepting, and expect the com- 
- munities to accept, greater responsibility 
_ for the mental health of their citizens. 

"Together, the states budgeted a total of 
| $454 million of Federal, state, local and 
_ private funds for community mental health 
— services last year. The funds are being 
= spent to provide such community facili- 
x ties as mental health clinics, services for 
- emotionally disturbed children, special 
. help for mentally retarded children, re- 
 habilitative and aftercare programs for 
mental patients, alcoholism control pro- 
‘grams, and advisory services to welfare 
agencies. 

The total 1957 budget was 76% more 
. than that of the year before. New York 
_ State accounted for a large proportion of 
the increase—$14.1 million. But even ex- 
cluding New York State, the total 1957 
budget was 28% more than the total for 
1956. The largest increase was for mental 
health clinic services which rose from $18.1 
million in 1956 to $37.8 in 1957. The ever 
increasing amounts budgeted for com- 
munity mental health services denote the 
states continued progress in providing 
facilities whereby psychiatric help is made 
available to people where they live and 
when they need it. 

By far the major portion of the states’ 
1957 budget total was drawn from state 
and local funds, showing how the states 
have advanced in carrying their mental 
health load since Federal grants-in-aid 
were made available to the states-10 years 
ago. In 1948, the Federal Government 
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made $3 million available in grants-in-aid 
for community mental health services and 
the states allocated a total of $2.4 million. 
In fiscal year 1957, Federal funds had risen 
to $4 million whereas state and local funds 
had skyrocketed to $41.4 million. In other 
words, the states, last year, invested more 
than 10 times as much state and local 
money for services outside mental hospitals 
as they received from the Federal Govern- 
ment for that purpose. Ten years earlier, 
the states didn't spend as much as they re- 
ceived from the Federal Government in 
grants-in-aid. 

Three states (Colorado, Washington, 
Wyoming) for the first time in 1957 voted 
specific state appropriations for community 
mental health services, thus joining the 
large majority of states which already had 
identified mental health appropriations. 
Such action by a state legislature is con- 
crete recognition of responsibility for com- 
munity mental health services, and usually 
sets a precedent for additional and more 
adequate appropriations in future years. 

Four states (California, Minnesota, New 
Jersey and Vermont) passed laws in I 
providing grants-in-aid to localities for tae 
development of community mental healt 
services. A trend seems to have started m 
this new type of state-aid legislation whic 
has proved effective as an inducement 10r 
local governmental units to step UP ther 
mental health services. New York passe 
the first such law in 1954. It provided ie 
the state to reimburse localities for at 
proved mental health expenditures 0D ii 
dollar-for-dollar basis making it pos 
for a city or county to double its men 
health resources without additiona o 
The Act has resulted in a tremendous = 
pansion of community mental health ee 
ices in New York, as has similar legisla 
since passed by other states. 

Using a different approac ots 
velopment of local community m^ tes 
health services, three midwestern wn 
(Iowa, Kansas and South Dakota) PS 
laws in 1957 which authorized the 


h to the de- 


jr coun 
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ties to levy taxes or appropriate funds to 
support community mental health centers 
or clinics. 

Laws in behalf of the mentally ill were 
passed by a number of states in 1957, con- 
tinuing the nationwide trend to replace 
antiquated methods of dealing with the 
mentally ill by modern, psychiatric meth- 
ods of care and treatment. States and ter- 
ritories that took steps to modernize their 
laws with regard to the commitment, de- 
tention and care, and treatment of the 
mentally ill included Alaska, California, 
Colorado, Kansas, Minnesota, Montana, 
North Dakota, and Texas. 

Seven states (Connecticut, Maine, Min- 
nesota, New Hampshire, Oregon, Rhode 
Island and West Virginia) took legisla- 
tive action which ratified the Interstate 
Compact on Mental Health, This agree- 
ment, first issued in 1955, makes the pa- 
tents welfare the cardinal consideration 
in deciding whether he shall be kept in 
one state or sent to another. Ten states are 
now participating in the Compact (Con- 
necticut, Maine, Massachusetts, Minnesota, 
New Hampshire, New Jersey, New York, 
Oregon, Rhode Island, and West Virginia). 
v cginlatures showed continued high in- 
Nin wn retardation. Arkansas, 
bed the Diy edd Me hiis author- 
om bad lon of new institutions 
oben reatment of the mentally re- 
Wis r o and Minnesota made it 
vide “bate or local school districts to pro- 

PM a handicapped children. 
mentally ue aed training center for the 

Bot W tded will be established in the 

ashington. New York is now 
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ile Possess the persuasiveness that adjusts itself to every individual, a 
Tas suave way of negotiating, and the adroitness of a detective in under- 


€ secrets of a soul without betraying it. 


He must 


Standing th 


developing plans for a state research 
stitution on mental retardation. 4 
Several states took action to develo 

residential treatment centers for emotional- 
ly disturbed children. In Washington, a 
resident treatment center for such children 
is being established at Western State Hos- 
pital where research as well as treatment | 
will be carried on. Minnesota authorized a - 
resident treatment center for emotionally | 

: 


disturbed children. In California, the Yout 
Authority is initiating a special program of 
intensive treatment in two institutions f 
juvenile delinquents. 

Some of the states took action to expand 
research and training activities. Texas "n 
planning to set up a new hospital near th 
Texas Medical Center in Houston for trai 
ing and research in mental illness. Iowa. 
instituted a Mental Health Research Fund. 
A research program in alcoholism w 
established at the College of Medicine c 
Ohio State University. North Dakota di 
rected the Medical Center of the Uni. 
versity of North Dakota to encourage the - 
training of psychiatric personnel for staff- 
ing the mental health agencies of the state | 
and also provided training stipends. l 

It is obvious that the public is increas- 
ingly concerned the country over with 
mental illness. There is every reason ti 
believe that this trend will continue and - 
will result in continued improvement in 
the mental health of the nation. 

R. H. Ferrx, M. D., 
Director, National Institute 
of Mental Health, 
Public Health Service, 

Bethesda, Md. 
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OUR SENIOR EDITOR 


On July 24, 1958, Dr. William Rush Dun- 
ton, Jr., attained his ninetieth birthday. The 
"event was honored by the assemblage of 
his family and friends for a southern-style 
crab feast, organized by his daughter and 
son-in-law, Mr. and Mrs. Edward Furst, at 
the apartment house in Baltimore where 
Dr. and Mrs. Dunton live. The gathering 
was a large one and included distinguished 
guests from far and near. Good-wish tele- 
- grams came from occupational therapy as- 
_ sociations throughout the country. 
_ While Dr. Dunton’s name first appears 
officially in 1927 as a member of the Edi- 
torial Board of this Journal, his contribu- 
tions to its production date from well be- 
fore World War I, Fifty years later the 
Council of The American Psychiatric As- 
sociation awarded him a Certificate of 
- Merit in recognition of this unique length 
and variety of services which continue ac- 
Y tively to this day. 
__ For those who may not be aware of the 
-significance of Dr. Dunton's middle name 
it is to be noted that he is the grandson of 
William Rush, eminent first American 
sculptor and cousin of the famous Phila- 
-delphia physician, Benjamin Rush, first 
- American psychiatrist and author of the 
- first American treatise on diseases of the 
mind. 
= Dr. Dunton's activities in the medical 
and psychiatric fields have brought him 
many honors. In 1958 he was named Out- 
. standing Physician of the Year by the Balti- 
more County Medical Association, of which 
he is the only living founding member and 


which he served as secretary, vice-president 
and president. 

was also associated with the found- 
ing of the Maryland Psychiatric Society 
and officiated for a time as its secretary. 

One of our Senior Editor's greatest con- 
tributions to our discipline has been in the 
field of occupational therapy. This work 
he began during his first hospital assign- 
ment in the 1890s. In 1917 he was one of 
the incorporators of the National Society 
for the Promotion of Occupational Therapy, 
and later held the offices of treasurer and 
president of that organization. This in- 
terest he followed, with various publica- 
tions, through the years; his textbook Oc- 
cupational Therapy, Principles and Prac- 
tice, with Sidney Licht as co-author, is now 
in its second edition. 

It is a pleasure for the Editor, and on 
behalf of the Editorial Board, to express 
our appreciation and gratitude for the sub- 
stantial help we have received from Dr. 
Dunton through all these years, not only 
in the technical details of editorial work 
but especially in the wisdom and go 
counsel born of long experience and de- 
voted service. Besides all this he is a de 
lightful person to know and to count a$ a 
friend. Unnumbered patients have been 
helped on their way by his sympathetis 
care and personal interest. This Jourm 
has profited for as long as we can remem- 
ber, by his conservative and stimulating 
influence. May it long continuel 


C. B. F. 


THE ONE HUNDRED AND FOURTEENTH ANNUAL MEETING 
SAN FRANCISCO, CALIFORNIA, 1958 


The 114th Annual Meeting was held in 
San Francisco, California, May 12-16, 1958 
with headquarters at the St. Francis Hotel 
and business meetings and scientific ses- 
sions at the Civic Auditorium. The opening 
meeting was called to order by Dr. Harry 
C. Solomon, President, at 9:30 a. m. on 
May 12, Addresses of welcome to the mem- 
bers of the Association were delivered by 
Harold S. Dobbs, Acting Mayor of San 
Francisco, and by Robert C. Combs, M.D., 
President of the San Francisco Medical So- 
ciety, Following these welcoming remarks, 
Dr. Solomon read a message from the Pres- 
ident of the United States as follows: 


Please give my greetings to the members of 
e American Psychiatric Association as- 
sembled in their 114th Annual Meeting and a 
special welcome to their guests from abroad. 
Viii medical society has been con- 
EDS our peoples’ mental health and, 
E aed with steady progress in research 
OA gs measures, it has contributed 
ZEN. s well being of the national com- 
of ed engthened by a splendid tradition 
sie cr "t members have continued their 
ege » frontiers of knowledge for the 
FR ae end. Congratulations and 
D. A memorable meeting, Dwight 
, President-Elect Dr, Francis J. Gerty was 


in 
troduced by Dr, Solomon, who then re- 


quested th ; à 
report to pte Director to present his 


mbership. Dr. Blain read 

Local report as Medical Director, 
tion, De riefly his ten years in that posi- 
» Speak ape C. Wilson gave his report 
ranches ig the Assembly of District 
dM iis the progress and growth 
Chairman s ct Branch movement. The 
i ^ ata Arrangements Committee, 
tivities SA uerback, reported on the ac- 
Members an social functions available to 
the meeting [UOS during the week of 
of the Pe, Dr. Karl Bowman, Chairman 
Severa] qum Committee, announced 
ges in the program and noted 
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new features at this meeting, including : 
series of short papers without discussion. 
These innovations permitted a total of 18) 
scientific papers to be included, as well as 
22 Round Tables. ok 

Dr. William Malamud, Secretary, re- - 
ported that the total membership on March — 
31, 1958 was 9,801. He also informed the 
membership that the Assembly and 
Council had recommended the establis 
ment of the Tennessee District Branch, the - 
Intermountain District Branch, and the | 
Queens County (N.Y.) District Branch. 
On separate motions from the floor, 
membership approved the three new D; 
trict Branches. Dr. Jack R. Ewalt, Tre 
urer, then presented his report which is in- 
cluded in another section of these Pro- 
ceedings. 3541 

Dr. John I. Nurnberger, Chairman of the - 
Hofheimer Prize Board, announced the. 
awarding of the Prize to James Olds, Ph.D., 
of the University of Michigan for research. 
reported in his paper, “Self Stimulation of 
the Brain; Its Uses to Study the Local | 
Effects of Hunger, Sex, and Drugs.” Hon- 
orable mention was given to Hans H. - 
Strupp, Ph.D., for research on “The Psy- — 
chotherapists’ Contribution to the Treat. — 
ment Process,” and to Joseph Schachter, — 
M.D., Ph.D., for his study on “Pain, Fear, . 
and Anger in Hypertensives and Normo- - 
tensives." The seventh winner of the annual _ 
Isaac Ray Lectureship Award was an- | 
nounced by Dr. Frank J. Curran, Chairman 
of the Board. The winner was Dr. Alistair — 
McLeod of Montreal for his contribution to 
furthering understanding between law and 
psychiatry. 

Dr. Malamud introduced the recom- - 
mendations on the Membership Committee, — 
as approved by the Council, regarding ap- - 
plications for election to membership 
for changes of membership status. On mo- 
tion, duly seconded, the recommendations 
were approved by the membership as pre- _ 
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. sented. The list included 735 new members 
- bringing the total membership up to 10,536. 
- Dr. Solomon was introduced by Dr. 
Gerty and gave his Presidential Address 
- entitled "The American Psychiatric Associ- 
ation in Relation to American Psychiatry” 
in which he strongly recommended that 
- alternative facilities replace the large pub- 
o lic mental hospitals. Dr. Gerty was re- 
— spondent. 
Memorials for the late Dr. William 
E Sandy and Dr. R. Finley Gayle, Jr., dis- 
- tinguished Past-Presidents who expired 
- during the year, were presented by Dr. 
_ Arthur Noyes and Dr. David C. Wilson re- 
. spectively. The audience then stood for a 
. moment of silence in memory of deceased 
members of the Association. The benedic- 
.. tion was pronounced by the Reverend Fer- 
. guson of San Francisco. 
.. The next business session was called to 
. order by the President on Tuesday after- 
— moon, May 13, at 2:00. Dr. Evelyn Ivey 
- reported the following election results for 
the Board of Tellers; Proposed amend- 
À . ments to the Constitution, 4,198 votes re- 
_ turned ; Proposition No. One, 3,678 in fav- 
or, 443 opposed, no vote on 7 ballots; 
position No. Two, 3,667 in favor, 445 
opposed, no vote on 16; Proposition No. 
_ Three, 3,575 in favor, 526 opposed, no vote 
| on 27. With reference to the election of 
... Officers, the total number of ballots cast 
-. was 4,688 of which 19 were rejected, leav- 
ing a total of 4,669 valid ballots to be acted 
. upon. The Officers elected for 1958-59 are 


= as follows: Dr. William Malamud, pres- 
" ident-elect; Dr. David C. Wilson, vice- 


-. Incoming councillors—Dr. Dana L. Farns- 

.. worth, Dr. Lawrence Kolb, Jr, and Dr. 

—. Robert T. Morse. 

° Reports were presented by the Coordi- 
nating Committee Chairmen who reviewed 

. the activities and plans for their respective 

. Standing Committees : On Technical As- 
pects of Psychiatry, Dr. Frank J. Curran ; 
On Professional Standards, Dr. Wilfred 
Bloomberg; and On Community Aspects 
of Psychiatry, Dr. Paul V. Lemkau. This 
concluded the business session, and there 
was a short recess before the Convocation. 


Dr. Solomon presided at the Convocation 
for the newly elected Fellows with Dr. 
Alfred Auerback as Grand Marshal. Deputy 
Grand Marshals were Dr. A. E. Bennett 
and Dr. M. D. Spottswood. The Proces- 
sional March got underway at 3:00. Dr. 
Solomon gave an official welcome to Fel- 
lowship and Dr. Gerty introduced the Fel- 
lowship Lecturer, Dr. J. R. Rees of London, 
England, who spoke on “The Way Ahead.” 
Dr. Jack R. Ewalt responded. The pro- 
gram was closed with a Recessional March 
led by the Grand Marshal. 

The next business session was held on 
Wednesday morning, May 14, at 9 : 30 with 
Dr. Solomon presiding. The Secretary gave 
his report to the membership reviewing the 
actions of the Council since the last Annual — 
Meeting. These matters were duly ap- 
proved upon proper motion from the floor. 
By separate motion, Philadelphia was ap- 
proved as the site of the 1959 Annual 
Meeting. The secretary then read the 
names of those retiring from various offici 
positions in the Association, e.g., officers, 
councillors, and committee chairmen, 
who would be sent Certificates following 
the Annual Meeting. This concluded the 
official business, but as a special feature, 
slides of the new Central Office Were — 
shown. Comments were given by Dr. Wir 
liam B. Terhune, who had served as Chair- 
man of the Building Fund Committee, 2D 
Mr. Robert L. Robinson, Public Informa- 
tion Officer. E 

The Adolf Meyer Research Lecture ^ 
presented at 10 : 30 a.m. on May 14 e) D 
Main Arena of the Civic Auditorium. £T: 
Solomon introduced the speaker, Dr. d, 1 
Mayer-Gross of Birmingham, Englan 3 
whose lecture was entitled "Model Psy 
choses—Their History, Relevancy and Lin 
itations.” Dr. J. J. Elkes was the discuss? 

The Annual Dinner was held on E. 
nesday evening, May 14, at the Fairmoi s 
Hotel. Highlights of this event were 
presentation of the Past-President s " 
to Dr. Solomon by Dr. Karl Bowman the 
the reading of a special tribute by re 
President honoring Dr. Daniel Blain, ; dui 
tiring Medical Director. This tribute; Cou | 
was prepared at the direction of the chi d 
cil, is as follows : "The American e 
atric Association pays this Tribute to 1 


Pa e 


jel Blain, M.D. for Exceptional Service 
rendered as its first Medical Director from 
February nineteen hundred and forty-eight 
to September nineteen hundred and fifty- 
eight. His unselfish and whole-hearted at- 
tention to his task and his creative ability 
are forever eulogized by the priceless pro- 
ducts of his work which all who will may 
see. To recount his accomplishments is to 
chronicle the advance of psychiatry over a 
decade, for he initiated many of them, 
furthered others, and shared in all of them. 
His breadth of vision and tireless de- 
votion to duty have endeared this respected 
Fellow of the Association to all who 
have worked with him. It is truly said that 
he gave of himself without stint or reser- 
vation for the benefit of the Association 
and the mentally ill. With boundless grati- 
tude, the members of the Association join 
às one in wishing him Godspeed as he 
relinquishes his position as Medical Direc- 
tor and turns to other tasks in the Associ- 

ations behalf. 
Done on the occasion of the One 
ARA and Fourteenth Annual Meeting 
he Association in San Francisco, Cali- 
oped an ede May nineteen hun- 
as dm t." This tribute is signed 
bs esident and the Secretary. There 
no speeches and the Dinner was fol- 


SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 
COMMITTEE, MAY 1957 TO MAY 1958 


» sage Presents in summary form the 
ecutive nitride of the Council and the Ex- 
out the ape at meetings held through- 
referrals to C Many routine matters, such as 
tions, xh ommittees prior to definitive ac- 
minutes T, Not included. Copies of the full 
of cac ave been forwarded to the officers 
following istrict Branch and Affliate Society 
members inf. Various meetings to keep their 
considered gee of the matters that were 
ecutive C the action that resulted. 

26 (eg Meetings, June 29 and 
lioretior 37. Authorized the Treasurer 
ifts to the eposit small, undesignated 

AD in Mb kore fund vis 
j provi continuing the 
Y audit of APA financial records tt the 


Cost estimate prepared by the audit- 
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SAP ETSI et 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOC 


lowed by a floor show and . 
dancing. Y 

The final business session was held o 
Friday, May 16, at 9: 00 a. m. in the Re 
Larkin Hall of the Civic Auditorium : 
Dr. Solomon presiding, The Secretary re- 
ported the actions of the Council at 
meeting on May 15, and these matters 
approved by the membership. By separ. 
motions, District Branches were approv 
for Delaware, Northern Indiana, and M 
sissippi. The Secretary announced the to! 
APA membership as of May 12 with 
addition of the new members as 10, 
The total Annual Meeting attendance w 
3,708, including 1,865 members, 636 wive: 
of members, 906 non-members, 256 exhib 
tors and 45 representatives of the Press. 

New Officers for the Assembly of ; 
trict Branches were reported as follows: 
Dr. Walter Obenauf, Speaker ; Dr. 
Auerback, Deputy Speaker; and Dr, Jo 
R. Saunders, Recorder. Dr. Mathew Ro 
was announced as the new Medical 
rector effective upon the retirement of 
Blain on September 1, 1958. i 

Dr. Solomon presented to Dr, Gerty 
gavel signifying his assuming the Pr 
idency. Following brief remarks by the ne 
President, the session was adjourned. 
114th Annual Meeting was officially close 
at 5:00 p. m. on May 16. 


"ANO 


ing firm. Approved payment of renovation e 
penses for 


mortgage should be discontinued d h 
period. Authorized the President to appoint — 
an APA Committee to work in conjunction — 
with the Jamestown Festival to call attentio 
to the first mental hospital in the Unii 

States at Williamsburg, Virginia and approved — 
use of the Association’s name as cooperating 
in this event. Approved continued member- 
ship by the Association in the World Congress 
of Psychiatry and authorized payment of its - 
unpaid dues. Recommended Dr. Francis J. 

Braceland as the caucus selection for presen- - 
tation as a Vice Presidential nominee to repre- 
sent the APA on the next International on 
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. gress of Psychiatry. Directed that an invitation vocation for newly elected Fellows, together 
should not be extended to hold the next Inter- with pertinent details, and present it to the 
- national Congress of Psychiatry in the United ^ Council for possible waivers. Directed that the 
- States. Appointed Dr. Francis J. Braceland as Food and Drug Administration should be in- 
- official Delegate to the General Assembly of formed that the APA regrets its inability to 
— the International Society for the Organization participate in the fixation of drug dosages 

of World Congress of Psychiatry at its meet- because this is outside the functions of the 
- ing in Zurich on September 2, 1957. Directed ^ Association. Suggested that the matter of den- 
- that APA Delegates to the Second Internation- tal care in mental hospitals be included on the 
al Congress of Psychiatry should listen sym- agenda for the 1957 Mental Hospital Institute 
pathetically to proposals initiated by repre- in cooperation with the Committee on Stand- 
"n sentatives from other nations regarding the ards and Policies of Hospitals and Clinics, 
- formation of an international psychiatric as- Agreed that the Central Office staff should 
- sociation and bring such proposals back to the use their discretion in accepting all advertising 
- Council for action. Authorized a sub-commit- material for the Mail Pouch. Indicated its 
- tee of the Board of the Isaac Ray Award, appreciation to Dr. Frederick L. McDaniel 
E by the Chairman, to prepare a suit- with applause upon the announcement by the 


able citation commending Judge David Baze- President of his retirement from the Central 
on for his interest and legal interpretation of Office staff after 5 years of service. Approved 
psychiatrie matters as demonstrated by the a $50 annual contribution to the National 
"Durham Decision and directed that the state- Society for Medical Research. Recommended 
- ment should be circulated among the Council that action be deferred on the performance 
E- approval. Approved in principle a proposed bond to cover the renovations to the APA 
amendment to the Constitution prepared by Central Office building pending reconsider- 
the Assembly regarding election to member- ation of the matter by the Council. Approved 
ship in the Association through the District an interim meeting of the Budget Committee 
Branches and referred the proposal to the and authorized payment of the expenses from 
- Committee on Constitution and By-Laws for the Contingency Fund. Approved a change 
- re-phrasing, if necessary, in consultation with of name for the Section on Convulsive Dis- 
_ appropriate representatives of the Assembly, orders to “Section on Convulsive Disorders 
. Apprcved a proposal by the Medical Director and Brain Function." Agreed that instead of 
; to pool Central Office personnel from several establishing a specific rule to govern the mat- 
- presently operating projects dealing with serv- ter of anyone serving simultaneously on both 
ices to mental hospitals, into a single admin- the Council and a Committee, it should con- 
_ istrative group. Approved the introductory tinue to be left for decision in case of ea 

_ statement to the Standards for Public Out- individual involved. Agreed that the matter 
- patient Psychiatric Clinics as presented by of fee charging to physicians and their de- 
the Committee on Standards and Policies of pendents should be left to individual discre- 
E Hospitals and Clinics and authorized the Com- tion. Recommended to the membership the 
- mittee to proceed with its preparation of the establishment of the Intermountain Psychiatrie 
- Medical 1 Empowered the President and the Association as a District Branch of the APA 
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© Medical Director to consider the matter of with the proviso that the geographical cover 
nominations for office in the World Federa- age be revised to meet the approval of the 
tion- for Mental Health annual meeting in Assembly. Approved the solicitation of func 
Copenhagen in August 1957 at no expense to by the Committee on Cooperation with Ler 
the APA. Agreed that Dr. Herman C. B. sure Time Agencies to schedule two confer: 
Denber should be appointed as APA repre- ences on recreation at no cost to the die 
sentative to the meeting of the Congrès de Approved the solicitation of funds by t° 
Médecins Alienistes et Neurologistes de France Committee on Academic Education to finance 
- et des Pays de Langue Francaise in Lyon, a library research project on mental hea 
France during September 1957 at no expense problems of youth. Approved a pilot D 
to the APA. Agreed that Dr. Rudolph G, No- Clinic as requested by the Architectural m 
vick should be reappointed as APA representa- — Project with the proviso that subsequent din 
- tive on the advisory committee for the health will not be scheduled unless each one CAP, 
program of the National Congress of Parents continued as a self-supporting operation. on 
and Teachers. Directed the Chairman of the thorized a budget revision at the disered 
Membership Committee and the Membership of the Treasurer to expend residual fpe in 
Office to prepare a list of hardship cases re- the Architectural Study Project aceon ginal 
garding the attendance requirement at a Con- accordance with the terms of the ori 
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grants. Approved the solicitation of funds by 
the Medical Director to finance a psychiatric- 
legal research study in cooperation with the 
Georgetown University Law School and Judge 
David L. Bazelon. Authorized translation of 
appropriate APA publications into other lan- 
guages by the Committee on Public Informa- 
lion and approved the printing and distri- 
bution of such translated documents by the 
Central Office at the discretion of the Medical 
Director with the necessary expenses charged 
to the Publications Revolving Fund. Approved 
APA cooperation with Pennsylvania Mental 
Health, Inc, in a project to study public 
mental health education, with the proviso that 
em Jdem be no cost to - Associaton otheř 
n Mr, Robinson's time. Directed the Secre- 
lary to inform the Academy of Psychoanalysis 
that various members of their society are pres- 
sed IU on “ad conus as individ- 
utat is not possible at this time to include 
oficial representatives from other organiza- 
va [senna committees, and that the en- 
5 ee structure is under study and 
Aire problem will also pe considered. 
Bou. APA Pe roject on the 
ia ent, distribution, and utilization of 
Psy : trists as requested by the Medical 
€ E and authorized the solicitation of 
5 to implement the project. Approved a 
permit Mr, Jo Central Office staff duties to 
lifen ee Turgeon to handle miscel- 
a. Ss operations for the Central 
ct sistant Business Manager in addi- 
sig Previous work as Assistant to the 
the Cen and approved a revised budget for 
n tral Office with a $520 i 
or the 1957.58 bud a 0 gross increase 
ra Deel ae ee ig 
ion awar 
Son p Env to Dr. Thomas D. Wood- 
in his official LE dendo should be included 
son, with the cda j Authorized Mr. Robin- 
extend Presa p val of the Medical Director, 
ations during 00m services to sister organiz- 


use his Me APA Annual Meeting and 


tt of the Council. 
. nry Brosin as an APA 
thia ir Now the American Board of Psy- 
Uer at his ew: Authorized the Treas- 
ment budge, eton to approve and imple- 
Decifi grants revisions upon the receipt of 
tion, Approved similar funds by the Associa- 
EC for the ARI e ol renovation ex- 


from current funds and authorized the negoti- | 
ation of intermittent short-term loans, if neces- 
sary, to meet the regular financial obligations — 
of the Association. Accepted with regret the 
resignation of Dr. Daniel Blain from the posi: 


tion of Medical Director, effective September 
1, 1958, and expressed appreciation on behalf 
of the Association for his work in this capacity. 
Directed that the APA should continue to offer ' 
advisory, consultation, inspection, and rating 
services by the Central Inspection Board fol 


lowing termination of the CIB relationship - 
with the Joint Commission on Accreditation of — 
Hospitals. Directed that the services of the. F 


Central Inspection Board should be offered 


[^ 
to all psychiatric hospitals making application 4 
i] 


and that they should also be available to private | 
psychiatric hospitals, psychiatric units in gen- . 
eral hospitals, facilities for the mentally defi- 
cient, newly established psychiatric hospitals, — 
and for the re-inspection of hospitals previous- 
ly inspected. Directed that the standards used 
by the CIB should continue to be those es- 


tablished for such facilities by the APA. Di- _ 


rected that the system of inspections currently — 
used by the CIB should be immediately re- _ 
viewed by that body to determine whether 
methods can be devised to economize time and 


T 
to give increased representation to the treat- . 
X 


ment aspects of therapy and rehabilitation, — 


rather than custodial methods, in the mental _ 


hospital function and at the same time pre- 
serve the high quality of the inspections, Di- . 
rected that the services provided by the CIB 
staff should be set up administratively as part - 
of the Mental Hospital Service under 
Medical Director and directed that the Central — 


eee ee 


Inspection Board should be re-constituted as 


a body concerned with the major policies to- 


be followed by the CIB staff in its advisory, 4 
consultation, inspection, and rating services. — 


Directed that in all new contracts the entire - 
cost of services offered by the CIB staff should 
be charged against the hospital or hospital 
system requesting such services. Approved in 
principle the recommendation of the Com- 
mittee on National Defense for a suggested fee 
schedule to regulate the charges for various 
forms of psychiatric treatment under the Medi- 
care Program for dependents of the Armed 
Forces in civilian medical facilities. Authorized 
the dissemination of informative material to 
the membership regarding the details of Public 
Law #569 and the subsequent directive by the 
Secretary of Defense relative to the treatment 
of emergency mental conditions under the 
Medicare Program. Approved Chicago as the 
site for the 1961 Annual Meeting and ap- 
proved Los Angeles for the 1963 Annual Meet- 
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. ing. Authorized the payment of $900 from 
Md E oru Meridien apace a-pation ol (Me 
expenses incurred in the preparation of the 
E exhibit illustrating the functions and geo- 
- graphical area covered by the Assembly of 
. District Branches, Suggested that the President 
- appoint a special committee to conduct in- 
— formal negotiations with the Canadian Psy- 
— chiatric Association regarding a possible APA- 
- CPA Joint Office in Canada and the matter of 
-—APA. activities in that country. Directed the 
—. Secretary to contact the family of the late Dr. 
R. Finley Gayle, Jr. and to express sincere 
sympathy on behalf of the Council and the 
membership for their bereavement. Agreed 
_ that the Program Committee should use its 
—— best judgment in the matter of a necrology 
at the Annual Meeting. Agreed that the Con- 
—— vocation Ceremony should follow the same 
_ plan as that of the 1957 Annual Meeting. Di- 

— rected the Secretary to contact the Secretary of 
_ the American Psychoanalytic Association to 
- explore the matter of inter-Association rela- 
_ tionships on the Annual Meeting Program. Ap- 
proved a recommendation by the Committee 
= on Child Psychiatry that the APA recognizes 
__ Child Psychiatry as a sub-specialty within psy- 
+ . chiatry and that to qualify as a child psychia- 
~ trist requires special training. Directed the 
.... Committees on Child Psychiatry and on Medi- 
-. eal Education to consider jointly the details of 
standards for training in the sub-specialty of 
-child psychiatry and to submit their proposed 
_ Standards to the Council for approval. Au- 
-.. fhorized the Committee on History of Psychia- 
ry to solicit funds to finance a research study 
on the social history of American psychiatry. 

_ Approved in principle a request from the 
Committee on Medical Education for authority 
to schedule teaching institutes upon request 
- from teaching centers but allocated no specific 
. funds to finance this operation. Approved a 
recommendation by the Committee on Mental 
Deficiency that the APA request the American 
Association on Mental Deficiency to appoint a 
committee to maintain liaison with the APA. 
Authorized the appointment of Dr. Donald 
Carmichael as representative to the Interdis- 
_ ciplinary Study Group. Directed that the opin- 
ion of the APA is that bromides are unsafe for 
unsupervised use by the laity and that they 
should be restricted to prescription sale. Di- 
rected that there should not be exclusive 
advertising in the Research Reports which 
review Regional Research Conferences. Agreed 
that advertising available to all interested firms 
would be satisfactory in the Research d 
Approved the recommendation of the Com- 
mittee on Committees that there be no change 


at present in the committee structure. Directed 
the Secretary to inform the College of Osteo- 
pathic Physicians and Surgeons that it is not 
possible to consider special membership class. 
ifications at this time because of constitutional 
restrictions. Indicated that by its previous 
action on May 2, 1953 Associate Members 
were put on notice that after five years in 
this membership status their dues would auto- 
matically be increased to the same level as 
Members and directed that the effective date 
for such increase should be April 1, 1958. 
Directed the Secretary to inform the Inter- 
national Council for Health and Travel that 
it was impossible to comply with their request 
for the names of the two most outstanding 
members of the Association because of the 


. difficulty of selecting them. Approved the six 


objectives presented by the Committee on 
Standards and Policies of Hospitals and Clinics 
for revision of 3 paragraphs of the APA Stand- 
ards which deal with the chaplaincy service. 
Directed that its action which approved certil- 
cation of psychologists is rescinded, and Te 
ed its previous position as evinced in 4 
joint statement with the American Medica 
Association and the American Psychoanalytic 
Association dated October 15, 1954 to the 
effect that psychotherapy is a form of medi 
treatment and does not form the basis for 
separate profession. Directed that a verbatim 
copy of this joint statement be published in the 
Journal and the Mail Pouch. Directed that the 
various District Branches should be wá 
couraged to obtain legal opinions relative : 
their own geographical area regarding certi" 
tion of psychologists. Approved a recomment 
tion by the Ad Hoc Committee in Liaison es 
the American Academy of General Pd 
that District Branches be requested to, ye 
committees to work with local AAGP socie xi 1 
Appointed Dr. Francis J. Gerty to the yet 
Board of the American Journal of P. me te: 
with the understanding that he will no p 8 
come active until completion of his e 
President. Authorized the appointment o 
special committee to investigate the mal ercil 
publishing the Journal through a cO rou 
publication firm. Authorized the SK&F addi- 
dation Fellowship Committee to request 2^ i 


on 
tional funds to continue its program Hart 
the present termination date. Directe ie 
Convocation attendance required to Sec 


lex 
Fellowship Certificate be waived for ^. qt 
S. Hershfield due to his illness. Direct? aived 
all dues for Dr. Norman C. Morgan as he is 
because of his illness until such er ‘Hous? 
able to return to work. Authorized to imple 
Committee to expend up to $1,000 " 


ment the Dedication Ceremony for the new 
APA Central Office building. - 

Executive Committee Meetings, January 25 
and March 29, 1958. Suggested that the Presi- 
dent appoint appropriate representatives to 
attend the AMA Conference for Attorneys and 
Executive Secretaries of Medical Societies in 
Chicago on May 9-10 and authorized payment 
of their expenses from the Contingency Fund. 
Ruled that tlie preparation of a regular news- 
paper column on mental health is not unethical 
per se, and in the interest of improved public 
- nini of mental health, approved the 
recommendation of the Committee on Public 
Information that there is no objection to a 
newspaper column by a properly qualified 
member of the Association, Reaffirmed its pre- 
vious policy whereby the APA is responsible 
only for the expenses of one member of the 
Committee on Research at all Regional Re- 
search Conferences, Rescinded its previous in- 
Eua d d chan qualification 

ict Branch membership and directed 
that members are limited to membership in a 
single District Branch at any specific time, but 
a can belong at their own discretion either 
a ed "d tees my live. ATHE 
E o i E 
rid Defense for a iieiea dee MANN to 

5 hi the charges for various forms of psy- 

C treatment under the Medicare Pro- 
Sm for dependents of the Armed Forces in 
S a Son facilities and indicated that 

edule i i 
apply only to Siria the APA to 
jatry, CON ies specializing in psy- 
Riso ee at there should be no 
lishing the Tout c srtengements for pub- 
continue to act c a that the APA should 
C s publisher. Authorized the 

Ommittee on m. i i 
the Medical ds esearch in cooperation with 
search for eaae Office to initiate a 
Tese: s to finance a conference on 

arch to be 
and regional Co-sponsored by other national 
Tent of a eir Approved the establish- 
viously contributed : ey with funds pre- 
ject to furthe o the Sackler Fund sub- 
tion of on T negotiations and the formula- 
uated ng Pleto details, Approved the grad- 
the Me e en schedule as presented by 
creased! service tr to implement an in- 
Mental Hosil o for subscribers to the 
* Proposal sube. wice. Approved in principle 
for establish, omitted by the Medical Director 
clinic organina. of a mental hospital and 
Suggested that me under APA auspices and 
committee to ate President appoint a special 
detailed plan ae » staff in working out a 
Approve a plement the matter, Agreed 
Proposal by the World Federa- 


"A 


"V 


"o C P IR 2 ee a 
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tion of Mental Health to designate 1960 a 
Mental Health Year. Authorized a contribution ' 
of $500 to the Joint Commission on Mental. 
Illness and Health after the beginning of the 
new budget year on April 1, 1958. Requested | 
both the Secretary and Past-President Brace- 
land to contact Dr. Benedict Nagler and to 
express regrets for the oversight by the Execu- | 
tive Committee which prevented his attending 
a meeting of the Advisory Committee on Oc- 
cupational Therapy Education to the AMA 
Council on Medical Education and Hospitals as 
a representative of the APA. Authorized the 
President to write a letter to appropriate in- 
dividuals indicating that the Executive Com- 
mittee looks with favor on their proposal to 
form an Interdisciplinary Recreation Group, - 
Directed that the 1958 fall Committee Meet- 
ings should be scheduled in Washington, D. €. .— 
on October 31-November 1. Directed that the - 
fall Council meeting should be held at the | 
Central Office on November 21-22. Approved - 
the payment, from the Research Committee - 
budget, of stenographic expenses incurred by á 
the Chairman of the Committee in preparation — 
for the Annual Meeting of the American As- 
sociation for the Advancement of Science, - 
Authorized the Treasurer to accept a grant of — 
$20,000 from the Smith, Kline and French . 
Foundation to finance a program for one year | 
designed to advance the theory of Remotiva- .— 
tion in State Hospitals. Directed that the name | 
of the Association should not be used in any . 
form with a training film for general practi- ' 
tioners proposed by the Wallace Laboratories. j 
and directed that anyone acting as advisor or ~ 
consultant for this film should do so as an in- i 
j 


dividual and without official connection to the - 
APA. Authorized the President and the Medi- - 
cal Director to deal with the matter of financial 
support from pharmaceutical firms for a 1958 — 
Annual Meeting Round Table in keeping with — 
the unfavorable attitude expressed at this meet- _ 
ing. Approved a p annual award from _ 
the Associated Clinical Psychiatrists provided — 
the donor would agree to the selection of the 
panel of judges by the APA. Authorized the 
Membership Committee to review all requests 
for exemption from the requirement of attend- — 
ance at a Convocation to receive a Fellowship — 
Certificate and to waive such attendance at | 
its discretion when the facts warrant such 
action. Approved a recommendation by the 
House Committee that an office be reserved 
for use by the Officers or other official APA 
representatives during their visits to the Cen- 
tral Office, directed that it should be desig- 
nated "The President's Room,” and authorized — 


PROCEEDINGS 
‘Committee to spend upwards to $2475 for 
Jandscaping and incidentals for the Central 
“Office. Directed that the new office building 
ould be called the APA Central Office. 
thorized the establishment of a petty cash 


E 
j 

3 
“account not to exceed $2000 at the Riggs Bank 


in Washington, D. C. with checks to be signed . 
- by the Business Manager and/or the Assistant 
E usiness Manager and approved a form Re- 


qao from the bank designating it as a de- 


-pository of the APA. Approved the Dartmouth 
ss as printers for the Journal during the 
mext year. Authorized Mr. Davies to complete 
‘negotiations with the United Benefit Life In- 
surance Co. for a life insurance plan and to 
ounce the availability of the plan and its 
to the membership. Authorized Mr. 
Davies to inform the membership that such an 
urance plan is available and that its con- 
ideration is recommended. Authorized up to 
$1200 to print a supplement to the Member- 
p Directory again this summer and directed 
hat it should be folded so that it will fit into 
the new Biographical Directory. Directed that 
her information should be obtained by the 
ntral Office in the matter of income tax 
deductions for psychiatric treatment to de- 
rmine whether the policy indicated in a letter 
the President, stating that private patients 
e required to list their symptoms to obtain 
:h deductions, is an official regulation or an 
dividual ruling from a branch office. Agreed 
reaffirm its previous policy in the matter 
and not permit prepaid Life Memberships. 
Agreed that Dr. Hugh Carmichael should be 
requested to report on the AMA meeting on 
'a-medical professions. Agreed to authorize 
the Secretary to suggest the names of all cur- 
rent members of the Committee on Child Psy- 
chiatry to the American Board of Psychiatry 
- and Neurology as individuals qualified to assist 
in implementing the Board's proposal to grant 
certification in child psychiatry. Recommended 
that the Mail Ballot be validated as presented. 
i Council Meetings, May 10, 11, and 15, 
- 1958. Approved the actions of the Executive 
. Committee since the fall Council Meeting. In- 
dicated appreciation to Dr. Ewalt for his work 
as Treasurer with a standing ovation. Ap- 
proved the recommendation of the Committee 
on Membership that Judge George E. Bush- 
nell, Helena T. Devereux, and Albert Deutsch 
be made Honorary Fellows of the Association 
— and directed that these names be submitted to 
the membership for action. Approved, as pre- 
sented, the recommendations of the Committee 
on Membership regarding applicants for ad- 
mission and changes in status in the Associa- 
tion and directed that the list be submitted 
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to the membership for action. Directed that 
an official statement be prepared recognizing 
Dr. Blain's selfless and dedicated service to 
the Association during his ten years as Medical 
Director; that the statement be read to the 
membership at the Annual Meeting ; and that 
it be published in the Journal as a record for 
the future. (This statement is included in the 
Proceedings covering the Annual Dinner on 
Wednesday evening, May 14.) Recommended 
that the membership approve the establish- 
ment of the Intermountain District Branch, 
the Queens County (N. Y.) District Branch, 
and the Tennessee District Branch. Approved 
a Divisional Meeting in Detroit, Michigan on 
October 28-31, 1959. Approved a request from 
the Massachusetts Psychiatrie Society for its 
discontinuance as an Affiliate Society. Nomi- 
nated Dr. C. H. Hardin Branch for a second 
term on the American Board of Psychiatry and 
Neurology. Approved the recommendation 0 
the Commission on Long Term Policies de- 
fining the status of the Committee on Inter- 
national Relations. Directed that at each An- 
nual Meeting there should be an occasion de- 
voted, as time permits, to the reception of 
foreign visitors ; directed that the planning for 
this reception should be the joint responsibility 
of the Committee on International Relations 
and the Program Committee with the latter 
Committee having primary responsibility ; a 
directed that where the names of foreigh 
visitors are to be announced by the President, 
he should be provided, by the Central Office, 
with a list of the visitors, their positions in 
their own countries, and a statement pu 
their names are pronounced. Directed that 3 
reception of foreign visitors during other S 
of the year is a function of the Central O! s 
where a list of universities, hospitals an ot 
places of interest to visitors should be comp! 

in addition to a list of names of those W p 
the visitors might wish to meet together WI 
appropriate contacts with members of the ER 
sociation. Directed that it should be Ec 
sponsibility of the Central Office to comm! d 
cate directly with Corresponding Fellows © 
cerning the work of the Association, this letter 
apart from the transmittal of the News Fel- 
and the Journal, and to ask Corresponding i: 
lows to make reports of special aspects 0 ES 
chiatry in their own countries. Approv if 
recommendation of the Ethics Commit 
October 1957 that Dr. Robert H. Reddie 
expelled from the Association. Approve“ her 
Tad d o 
signing of checks on all accounts fe f the 
management of the financial affairs 9 new 
Association by Dr. Robert H. Felix, the aed 
"Treasurer, effective May 16, 1958. Auth 


"Mr. Austin Davies to continue to sign checks 
“on all checking accounts of the Association, 
subject to present voucher controls or by any 
diferent system of voucher controls adopted 
the treasurer on recommendation of the 
Auditor, Authorized Mr. Joseph Turgeon to 
continue to sign checks on the petty cash 
checking account in the Riggs National Bank 
in Washington, D. C. Authorized the Ad Hoc 
E on an Organization for Mental 
ital Personnel under APA Auspices to 
contact different groups to obtain a general 
reaction of psychiatrists and other disciplines 
to the proposal to create a body encompassing 
the non-medical mental hospital personnel 
Which would consolidate an interdisciplinary 
approach to mental hospital problems under 
APA leadership. Approved continuance of the 
APA-Canadian Psychiatric Association Ad Hoc 
Committee. Approved in principle the general 
that a proper Certificate be posted by the 
Association in a hospital which has been rated 
by pe Eu virum Board. Authorized 
ptance of a grant by the Committee 
pig and Policies of Hospitals and 
ics from the Milbank Foundation totalling 
Bises stacy of AA undae. Di 
E ndards. Di- 
ES: all grants to the Association for 
E uen are subject the assessment of 
ES. Pm Me details to be worked 
Blected Dr dud y the Medical Director. 
p: m io r Gerty as Moderator for 
a Ada. M P e Artie Harry C. Solomon 
3 Supe. ida to serve on the Execu- 
open ecommended to the mem- 

m x e establishment of the Delaware 

^ ficus the Northern Indiana District 
Authorized Gok. iiss District Branch. 
ds for District runt been ms 

B be woded anches and Areas, with 
Approved in orked out by the Business Office. 
f rove ea with the exact dates to 
ivisional M er by the Executive Committee, 

D and in aa in Seattle in September 

— 1959. Authori aH York City after October 31, 
solicit funds ven p Committee on Aging to 
conference on E "x expenses for a national 
Resp onsibilities f e "State's and : Community's 
rege or the Psychiatric Care of the 

0 s trice the Committee and the 
priate national ‘ait to contact other appro- 
Xu puedes as possible co-sponsors 
Proved a jell tained for the conference. Ap- 
- on Medica] Pa ation by the Committee 
M Teaching tme to handle the financing 
egional gal oe same manner as 
PD ie onferences and au- 
rdinating Committee Chair- 
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man to charge against his budget the expense 
of the Committee member who acts as repre- - 
sentative at such Teaching Institutes. Amend- | 
ed and approved the proposal of the Com- - 
mittee on Mental Deficiency to advocate the 
concept that those institutions for the mentally — 
defective which have psychiatric programs anc 
medical leadership be recognized as psychia- 
tric hospitals and that APA take proper steps 
to contact the appropriate State agencies to 
institute the steps necessary to accomplish this. - 
Directed Drs. Frank J. Curran and Robert T. 
Morse to prepare a statement of sympathy to | 
the family of the late Dr. Cale Walker, who 
was serving as Chairman of the Committee on 4 
Mental Deficiency at the time of his death, - 
Approved the following Resolution proposed 
by the Committee on Private Practice : “Be - 
it resolved that the American Psychiatric As- 1 
sociation supports and encourages the inclu- - 
sion of psychiatric illnesses in the basic con- 
» 


tracts of all Blue Cross Plans throughout the. 
country. Further be it resolved that this in- - 
surance should provide psychiatric hospital . 
care to the insured on the same basis that this | 
service is provided for surgical and medical | 
patients." Approved a recommendation by the | 
Committee on National Defense that the Com: ~ 
mittee on Aviation Medicine of the AMA be 

requested to give thought to the following: 

problem : That sufficient Federal funds be. 
made available to the Medical Division of the 

Civil Aeronautics Administration to(1) pro- 
vide for medical investigation of civilian air- 5 
craft accidents, and(2) provide for psychia- | 
tric consultation as required to improve an L 
preserve physical and mental standards for . 
civil aviation. Approved continuation of the — 
Committee on Constitution and By-Laws and - 
defined the functions of the Committee. Ac- 
cepted the recommendation of the Committee 
on Committees and did not approve a sug- 1 
gestion that a Committee on Studies for In- 

ternational Peace be established. Approved the — 
following recommendations of the Committee - 
on Committees : That the Ad Hoc Committee ' 
on Mental Hospitals become a Standing Com- : 
mittee assigned to the Coordinating Committee - 
on Professional Standards ; that the Ad Hoc- 
Committee on Religion and Psychiatry become 

a Standing Committee assigned to the Co- 

ordinating Committee on Community Aspects 

of Psychiatry ; that the Ad Hoc Committee in. 

Liaison with the American Academy of Gen- 
eral Practice become a Standing Committee 
assigned to the Coordinating Committee on. 
Professional Standards ; and that the Ad Hoc 

Committee on Education in Public Hospitals 
in Liaison with the American Psych s 


‘ 
iad 


TNT RAI S A A 

be continued. Approved 
g appointments to Constitutional Com- 
es by the Incoming President : Board of 
llers, Dr. Evelyn Ivey, Chairman ; Dr. John 
avis, and Dr. Ronald H. Kettle ; Commit- 
on Membership, Dr. Manuel Pearson, 
an; Dr. Dick McCool, 1961; and Dr. 
ard K. Graff, 1961; Committee on Ar- 
ements, Dr. Theodore Dehne and Dr. 
Smith, Co-Chairmen ; Nominating 


nittee, Dr. D. Ewen Cameron, Chair- 
n; Dr. Lester Rudy ; Dr. Norman Brill; 
. Titus Harris; and Dr. Seymour Vester- 
Approved the continuance of the Ad 


Hoc Committee on Increasing Responsibilities 
f the APA upon recommendation by the In- 
ing President. Elected Dr. Alexander 
Simon to fill the vacancy on Council which 
resulted from the election of Dr. C. H. Hardin 
h as Secretary. Approved the recom- 

tion of the Medical Director to revise 


all its aspects. 


the procedi 


and authorized the Executive Committee to _ 


act on the budget proposed by the Budget 
Committee. Authorized the acceptance of a 
grant of $27,000 from the National Institute 
of Mental Health for the General Practitioner 


‘Education Project. Approved an amendment 


to the budget upon recommendation by the 
Medical Director to permit funds held in the 
Reserve Fund of the Architectural Study Pro- 
ject to be used for the salary of the Project 
Director after Sept. 1, 1958. Reiterated its 
previous approval of the action by the Execu- 
tive Committee which did not approve a 
proposal for prepaid Life Memberships. Meet- 
ing in Executive Session, the Council approved 
unanimously the choice of Dr. Mathew Ross 
as successor to Dr. Blain in the position of 
Medical Director, effective September 1, 1958. 
Wim MaALAMUD, M.D., 
Secretary 


MESOPOTAMIAN MEDICINE 


A system of medicine that was dominated by magic and religion, and the 
-.. purpose of which was to rehabilitate an individual and to reconcile him with the 
_ transcendental world, obviously included psychotherapy, the soul-searching of a 
|. patient who was convinced that he suffered because he had sinned had a liberating 
- effect : and the rites performed and the words spoken by the incantation priest 
had a profound suggestive power. Mesopotamian medicine was psychosomatic in 


—Henry E. SIGERIST 
A History of Medicine 
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The news this year is substantially better 
than last year. This year the auditor’s report 
reads “The operations of the Association for the 
fiscal year ending March 31, 1958, exclusive 
— of expenditure for the renovating and furnish- 
ing of the central office home, resulted in gains 
_ aggregating $39,294.16.” Again, I remind you 
l of the maiden’s promise, the picture looks fair 
[ but not as good as this would indicate. 

In spite of the recession, our stocks have 
inereased in value and while their purchase 
value or book value is $86,347.16, on the day 
of the audit the market value was $113,499.88. 
-. The general fund showed a net gain for the 
year of $775.60. 


The special purpose fund which includes 
all of our activities, the Journal, the various 
Hospital Institutes, etc., showed a fund gain 
of $2,544.99. This favorable balance as op- 
| posed to substantial unfavorable balances in 
Previous years, is due to the fact that the 
"DH Inspection Board income was only 
500.00 less than expenditures in this past 
ji and the Hospital Service Institute almost 
eR even, Robbie's rotating publication fund 
5 v4 sed $11,000.00. The staff deserves 
bs zr their skillful operation of our busi- 
Na pn because last year the special 
A und lost $70,000.00. Also in this 
o aal P the restricted fund exceeded ex- 
xa es by $8,437.64. Since this latter figure 
an ue eventually it is a temporary gain 
E in any year reflect a gain or loss 
Stearn = on the timing of the receipt of the 
ph various donors, At the recommen- 
fel up à à Special Committee, Council did 
E ay for charging overhead to 
(itin EY iion has helped the gen- 

* new home has be 
plete e has been renovated com- 
nd E occupied. Rather than taking out a 
: D authorized by Council, it was de- 
E we could manipulate our reserves 
ces and pay for the renovation of the 
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home. This has been done so you own thi 
home clear and free and it is a substantia 
asset. It may be that at the end of this bud ge 
year and perhaps in the following one, a. 
term loan of sixty days to meet payrolls 
be necessary but this will probably not be true 
If so, this is far better than having a tweni 
year mortgage on the home with interest 
pay. I believe the Association owes a 
debt of gratitude to the very capable effc 
of the House Committee who handled skill 
fully and economically the renovation 
furnishings of the new home and I think ; 
will all be proud of it when you visit. 
The Retirement Plan for the membi 
fully installed and is now part of our opera 
I believe of the accomplishments of th 
Association during my period in office this i 
the one I feel most happy about. beh 
A new auditing and business system 
been installed and seems to be operating 
well as a business system can with the 
offices we have. A business representative 
the Washington office has been appointed 
assist Mr. Davies with the operations in the 
Washington office and thus relieve Dr. 
and his staff of many onerous administr: 
details. 7 
With the financial picture thus stab: 
and with revenue from increased dues co 
in this year, and incidentally none of 
revenue is reflected in the above menti 
financial report, the Association seems to be 
a good stable financial basis and if the opera: 
tions can be kept within the new level of 
come there should be no great financial 
in the years to come. i 
At this point I want to thank the 
members of the staff and the Association 
have helped me during my years as y 
Treasurer and I am happy that I can leave 
finances and business of the Association in. 


sound condition. 
Jack R. Ewart, M.D., 
Treasurer 
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STATEMENT OF CONDITION 


r . MARCH 31, 1958 
$i ASSETS 
eral Fund : 
Cash : 1 
7 . Checking accounts... me $ 79,857.17 
A Custodian bank account ......... e seer ee ees 1,769.45 
R Savings bank accounts ...... see 11,313.69 
Per Petty caso aly ys e N A A ee Mr ohare hss + 1,335.00 
E $ 94,275.31 
LE 
Accounts Receivable |... 10,438.64 
B- Marketable securities, at indicated value (Schedule A-1)— 
E^ Book Values ISO S40 Oe eer ee came dre n tnn rhet 113,499.88 
and and buiding at; costo. S Une sys LE edere 107,063.05 
1 —— 
$325,276.88 
Deduct : Cash and marketable securities allocable to 
Pestrigted Pads (below) eo ie cv sen em ery oe wna eife nennt 73,574.97 
" t ——— 
ital Gareral Fund ee AU Lo LL Mesue eer rrt $251,701.91 
= 
ial Purpose Funds 
t Cash : 
Iucheckingacedants Cum MeL) Mints TES nnper $ 28,808.25 
RELLY OnSh MOD oon A Ds ad. IUNIO Ses 10.00 
$ 28,818.25 | 
Renovation and furnishing costs of Central Office Home-in process .....- 121,640.46 — 
+ i 
- Total Special Purpose Funds... $150,458.72 | 
n Xe tricted Funds 
ED : | 
1 Chesking) scoop... ees a RIMIS RL $ 356.98 $ 
; Savitige OOE str cec VE cites se Andee as 48,725.66 
U. S. Savings Bonds—for awards, at redemption value 
EC (Principal amount $20,600) .......eeeeen n 
x Marketable securities—for awards, at donated value ..........--- 0-50" 
r Cash and marketable securities allocated from General Fund (above) .-.-- 
F Total Restricted Funds eet 
E. 


Merounts payable 5715. Ste RTT SS 
Deferred income—1958/59 dues collected ................. 82,245.00 
Metered credit—overhead. 1.5 02001 e ee 4,809.46 


Deduct : Advances to Special Purpose Fund on account 
of renovation and furnishing costs of Central Office Home 


| 

| 

| Oniestricted Surplus- (Exhibit B) A a ree $147,000.84 
; below 16 c 122 000 1 ec a T E E 25,729.71 
1 


Valuation reserve—Marketable securities |... PES 


Total; General Fund 3:99 9 22 as SERERE S RR 
l 


Special Purpose Funds : 
Accounts payable—American Journal of Psychiatry ..........--...----- 
Principal balances (Exhibit B) |o. SiGe e e e cee ERE 
dvance from General Fund on account of renovation and 
furnishing costs of Central Office Home (above) ....... e 


Total Special Purpose Funds"! -dosniai c ehe p ipie s a E 


J Restricted Funds : 
Principal balances (Exhibit B) ... J. eerie uy Erogo s OUR 


Total Restricted Funds ....... ett 


In conformance with the request of The 
erican Psychiatric Association, The Ameri- 
can Medical Association, and The American 
Neurological Association, we are submitting 
' following account of the activities of the 
rican Board of Psychiatry and Neurology, 
since the last report to the Associations 
letter dated April 15, 1957. 

e Board consists at present of the follow- 
members: 

pointed by The American Psychiatric As- 
tion : ‘ 
. David A. Boyd, Jr. (term of office ex 
pires December, 1959) 

. C. H. Hardin Branch (term of office 
expires December, 1958) 

r. Henry W. Brosin (term of office expires 
- December, 1961) 

Dr. William Malamud (term of office ex- 
pires December, 1960) 

ointed by the American Medical Associa- 


. Hugh T. Carmichael (term of office 
expires December, 1961) 

Dr. Russell N. DeJong (term of office 

_ expires December, 1958) 

L. M. Eaton (term of office expires De- 

cember, 1960) 


Dr. Harvey Bartle, Jr. (term of office expires 
_ December, 1959) 


adventure, The Universe is vast. 
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Dr. Knox H. Finley (term of office expires 
December, 1961) 

Dr. Francis M. Forster (term of office expires 
December, 1961) 

Dr. Paul I. Yakovlev (term of office expires 
December, 1958) 

At the annual meeting of the Board in 


December, 1957, the following officers were 


elected : 

Dr. Russell N. DeJong, President 

Dr. Paul I. Yakovlev, Vice-President 

Dr. David A. Boyd, Jr., Secretary-Treasurer 

The annual meeting of the Board was held 
in New York City in December, 1957. At this 
time, 251 candidates were examined by the 
Board. Of this number, 129 were certified in 
Psychiatry, 16 in Neurology, and none in 
Neurology and Psychiatry. 

When the Board met in San Francisco, 
California, in March, 1958, 224 candidates 
were examined. Of this number, the Bo 
certified 135 in Psychiatry and 13 in New 
rology, and none in Neurology and Psychiatry. 

Since its inception, the Board has received 
8,706 applications. Some of these are 
under consideration, The total number 
diplomas issued by the Board to date is 
6,178. Of this number, 4,784 are certified mn 
Psychiatry, 418 in Neurology, and 976 in 
Neurology and Psychiatry. 


Davm A. Boyp, JR, M.D. 
Secretary-Treasurer 


OPINION 


Nothing is more curious than the self-satisfied dogmatism with which mankind 
at each period of its history cherishes the delusion of the finality of its i 
modes of knowledge. Sceptics and believers are all alike. At this moment scientists 
and sceptics are the leading dogmatists. Advance in detail 
mental novelty is barred. This dogmatic common sense is the death of philosophi 


existing 


is admitted : funda- 


—Atrrep Nomru WHITEHEAD 


-— CoxriNiA PsycHiATRICA.—This new quar- 
- terly publication has now issued two num- 
bers during the current year. It is edited 
by Drs. H. Heimann and Th. Spoerri in 
Bern and is published by S. Karger, Basel 
and New York. Its field is represented 
under the title, Borderland of Psychiatry. 
There is an impressive board of col- 
liborators and co-editors representing dif- 
ferent related. fields. Among the American 
psychiatric co-editors are E. Kahn of Hous- 
M Tex, and E. W. Straus of Lexington, 
y. 
i The contents of the initial issue would 
indicate the nature of the coverage. There 
is an illustrated article on the work of the 
artist Edward Munch in relation to anxiety, 
an a on the psychological analysis of 
John Calvin's personality by E. Grossmann, 
ae by H, Delgado on the psychopathology 
schizophrenia, another by T. A. Pasto on 
p ood bias in visual art ; a discussion 
theories of cerebral function in the 
Grünthal ©, dom val to Meynert by E. 
yg ci n ly Eugen Kahn's com- 
“i e readability of scientific texts : 
erstanding and understandability. 


Presi ON CHRONIC SCHIZOPHRENIA, 
Eu cm State Hosrrrar.—This Insti- 
a held at the hospital in Osawa- 
by the he? "x 1 to 3 inclusive, sponsored 
Menninger T al in co-operation with the 
the National non and supported by 
the § " stitute of Mental Health and 


e Smi 

t wil € & French Laboratories. 
funding y. aod in scope with out- 
other bebe, ychiatrists, psychologists and 


Vioral scientists participating. 


e vs annual lecture 
Orces on "Emotional 
be even on amily” These lectures ‘will 
sy from October 
Shear the North 
| |M. Rd, in W: 


m 


NEWS AND NOTES 


oie o: 


The American Academy of General Prac- 
tice has approved attendance at this pro- -. 
gram as meeting their standards for post- 
graduate training. : 

The series of lectures will be published 
as a book by the J. B. Lippincott Compan: 
of Philadelphia. All royalties from the sale 
of the book will be assigned to The Ameri 


can Psychiatric Association. 


DELAWARE AnoLmHEs Carrran PUNISH- . 
MENT.—On April 2, 1958, Governor J. Caleb — 
Boggs of Delaware signed a bill abolishing — 
capital punishment and substituting life 
imprisonment. Thus Delaware became the 
seventh state to legislate against the death - 
penalty. Michigan was first in 1847, Rhode . 
Island in 1852, Wisconsin 1853, Minnesota - 
1911, North Dakota 1915, and Maine in — 
1876, only to restore it in 1883, and finally — 
abolish it in 1887. A 

Nine other states have abolished capital 
punishment for short periods only to re- - 
instate it, usually after a particularly hei- - 
nous murder, These states are Iowa, Kansas — 
Colorado, Washington, Oregon, South Da- 
kota, Tennessee (except for rape) Arizona — 
and Missouri. i 

The Delaware bill was introduced in the 
Senate in 1955, passed by that body in | 
1957, and by the House of Representatives - 


in March 1958. 


Cowrucr AND Woro Peace.—Dr. John 
A. Aita calls attention to the fact that three 
organizations have recently been inaugu- 
rated with the purpose of furthering scien- 
tific research on conflict and world peace. — 
These are: 1. Peace Study Institute, 946 — 
Goodfellow Blvd. St. Louis 12, Mo. 2. 
The Committee on International Tensions, — 
formed at the Society for the Study of | 
Social Problems, 12229 Sorrento, Detroit . 
27, Mich. 3. Committee on Internation- 
al Relations in the Society for Psychological 
Study of Social Issues, 65 Plympton Street, 
Cambridge 38, Mass. j 

Those interested should write to any of - 
these organizations for further information. 


.  Lxwcusunc Tramic Scuoon CONFER- 


ence on Rese 
_ of Mental Retardation to be held at The 
— "Training School on September 11 and 12. 
b The Conference has been made possible by 
a Mental Health Project Grant from the 
- Public Health Service. Outstanding leaders 
in psychiatry, neurology, psychology, edu- 
cation, social work, and nursing will par- 
. ticipate. 
_ Further information may be obtained 
from Dr. Nagler. 


i ELECTROENCEPHALOGRAPHIC 
_ Sociery.—At its annual meeting in Atlantic 
_ City, June 13, 1958, the Society elected the 
- following officers : president : W. T. Liber- 
son, M.D.; president-elect: Arthur A. 
- Ward, M.D.; treasurer: Isadore Zfass, 
_ M.D.; secretary : Jerome K. Merlis, M.D. 


AMERICAN 


^. 
Founpations’ FUND ror RESEARCH IN 


_ Psycutatry.—The Foundations’ Fund 
_ wishes to announce that October 15, 1958, is 
_ the next deadline for the submission of com- 
. pleted applications for research fellowships 
in psychiatry, psychology, sociology, neuro- 
— physiology, and other sciences relevant to 
mental health. The deadline following this 
. will be January 15, 1959. 

... The next deadline for receipt of applica- 
. tions for research grants-in-aid is Decem- 
- ber 10, 1958. Those interested are invited to 
. write to Foundations’ Fund for Research in 
‘ . Psychiatry, 251 Edwards St, New Haven 
— 11, Conn. 

W 


- CONFERENCE ON INSULIN TREATMENT.— 
An International Conference on Insulin 
Treatment in Psychiatry has been arranged 
for the purpose of presenting recent ad- 
vances in the basic aspects and the clinical 
. uses of Sakels discovery. There will be 
. morning and afternoon sessions on Friday, 
October 24, and a morning session on Sat- 
urday, October 25. 

This meeting, which is co-sponsored by 
S. Bernard Wortis, M.D., New York Uni- 
versity, D. Ewen Cameron, M.D., McGill 


University, and Jacques S. Gottlieb, M.D. 
Wayne State University, will take place at 
the New York Academy of Medicine, Fifth 
Avenue and 103rd Street, New York City. 
All interested individuals are invited to ab 
tend. For further details write to Dr. M. 
Rinkel, 479 Commonwealth Avenue, Bos- 
ton 15, Mass, or Dr. A. K. Bernath, 98$ 
Fifth Avenue, New York 21, N. Y., or Dr. 
H. E. Himwich, Galesburg State Research 
Hospital, Galesburg, Ill. 


Eastern Psvcuriarmic RESEARCH ÁSSOCR | 
ation, Inc.—The Association's 3rd annual 
meeting will be held in New York, October 
23-25, 1958. The first two sessions are to be 
held at Brooklyn State Hospital, N. Y., and 
the third session at the Waldorf Astoria 
Hotel, N. Y. 

The following are some of the topics to 
be discussed: Various Types of EST and 
Their Modifications ; Present Status of In- 
sulin Therapy; of Co; Therapy; 
crine Therapy ; Appraisal of Various Psy- 
chotherapeutic Methods ; of Milieu Ther- 
apy ; of Drug Therapy ; Statistical Analy- 
sis of Mental Illness in the World; 
Changing Aspects in the Care, Trete 
and Management of the Psychoses of 
Aged ; and a symposium on Building Stones - 
for a Biologic or a Preventive Psychiatry, 
which will cover biochemical, personality, 
conditioning and social psychiatry 9$ 


Hearta Resources Apvisony COMMITISS 
ArromrMENTS.—]ohn S. Patterson, b 
Director of the Office of Defense Mo 
tion has announced the appointm Health 
three additional members to the aret 
Resources Advisory Committee. Thy 
Leo H. Bartemeier, M.D., Medical . Jobn 
tor, Seton Institute, Baltimore, M e 
Z. Bowers, M.D., Dean, University 0 1 
consin School of Medicine, Medis. Unt 
and George M. Fister, M.D., Regen 
versity of Utah, Ogden, Utah. 


The 


AMERICAN PSYCHOSOMATIC SocieT™ hold | 
American Psychosomatic Society v fonte" 
its 16th annual meeting at gaturday 
Haddon Hall in Atlantic City 07 , 
and Sunday, May 2 and 3, 1959. 


"program committee would like to 
‘titles and abstracts of papers for 
ation for the program no later than 
1, 1958. The time allotted for 
lion of each paper wil be 20 


ibstracts, in octuplicate, should be sub- 

i for the program committee’s con- 
n, to Dr. Milton Rosenbaum, 265 
iu Road, Roosevelt, N. Y. 


OC FOR CLINICAL AND EXPERIMEN- 
Hyrnosts—The Society will hold its 
al meeting in Chicago at the Morrison 
Wl October 29-31, 1958. The program 
“include breakfast seminars, round- 
iie luncheons, panel discussion and for- 
Presentations, 
ediately preceding the annual meet- 
the Institute for Research in Hypnosis 
? Long Island University Postgraduate 
will hold its annual workshop in 
tal hypnosis, October 27-29, at the 
fison Hotel. 
lor further information write to the Ad- 
tive Secretary, Society for Clinical 
7 mental Hypnosis, 750 N. Michi- 
Avenue, Chicago 11, Ill. 


3^ Tracumc Instrrure.—The first 
“Aing Institute to be held by The Amer- 
Psychiatric Association will take place 
10 and 11, 1958. It will be held 
auspices of McGill University. 
S on the undergraduate medical cur- 
presented on the first day, 

E day d be devote to 
cerning the post-graduate 

D Psychiatry. All APA sete ne 
E attend. The registration fee 


à er information write to Dr. D. 
" eron, Chairman of the Depart- 


Ai 
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ment of Psychiatry, McGill University, 
1025 Pine Avenue West, Montreal, P. Q. — 


S 
DrsicN ror Menta Heauta.—The New 
York State Department of Mental Hygiene 
has issued a booklet entitled Design for 
Mental Health, which deals with the gem 
eral problem of mental health and out- 
lines New York State's complex mental 
hygiene program. The emphasis is on the - 
"total approach" to public mental health, - 
the operations of the Department em- 
bracing both community and institutional - 
services, encouraging psychiatric research, - 
training psychiatrists and other psychiatrie ' 
specialists, and undertaking public aaa $ 
tion programs to promote understanding of - 
mental illness and development of mental - 
health. ^ 
The new brochure, prepared to meet the - 
constant demand for pupiei gi the — 
state's program, may be obtai without 
charge from the office of Mental m 
Education and Information, Department of — 
Mental Hygiene, 217 Lark St, Albany, | 
N. Y. P 


TENTH MENTAL HOSPITAL INSTITUTE.— 
The APA Mental Hospital Service an- ~ 
nounces that the 10th Mental Hospital 
Institute will be held at the Hotel Muehle- - 
bach, Kansas City, Mo. October 20-23, à 
1958. Topics under discussion will include . 
the needs, training and recruiting of person- — 
nel of the mental hospital; mental illness 
and prepayment insurance plans; recent - 
developments in the treatment of alcohol- 
ism ; housekeeping problems of the mental ~ 
hospital and intensive treatment of the . 
senile psychotic. hi 

For Biorawtion regarding enrollment in ~ 
the Institute write APA Mental Hospital - 
Service, 1700 18th Street, N.W., Wash- - 
ington 9, D. C. ni 


BOOK REVIEWS 


Prisoners or Lrseration. By Allyn and Adele 
Rickett. (New York : Cameron Associates, 
Inc., 1957, pp. 288. $4.75.) 

Although there have been many descriptions 
of Chinese Communist “thought reform” (or 
“brainwashing”) written by those who have 
experienced the ordeal, Prisoners of Libera- 

= tion is unique in one respect: it is the first 
Western account of a “successful” reform ex- 
perience. The authors, a young American 
married couple, emerged from 4 years of im- 
prisonment convinced not only of the validity 
of Communist doctrine, but also of the basic 
~ virtue of the penal thought reform program. 
— The tone of their report thus contrasts sharply 
— with the combination of confusion and out- 
- rage which most Westerners have expressed 
E (either in their writings or in interviews with 
1 those of us who have examined them) soon 
after their release. The Ricketts are true 
B ideological converts, and their book is a record 
-. of their conversion. 
E" As such, it presents a vivid description of 
3 the prison reform process: the physical and 
emotional pressures of the early stages, fol- 
lowed by periods of relaxation and “leniency” ; 
_ the complex determinants of the developing 
- confession; and the longer-term “working 
through” of the “reeducation” phase. One 
learns how the day-to-day prison routine can 
develop into a treasured emotional experience, 
. Offering Westerners a unique sense of “be- 
- longing” among Chinese people, as well as an 
- Opportunity to atone personally for the long 
history of Western aggrandizement in China. 
And there is impressive evidence that such 
factors as identity diffusion (both pre-existing 
. and induced) as well as susceptibility to 
powerful feelings of guilt and shame, had a 
good deal to do with the two "conversions" : 
one is especially struck by the authors’ ex- 
perience of shame for and alienation from 
their country, whose policies they considered 
to be out of touch with the Chinese scene, 

Unfortunately the book stops far short of a 
recording of the inner drama which has al- 
ways characterized religious and ideological 
conversion, whether told by Saint Augustine or 
Arthur Koestler. One gains the impression that 
the urge to convey the conversion "message" 
in intellectual terms takes precedence over an 
introspective examination of the search for 
emotional reality and meaning. The full im- 
pact of the authors' experience does emerge 


282 


: 


in a more indirect fashion—through 
strikingly simple polarization of good — 
evil, and in their unconvincing attempt to 
surround their pre-prison contacts with 
fessors and diplomats with an aura of € 
onage. But in spite of all this, one & 
help but be impressed by the struggle for 
integrity which the book represents. This is 
especially poignant in the epilogue—a painful 
reappraisal 18 months later, in which t 
authors cling to their reform ethos but show 
a beginning ability to recognize -— 
the information supplied to them by their 
former captors. SER 
No such struggle occurs, however, in the 
glib and pretentious "publisher's introduction, ^ 
and this rather remarkable document will be 
of special interest to psychiatrists. Here we 
are told that “various experts” were co E 
because "the range of human and social prob- 
lems involved in this astonishing story goes 
far beyond any one a eee bal these 
seem to consist only of “an eminent soat 
scientist and psychiatrist" and a "practicing 
psychiatrist and teacher" (each apparently 
just one person). The former is quot in an 
impassioned defense of the authors patriotism, 
while the latter tells us something even more 
astounding : M 
The Pris MR processes followed by the Chinese. 
include a fascinating mixture of enlighten penal 
methods, work and occupational therapy, sp 
therapy, and conventional methods of study. In 1 of 4 
ing this account one is struck by the similarity 
some of these Chinese methods to the proce 5. 
developed in the early years of the Soviet Union A 
Makarenko in his pioneering work with J br 
delinquents. . . . These principles were app S 
the framework of a humanitarian, socialist 
which guided their approach to the inc 
prisoners. It is my opinion that this morality 
the decisive force in their ability to tame, P 
and reeducate hundreds of thousands of 
elements. . . . The people who stand 5 
clearly, of course, are the Ricketts themsel 
their basic honesty, courage, charity, and, 
they embody our finest American traditions, 9 
we can be proud of them and of the 
produced them. a 
Assuming that these “psychiatric 
tants” are not mythical figures (they 
writer of the introduction remain anon; 
their comments can serve as a remin er 
hazards of our profession. By this I me 
extent to which our private ideolo 
color and distort our clinical judgm 


anti: 


being human, none of us is completely free of 
a sacred area of commitment and belief. A 
loaded issue such as thought reform does us 
the service of making this most clear: this 
unique "publisher's introduction” thus finds 
“enlightened” and “humanitarian” a program 
which is distinguished by a combination of 
coercion, exhortation, and “therapy” in its 
profound manipulation of human emotions. I 
- would feel that this is quite the reverse of 
- "humanitarian" Our task as psychiatrists 
| would be to recognize and critically evaluate 
- any such manipulative psychological combina- 
tions, whether they occur in Chinese thought 
| reform, in our national political life, or even 
- within our own profession. This book is well 
- worth reading for the important issues which 
| it raises, 
Rozzmr J. LirroN, M. D., 
Harvard University. 


Tus SLow LEARNER. Some Educational Principles 
and Policies. By M. F. Cleugh. (New York: 
Philosophical Library, 1957, $3.75.) 


THE EDUCATION of YOUNG CHILDREN. By 


D. E. M. Gardner. (New York; Philosophical 
| Library, 1957, $2.75.) 


Cr aria HaNpicApPED Cum. By Agatha H. 
ey. (Baltimore, Md.: Williams & Wilkins 
» 1957, $3.50.) 


me small volumes together give an in- 
à cesis o the state of special and nursery 
Cleugh's one theory in Britain today, Dr. 
Berea ent book undertakes to lay the basis 

fe on and direction of special educa- 
British reader Authorities, Though written for the 
Pertinent to our has many instructive insights 
Acquaints ys ith Own situation. Her discussion 
education, of m the British arrangements for the 
Special schools € retarded, presently organized in 
for backward n Special classes and separate classes 
"unique Sem mal children, supplemented by the 
backward child centres” which the normal but 
tegular school poney attend temporarily or after 
Pren are tran; um The more severely retarded 
teresting ty sterred to Occupation Centres, an 
tion of the Pahat institution outside the jurisdic- 
RE Dr. Cheats maa n e Cette 
n H er serious 
backward ¢ “yen normal but educationally 
setting, Her views pon, the ordinary class-room 
Bment and p 3 reflect a nice balance of wise 
Sense, with a sensitive feeling 

Prejudice, tradition and morale 
€ field. “There are many reasons 
to learn,” she writes, “and low 
She maintains a sound 


Setti 
Jud, 
E isr 


, teacher in the field. 


vidualizing the educational process, on width 
flexibility, on the cultivation of sympathetic a 
tudes toward individual differences. Special ed: 
tors need special training and should enjoy specia 
prestige; teachers must be enlisted not only 
teach the three R's, but for the equally importan 
task of helping children overcome their handicaps. . 
The mistaken generalization that mongols 
"clearly uneducable" is an isolated fault, but sug 
gests that some consideration of the importance 
medical and psychological evaluation of retar 
children could enlighten and help the speci: 


the University of London Institute of Educati: 
addressed to nursery school teachers and cons 
largely of quite reasonable suggestions on 

management of the 2-5 year old group in Bri 
nursery schools. Though it lacks explicit theory, - 
its trend is definitely toward the exploitation of 
spontaneous play interests, with respect for the 
individuality of the child and with an avoidance of © 
external discipline, drilling or academic emphasis. 
Susan Isaacs is the most quoted author and psych: 

analytic influences are reflected in her recommen: 
tion that aggressive children be helped to find sat 
faction in "legitimate destruction." She believes 1 
a moderate amount of open masturbation is nati 
from two to five, after which it should nor! 

become furtive. “If the child is not attemptin 

to conceal it by then, it may be a sign that he needs 
psychological help." Nursery schools in Britai 

developing under the Local Education Authoriti ; 
though they still involve only a small percentage of 

young children, they are besieged by long wai 
lists and many more are needed, They satisfy 
urgent demand of parents for safe and adeque 
play opportunities, social involvement and sound 
psychological and educational experiences. The 
British nursery school movement provides an Lo 


structive example for similar developments; in 
country. , F 
The volume by Agatha Bowley (with a secti. 
by L. Gardner) deals with the education and man- 
agement of the blind, cerebral palsied and d 
child, It is refreshing in its simplicity, directm ^ 
and practicality, has a good social orientation, and | 
sees the handicapped child in relation to the often — 
harassed and over-burdened family. It recognizes - 
the importance of social acceptance and social inte- — 
gration for the child, and does not over-emphasize : 
the mother-child relationship. The training sug: 
gestions are convincing and often charming. The 
educational process is related to every-day experi- - 
ence, Dr. Bowley is expert on the subject of in- 
telligence evaluation, and maintains a cautious at- 
titude toward formal testing, especially for the - 
child with multiple handicaps. The book is the- 
product of dedicated observation and involvemen 
with an explicitly religious motivation. At tl 
same time it accepts the Oedipus complex as “the . 
age-old and universal conflict," assumes the pres- — 
ence of innate aggressive tendencies, and recom- | 
mends outlets for ana] destructive drives. A medi 
cal dimension is lacking, and no distinction is made 


anxious, and of the brain-injured child. The sub- 
“stance of the book is good pedagogy, however, and 
„overall influence is sure to be useful. 
Josera Wonrtis, M. D., 

Jewish Hospital of Brooklyn, N. Y. 


TADS AND FALLACIES IN THE Name or Science. By 
- Martin Gardner. (New York: Dover Publi- 
cations, 1957. Pp. 363. Paper. $1.50.) 
Since they laughed at Christopher Columbus and 
'secuted Galileo, every crackpot can justify his 
olation by claiming persecution. We are so afraid 
— of being charged with having “closed minds” that 
we sometimes open them at both ends. While truth 
ay indeed be relative, it is a fact that certain 
things are consistently rejected by competent and 
“sober scientists. No appeal to liberalism or free- 
‘dom of thought can support iridodiagnosis, the 
quest for Bridey Murphy, the effectiveness of an 
yrgone box, the validity of dianetics or the flat- 
s of the earth. 
n this absorbing narrative Martin Gardner as- 
bles a rare compendium of fads, fallacies, frauds 
and fantasies—not only medical and psychiatric 
ones, but also a roster of phoney ideas in geology, 
e stronomy, physics and archeology. The author 
does not explore the psychiatric implications of 


_ strange way in which zealots can enroll in their 
rmies an astonishing number of sophisticated in- 
ectuals. The conventional idea is that if the 
anoic is the king of a cult, his court is com- 
d of psychopaths and idiots. This is an over- 
plification. Some pretty bright men buy stock 
some pretty zany ideas. 
"Clifton Fadiman swallowed Velikovsky and 
rthur Koestler thought that Rhine was ushering 
a veritable Copernican revolution. William 
“ig raised money to defend orgone therapy, 
ther Burbank insisted that plants were tele- 
ically responsive to love and hate, and Bruce 
rton believed in zone therapy. Posture and ex- 
ercise fanatics were supported at various times by 
John Dewey, Aldous Huxley and Sir Stafford 
Cripps. Earnest Hooton wrote that physique could 
be correlated with criminal tendencies, Andrew 
Iw had faith in Krebiozen for cancer, Roger Bab- 
son hoped to find a gravity screen and Upton Sin- 
clair thought that fasting improved the health and 
- .combatted disease. 
= In the past, the yellow journals propagated the 
— scientific moonshine. Today some good magazines 
^ E first class publishers give space to blackstrap 
- molasses, Bates eye exercises, dianetics, flying 
| Saucers, colliding worlds and Bridey Murphy. 
Gardner gives some criteria for diagnosing the 
crank. He spreads his net so wide that he pulls 
in a few fish on everybody's favorite list, Here 
perhaps Gardner comes close to producing guilt 
_ by association. For instance he includes the Szondi 
test in this book—entitled, remember, Fads and 
- Fallacies, though he says he is not competent to 
discuss the test. While he exempts some items 
from the stigma of crack-pottism, he lumps them 


between the hyperactivity of the merely tense and - 


in chapters with cults and phonies so that the over- 
all impression of those items is a bad one. Thus, 
included in this book are technics of muscle relaxa- 
tion, graphology, homeopathy, parapsychology, gen- 
eral semantics, and a number of religious beliefs, 
Gardner places these a few notches higher than. 
chiropractic, fletcherism and lawsonomy—but you 
have to read the book slowly to notice the differ- 
entiation, 

As a chronicle of human gullibility, though, the 
book is superb, You read it eagerly wondering 
what triumph of noodleheadedness will turn up 
on the next page. Mr. Gardner writes with clarity 
and holds your interest. Unfortunately our spe- 
cialty contributes more of the material in this text 
than any other branch of medicine. There are, to 
be sure, some cults relating to eyesight, diet, can- 
cer, and sex—but in the long procession of medi- 
cal eccentricity, ideas about the human mind lead 
the parade. 


Henry A. Davison, M.D, | 
Cedar Grove, N. J. 


Parer Evectrornoresis. Ciba Foundation Sympo- 
sium. Edited by G. E. W. Wolstenholme, 
Elaine P. P. Millar. (Boston: Little, Brown 


& Co., 1957, $675.) 


The Ciba Foundation's symposium on Paper 
Electrophoresis contains short papers and discus- 
sions from a meeting attended by several authori- 
ties in this field. The contents do not give à com- 
prehensive review of all aspects of this technique, 
but deal with certain particular points. In com- 
mon with many of the reports of Ciba Symposi 
the discussions which follow the papers contain @ 
great deal of additional and valuable information 

Four papers deal with some of the differen 
types of apparatus which are used, and some fi 
the problems involved in the design of apparatus: 
Other communications deal with the use of p 
electrophoresis in the diagnosis of some BES ia 
eases, in the determination of ratios of al es 
to globulin, in the analysis of human eG pr 
in the observation of certain effects of AC” in 
cortisone on protein-bound polysaccharides i 
serum, and on the future of the technique as 
plied to clinical research and routine analy ae 

Probably the most valuable parts of the a 
though, are in those papers and discussions p 
deal with some of the difficulties and errors E 
countered in the use of paper electrophoresim v 
the interpretation of the patterns, and in t es por- 


tant that those who use paper electroph casure- 
aware of the possibilities of error !n Tcellent 
ments, and the material in this volume is €* 
for its comments on these errors. — 
This is not a manual which gives 
for the use of the technique, but it is 4 
can be strongly recommended to all those 
paper electrophoresis either for researc! 


or for routine analysis. 


who use 


purpose 


“‘Hoamones, BRAIN FUNCTION, AND BEriavioR, Edited 
By Hudson Hoagland. (New York: Academic 
Press, Inc, 1957. pP. 257. $7.00.) 
This is the report of a two-day conference on 
neuroendocrinology held in May 1956 at Arden 
House on the Hudson, New York. The papers 
and discussions reprinted are as follows: R. A. 
Cleghorn, “Steroid hormones in relation to neuro- 
psychiatric disorders"; D. M. Woodbury et al., 
"Influence of adrenocortical steroids on brain func- 
tion and metabolism"; H. W. Elliott et aL, "In 
vitro effects of steroid anesthetic on brain metab- 
olism”; W. C. Young, “Genetic and psychological 
determinants of sexual behavior patterns"; A. C. 
Goldstein, "The experimental control of sex be- 
havior in animals”; D. W. Woolley, “Serotonin in 
mental disorders”; S. Udenfiend ef al., "Biochemi- 
cal studies on serotonin and their physiological 
implications" ; B. B. Brodie et al., “On a role for 
serotonin and norepinephrine as chemical mediators 
in the central autonomic nervous system"; A. Hof- 
fer, Adrenalutin as a psychomimetic agent”; J. R. 
Tata, Metabolism of L-Thyroxine and L-3: 5: 3'- 
dix by brain tissue preparations"; 
CAM oe Decreased appetite for alcohol and 
= c beverages produced in rats by thyroid 
catment”; R, W. Rawson et al, "The thyroid 
rmones and their relationships to mental health." 
ere are author and subject indexes. 
ogi um to all who have an in- 
in neuropharmacology. 
AsnHLEY MoNTAGU, Pa. D., 
Princeton, N. J. 


so PsvcnoLoore, By Hans W. Gruhle. 
Did Georg Theime Verlag; New 
A ntercontinental Medical Book Corpora- 

na » 1956, 633 pp. $11.40.) 
box (Le iminous Work is designated as a text 
ing of Ex uch) and is also sub-titled, The Teach- 
e Gr diei (Erlebnislehre), but after read- 
[ erstehende P I am as unclear as before what 
ow how a Sychologie" means and do not 
lli man Beware the title. "Verstehen" usu- 
Teader is told Ee paretand but on the fly-leaf the 
in the serus ad in this instance the word is used 
Pathize or a einfuehlen” which means to em- 
jh RH Gian another person's feelings by try- 
The word ae own feelings in like situations. 
yea ehen” is not even indexed although 
The author B eros references for “einfuehlen.” 
tion of the die $ no further definition or explana- 
of x 9r the concept, but the general tone 
intellectual rather than empathic. 
to the field vocis about what does not be- 
two-thirds of the ong Particular psychology but 
3 Psychology in dd devoted to the role of 
«d history of eae Sciences, such as philos- 
1 Jurisprudence, to mention a 


| 


Education? chapter is devoted to the “ 
ed m its to 
to learn 


E : Science of 

Pages this reader, at least, 

" Something about learni 

onside Hoan lopment and rx eec B ra 
t this is not the case. Most of 


these pages are devoted to generalities and advice 
to teachers, for instance how to control rambuc- — 
tious adolescents. To quote, "the teacher must crt 
ate situations of such logic that the students fin 
themselves forced to accept his guidance.” Other 
topics which according to the author do not belong 
to psychology, as formulated by him, are such con- — 
siderations as psychological determinism, the search 
for meaning in compulsive ideas, and the author — 
also doubts the wisdom of exploring the problem - 
of motivation, of which he says that all one can - 
do is to understand it in terms of a Gestalt or the - 
total character of a person. In the chapter on nat- - 
ural sciences, we are told that psychology is only | 
concerned with animals’ souls, and while the ques- ` 
tion whether animals have souls is considered perti- | 
nent, reflexology or Pavlov's work is not. Instinct | 
as phenomena or as a theory also is beyond the — 
realm of "Verstehende Psychologie." 5 
No evidence is apparent in this book that any 
delineation between normal or adaptive behavior - 
and psychopathology might be important or has — 
ever been attempted. Some superficial generaliza- — 
tions are found, however, such as that “psychopaths — 
suffer only from a disharmony in their being” or 
that "the more intelligent and the more learned a 
man is the more will intellect become the source of — 
his action, but this does not hold for women.” The - 
following ‘psychological’ classification of crimina 
consisting of 4 groups further documents the a 


ficial character of the author's concepts: r. crimi- 
nals by inclination; 2. criminals because of weak- 
ness; 3. criminals because of passion; and 4. crim- - 
inals for the sake of honor and conviction. " 
On the positive side there are interesting and - 
erudite discourses on history, philosophy, reti 
thought and the like, but all this remains on a — 
rather anecdotal and descriptive level rather than 
conveying any "verstehen." A great deal can be | 
learned from this book about matters that are. E 
worthwhile studying or speculating about from | 
a psychological viewpoint but the appropriate psy- - 
chological principles and methods cannot be learned | 
from this textbook. d 


Srepuen Freck, M.D, 
Yale University School of Medicine. — 

Dessins gr Perntures DES Autinés, Analyse au 
point de vue psychiatrique et artistique. By 
Irène Jakab, M. D., Ph.D. (Maison d'Edition — 

de l'Académie des Sciences de Hongrie. 1956, 
pp. 145.) 
The author in 140 pages with 131 illustrations — 
(of which 18 are in full color) analyses the draw- 
ings and the paintings of mental patients from Pecs - 
Hospital for Mental and Nervous Disorders. The 
artistic and psychiatric values of 131 of the most - 

characteristic of the collection totaling 2,000 pieces 
are studied. In this book, composed of 9 chapters, - 
the author starts with clinical observations with | 
explanatory statements of drawings and paintings 
by schizophrenics, manic-depressives and patients - 
suffering from alcoholic hallucimosis. This is fol- 
lowed by a discussion of the artistic value of the 
drawings and paintings by these mental patients. 


i 


_ The author analyses the manifest and symbolic 

content, the composition, style, means of expres- 
- sion (lines, colors, light effects, proportions, etc.) 

of the art work of these patients. The spontaneity 
. and periodicity of these productions in regard to 
their psychosis is then elaborated. In Chapter 4 
t; Dr. Jakab evaluates the diagnostic qualities of the 
S drawings in the different pathological entities. In 
_ the next chapter she studies the characteristics of 
? the hallucinatory representations. She then ex- 
amines in a very short two-page chapter the prog- 
nostic significance of the style and the technical 
qualities of these productions in regard to the vari- 
‘ous phases of the malady. Before summarizing her 
findings Dr. Jakab compares in the last two chap- 
— ters the art work of mental patients to drawings 
by children, to archaic drawings and drawings by 
primitive people. 

Dr. Jakab concludes that art work of mental pa- 
tients is essentially abstract and symbolic, com- 
= parable to those of surrealists, with the only differ- 
ence between the two being the lack of artistic com- 
-. position in the former. She explains the reasons 
for this lack in the schizophrenics and the manics. 
_ She emphasizes the diagnostic and the prognostic 
values of patients’ art production. 

- This is a well written, well illustrated and read- 
able book, which should be enjoyable reading to 


ki 


À Leon Koncuecut, M. D., 
n Saint Elizabeths Hospital, 
si Washington 20, D. C. 


a 
- - Lenrnucn per PsvcuiATRE. Edited by Hans Hoff, 
Tel qt: Benno Schwabe & Co. 
. 1950. 


The Lehrbuch der Psychiatrie, written by Profes- 
or Hans Hoff in collaboration with Professors 
Benedetti, Brun, Gschwind, Krayenbühl, Meng, and 
- Stoll, is written in the old European tradition of 
= the classical textbook as first created in the toth 
. century and now gradually disappearing. Although 
the tremendous task of covering a whole field like 
modern psychiatry has been divided among a few 


^ 
_ people, Professor Hoff has written the first volume 
of 533 pages covering psychiatry from its historical 
aspects to shock-therapy in 19 lectures. The great 
-variety of subjects is indicated by the headings: 
_ Constitution and Heredity (Lecture 3); Depth 
_ Psychology (Lecture 4); Methods of Testing 
= (Lecture 5); Electroencephalography (Lecture 
= 10); Schizophrenia (Lectures 16 and 17). 
y Hans Hoff, who was in America during the war 
_ years and returned to Vienna after the war to take 
— over the Chair of Psychiatry, has certainly a vast 
= scope in covering such varied fields. Every chap- 
ter is well presented, clear and representative of 
standards and knowledge in modern psychiatry. 
The first volume also has 32 tables which cover 
such varied aspects as the Body Types of Kretsch- 
mer, the Biaesch Test, some tables of the Rorschach 


Test, tables from the Thematic Apperception Test, — 
and some neuropathological conditions. 

In the second volume, Lectures 20-27 have also 
been written by Professor Hoff and cover such 
fields as child psychiatry, industrial poisonings, with 
3 lectures on neuroses and 2 on psychopathy and 
perversions. 

Among the collaborators, Professor Heinrich 
Meng presents the field of psychohygiene in two 
lectures. He is one of the European pioneers in 
this area. Although this field is less generally ac- 
cepted in Europe than the mental hygiene move- 
ment in America, Heinrich Meng—who comes from 
Freud's psychoanalysis—combines great knowledge, 
experience, and the wisdom of an old master. He 
also presents in Lecture 31 the therapy of neuroses 
and especially the depth-psychological approach. 

Professor Rudolf Brun, well known through his 
own textbook, has prepared the 3oth lecture on the 
Therapy of Neuroses, including methods of sug- 
gestion. 

Gaetano Benedetti, a pupil of Rosen in New York, 
deals with the Psychotherapy of Psychoses in Lec- 
ture 32. In contrast to his rather disappointing 
performance at the International Congress in Zu- 
rich, his lecture is well prepared and sensible. , 

Hugo Krayenbühl and Werner A. Stoll deal with 
Psychosurgery in Lectures 33 and 34, and Martin 
Gschwind presents two very useful chapters on the 
Legal Aspects of Mental Illness in which the Euro- 
pean countries are very adequately covered (Lec- 
tures 35 and 36.) There is even an appendix with 
the important laws. 

In general, the two volumes represent a remark- 
able achievement and the wealth of knowledge 15 
outstanding. If one wants to express a criticism, 
one can only point to the way in which teaching is 
still carried out in most European countries where 
spectacular lectures are delivered to a large auch 
ence. Naturally, the listener is impressed—not only 
by the skill of presentation but by the authority 
with which present-day knowledge is conveyed to 
the student. Thus, the student is never aware ol 
the scientific matters in flux or even matters 
argument but is faced with a body of knowl si 
which is presented to him as if it were the last Mu 
in science, on which to express any doubt er 
almost heresy. Moreover, this method of presens 
tion is always highly unfair from an historical po! 
of view because the lecturer mentions a few x 
names of the past, more or less familiar to and 
body, while the actual contributions that have ss 
to the present-day knowledge are neglected. T 
fore, the bibliography is also by nature very e 
complete and somewhat arbitrary. This aii i: 
wonders whether a new presentation of scien 


reg i mt 
thinking should not develop in modern t izant 


presentation in which the student is more oei las 
of the questions and unsolved problems as 
the basic facts that form the traditional body > 


CixuzNs E. Bena, M.D» 
e Waverly, Mass: 


any 
branch of science. 
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Manfred Sakel, the discoverer of the 
hypoglycemic insulin treatment of schizo- 
phrenia died suddenly of a heart attack 
on December 2, 1957. 

Manfred Joshua Sakel was born into 
"the Jewish community of Nadworna, Po- 
lmd, then part of the Austro-Hungarian 
Empire, in 1900. He attended the First 
State College of Brno, Czechoslovakia, to 
1920 and studied medicine in Vienna to 
1925. He was Research Fellow in 1927 in 
the Urban Hospital in Berlin and soon 
afterwards became chief physician in the 
Lichterfelde Hospital in Berlin, 1927-1933. 

was a private psychiatrie hospital 
- Where abstinence cures for morphinism 
-Were frequently administered. Struck by 
the resemblance between the stormy with- 
drawal symptoms and hyperthyroidism, 
Sakel began to use insulin as a thyroid 
antagonist in the abstinence cures, finding 
to his surprise that hypoglycemic in- 
sulin shock was especially helpful to his 
patients, After some crude animal experi- 
mentation in his own kitchen, he was con- 
E- that insulin shock was not the 
Ere calamity it was supposed to be 

could be a valuable tool in the treat- 
. Ment of excitement, He proceeded to em- 

"4 E systematically in the management 

Ec iypes of psychotic excitement in- 

g schizophrenia with good results, 
eae great risks with this 
perimentation, with ical con- 
Ee in his own itari felt he 
* E road to great discoveries, and 
Bessie to Vienna to work as a volunteer 
Bice S on the university psychiatric serv- 
torso, poke his work and to interest 
Poetzl th oetzl. The tactic succeeded and 
Bien ough schooled in the thoroughly 
Enc: tradition of Central European 
Ex» became convinced that the 
Sakel nt was effective and sponsored 
of ele Work throughout the stormy period 
E ata ed and counter-claims and sharp 
cases h ^t followed. "The first treated 
t I saw,” wrote Poetzl, "convinced 
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MANFRED SAKEL, M. D., 1900-1957 


me that this method of treatment outclass 
any other presently available." Adherents ` 
of scientific distinction such as Mueller in - 
Switzerland, Cameron in America, Frostig K 
in Poland, and Benedek in Hungary, so 
recognized the therapeutic value of " 
new treatment and during the following ' 
years a wave of enthusiastic interest spread 
over the world. i 
Sakel was invited to this country to © 
treat a patient and through the good offices — 
of Drs. A. A. Brill and Frederick Parsons, ~ 
then New York State Commissioner of ' 
Mental Hygiene, training programs were 
set up in the state hospital system und 
his direction. For a while he was much in — 
demand as a speaker and traveled a great 
deal, but within a matter of years w: 
drawn more and more into private 
tice. An almost fatal heart attack in 
forced him to limit his activities and 
lost contact with scientific centers and 
ganizations in this country thereafter. 
Sakel, who felt the whip of antisemitism 
in Central Europe, had a proud conscious- 
ness of his status as a Jew and as a member - 
of an oppressed minority. As part of his 
private practice he maintained a large fret 
practice and gave lavishly to charitable 
enterprises of all religious denominations, 
with special interest in the work of the . 
Quakers. He lived simply, and in recent 
years seriously planned to build a hospital 
of his own. He was honored by a degree - 
from Colgate University in 1936, and re- — 
fused a professorship in a western state soon — 
afterwards—a decision he sometimes re- 
gretted for he found little academic recog 
nition or acceptance thereafter and limited - 
his work almost entirely to private practice. 
Never a great reader, his scientific utter- - 
ances were sometimes surprisingly naive, 
and were marred by personal recrimina- 
tions. It was a misfortune that he enjoyed ~ 
a better scientific reputation abroad than in ~ 
the country of his adoption. 5 
In spite of some unacceptable specula 
tions that accompanied Sakel's clinical ob 4 
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servations and discoveries, these often re- 
vealed remarkable insight and he was 
gifted with excellent powers of observa- 
. tion. The courage and tenacious persistence 
with which he held to his main contentions 
ve been vindicated by time. Though he 
tended to regard schizophrenia as a syn- 
Bion: rather than a specific disease entity, 
he felt that such a symptom-complex could 
yield to systématic treatment methods. 
*Psychologic factors,” he declared, “are not 
likely to be the only ones involved in a 
mental dislocation as serious as that found 
in schizophrenia.” In a statement made 
soon after his arrival in the U. S. A., ad- 
. dressed in part to his many detractors, he 
~ said, 

— I have a high regard for strict scientific 
procedure and would be glad if we could fol- 
customed path in solving this special 
: it would have been preferable to 


e first, and then to follow the path by look- 
ing for a suitable treatment. But since it has 
so happened that we by chance hit upon the 
wrong end of the right path, shall we under- 

ake to leave it before better alternatives 


present themselves ? For even if the hypogly- -— 


cemic treatment of psychoses accomplishes 
only a part of what it promises, it neverthe- 
less has a value beyond its therapeutic claims, - 
for it should perhaps now enable us to work 
backwards from it to the nature and cause of 
schizophrenia itself. 

I am aware that this may prove to be a 
large and more difficult undertaking, but I 
believe it can be said that it is well worth 
the effort, even though my own theoretical ~ 
premises, on which the treatment has been 
based, should finally prove to be wrong. The 
mistakes in theory should not be counted - 
against the treatment itself, which seems to 
be accomplishing more than the theory be- 
hind it. - 
Manfred Sakel must be regarded as the — 


innovator not only of the first successful 
treatment of schizophrenia, but as one of 
the first and strongest supporters of a — 
physiological concept of schizophrenia and 
of physiological treatment in psychiatry. a 
His historical position is secure and wi 
remain after all the lesser distracting C 
siderations have receded. 


Josep Wonris, M. D. i 


RESEARCH IN STATE MENTAL HOSPITALS ' 


PAUL H. HOCH, M.D.? 


Very little has been written in the field 
of research in psychiatry in state mental 
hospitals. This is rather surprising because 
state mental hospitals treat the bulk of psy- 
chiatric cases. This is probably due to the 
fact that until recently the organization and 
staffing patterns of such hospitals were not 
geared for research activities. 

One type of research going on in state 
hospitals today can be classified as in- 
dividual research carried out by staff mem- 
bers without the aid of special research 
departments or elaborately organized pro- 
grams, Research in the last century and in 
the early part of the twentieth century 
usually was organized around research 
-done by individuals. These projects were 
poen clinical, or if neuropathological, 
iochemical, or other non-clinical investi- 
gations were involved, they were carried 
out by the research worker himself with 
the aid of technicians. Gradually this type 
of research has moved into the back d 
Eun nto the backgroun 
E n replaced more and more by 
BL Poem requiring large organiza- 
Buts isis ree teams, and elab- 
En ministrative setups. In 
c Eee individual research has 
uos E d multi-disciplinary pattern. 
Bun: a so-called modern type of 
E oy needed, but it is also 
lice ‘the d ether or not it should re- 
Eu older, simpler, and in many 

bo more creative research work of 
E med Bd because research has 
Skills are e. a and so many scientific 
solitary deak ied its accomplishment, a 
E eavor unless connected 
his Bande Let annual meeting of The Ameri- 
SE, 1950. tation, San Francisco, Cal, May 
Yorks prissioner of Mental Hygiene, Stat i 
E iud of Clinical Psychiatry, SA "t 


urgeons, Columbia University. 


^ 
with instrumentation is outmoded and non- — 
contributory. It also has been claimed that | 
clinical research has not been able to pro- 
duce many new results and that only basic. 
research or social research—in other words, A 
primarily non-clinical research—will be able. 
to contribute to our psychiatric understand- - 
ing. Quite often it is mentioned that team 
research leads to an effective cross-fertiliza- 
tion of ideas. However, the cross-steriliza- 
tion aspect of this approach usually is not 
mentioned. In many places team research 
is being replaced by a committee type of. 
research in which individual originality and 
perspective is subservient to a grou 
leveling process. I do not say that this 
approach should be abandoned, but it 
should not monopolize the field to such 
extent that productive individual resear 
is frowned upon and a successful research 
is visualized only if done with a very 
elaborate apparatus. 
Large scale research projects are a neces- — 
sity in validating findings obtained on a — 
small number of patients. However, this Y 
does not mean that observations made on a E 
few cases are of no importance and un- | 
worthy as research undertakings. It is ob- . 
vious that many clinical case reports are . 
not written primarily from a research point . 
of view. Nevertheless, they are valuable if — 
one is aware of this point and does not use 
reports on a few cases for purposes of gen- 
eralization. Great difficulties in many psy- 
chiatric research conclusions are at times 
the non-awareness of individual variations | 
on the one hand or the great preoccupation 
with minor individual differences on the 
other. This is a very complicated issue and — 
if not taken into consideration, often inter- | 
feres with research results. For instance, - 
every schizophrenia is an individual prob- - 
lem with unique features. Nevertheless, j 
many features in these cases occur in many — 
patients and therefore permit certain gen- 
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eralizations. What is the unique feature and 
what is a more collective one is not always 
well differentiated and can lead to erro- 
neous conclusions. 

Very often the question is asked what 
kind of research should be done in an 
organized fashion in a state hospital. This 
depends entirely on the available facilities. 
Basically speaking, any type of research 
is feasible if the designs are in harmony 
with the hospital patient material and 
organization. Some of the designs in this 
respect are not always realistic. For ex- 
ample, research on outcome in schizo- 
phrenia needs a great deal of material 
exceeding the number of available patients 
in a single hospital, and in order to arrive 
at definite conclusions the case material of 
many hospitals must be pooled. If many 
variations are introduced in a research de- 
sign it is important to find a sufficient num- 
ber of cases. If age, sex, intelligence, and 
certain emotional traits are evaluated, this 
necessarily must lead to a screening of 


- large numbers of patients. This is not al- 


d 
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ways done and sometimes conclusions are 
drawn based on insufficient case material. 
Many investigators in state hospitals are 
aware of the use of controls, but the use 
of controls is sometimes misleading, Very 
often controls are selected which match 
only the diagnostic groupings of the pa- 
tients in a research experiment and other- 
wise are quite different. These cannot be 
considered true controls. Psychiatric diag- 
nostic categories are broader than in other 
fields and therefore diagnosis alone is not 
sufficient for control purposes. A patient 
diagnosed as schizophrenic is not auto- 
matically a control for another schizo- 
phrenic because many features, even 
though the diagnosis is identical, could still 
differ. In many research designs it would 
be preferable if the same patient were used 
as his own control provided all factors 
except the experimentally-induced ones 
could be kept constant. 

It is obvious that if a state hospital 
engages in large scale organized research 
they necessarily should have a research 
organization to conduct such activities. The 
most important person here is the head of 
the research division. Such a person should 
have above-average curiosity, imagination, 
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and critical faculties. This should apply not 
only to the work of others, but also to his 
own approach. He should be able to work 
out research designs and anticipate the cri- 
ticism of others. One of the most important 
character traits of such a research director 
should be his honesty. It is regrettable that 
in certain positions we have "research oper- 
ators or manipulators" who regardless of 
how clever they are, do a great deal of 
damage. This ethical requirement in re- 
search was self-evident in the past. Un- 
fortunately it is not as self-evident in the 
present and therefore I want to emphasize 
this trait, Perhaps temptation is greater 
today than in the past when research funds 
were not given for a certain purpose by 
certain sources to prove something valid. 
Research thrives only in an honest en- 
vironment. 

The head of the research should be a 
well trained physician who has an under- 
standing of research methodologies and in 
the disciplines he employs in addition to 
his knowledge of psychiatry. He must be 
a good clinician and therefore not com- 
pletely dependent on other psychiatrists in 
clinical evaluations. He should not be a 
psychiatrist with no knowledge or training 
in other disciplines and therefore be at the 
mercy of other scientists—for example, bio- 
chemists or social scientists who may trans- 
mit findings to him which he is not able to 
evaluate, It is unfortunate that many of the 
clinical links in much research are weak 
and thereby explain the inadequacies of 
some of the more elaborate research pro- 
jects. f 
Organization of research is done differ- 
ently in different hospitals. Nevertheless, 
certain patterns have emerged. One is the 
completely independent organization of a 
research division which is usually found 4i 
hospitals where there is no central researc 
organization in the Department of Mese 
Health. In states where several hospita s 
have research divisions, a combination o 
a central and local administration pates 
is in evidence. We believe it is importer, 
to emphasize that the local units sho 
have autonomy and be free in their uet 
pursuits. On the other hand, the direc 
of the central office research division sho ed 
have the overall responsibility of integ"! 
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ing the different research units into a com- 
prehensive whole in order to coordinate 
- research on a state level and to relate these 
research activities to other state agencies. 
In large research organizations this rela- 
tionship between a central and local re- 
search division has not been fully resolved 
and experimentation is going on to find 
the optimum and effective pattern. How a 
research division in a state hospital can be 
independent and at the same time depend- 
ent on the central office awaits further 
organizational experimentation. 

lt I turn now to some of the organiza- 
tional issues on the local level, the best 
Policy to follow is to have the research 
division make a protocol on a research pro- 
ject similar to that used when applying for 
ds from an outside source, Of course, 

e they have far more independence and 
flexibility than if dependent on outside 
Money sources. Psychiatric research today, 
and perhaps research in other fields, is in- 
fluenced by some factors which were not 
As conspicuous in the past. Sometimes the 
Tesearch orientation is based on publicity 
or research interests in certain fields. This 
E a type of "fashion" in research 
À len concentrates on certain diseases 
T Certain research approaches because it 
ashionable” or in vogue to do work in 
on Particular areas. If any leads are dis- 
is m o oertain crystallization of research 
) bud : le. However, I do not have in 
Bst this type of concentration of 
ih “cia but more the fashion 
` Eu" ich then lead to the selection of 
B. e areas for research and avoidance 
s E €ct of others. It is rather interesting 
Barcotic ada s deficiency, alcoholism, and 
Diem Addiction far less research has been 

àn in other fields of psychiatry. 
At present a great deal i 
Boing on in th great dea of research is 
therapy. Th, © use of drugs in psychiatric 
he same i is highly desirable, but at 
ominane a it should not become so 
Not follow, d other research trends are 
bromoteth, ka feel that it is important 
ies © diversification of content and 
Several ec At the same time if there are 
research divisions in a state hospital 
it is dvi 

identifie "hl advisable that they become 
- Approach sem a special type of research 
. Y devoting time and concen- 
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tration on certain disorders. Here I have in 
mind a research unit with long-range pro- 
grams in connection with geriatric prob- - 
lems, schizophrenia, depression, etc. This | 
would counter-balance the pure project ap- d 
proach, Today there is a great danger in | 
the tendency to standardize research, | 
assuming that certain topics or certain | 
forms of protocol are the only acceptable | 
ones to granting agencies. This standardiza- - 
tion tends to eliminate originality in design ' 
and is unfortunately able to make research. 
interests and approaches uniform every- 
where at least for the time being. This re- — 
search stereotype is unwarranted and be- | 
cause we see it growing we should do more - 
about the prevention of its spread. 

Other factors increasingly influencing - 
research are public pressures. These pres- . 
sures come from non-professional groups — 
interested in the field of mental health, | 
foundations granting funds, writers, news- - 
papers, and magazines. They sometimes " 
arrive at the conclusion that research should _ 


be concentrated in certain fields. These i; 
j 


fields are usually those which for some . 
reason or other are in the public eye and 
where it is expected that the particular - 
research should pay off quickly to solve the  : 
problem. Even though some of these in- - 
fluences are constructive at times, all in all — 
I believe they are not. Command research 
performances under different pressures — 
very rarely succeed. Very often it is over- — 
looked that research cannot be bought - 
simply by money or personnel, but that - 
certain research ideas and techniques have Z 
to progress to such a degree as to be able — 
to organize them for a break-through in - 
certain fields. It is highly questionable that — 
any amount of money or personnel could — 
have solved problems in schizophrenia in | 
the early 19th Century because the soil 
was not yet prepared for them. 

Another issue I would like to touch upon 
is the ever-increasing field of public re- 
lations. As scientific activity and knowledge 
increase, the public naturally wishes to re- 
ceive more information. Because they are 
supporting research directly or indirectly, 
they are, of course, entitled to information. — 
Here the majority of research workers fol- 
low professional standards adapted to . 
modern conditions. A minority, € 
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discredit the serious research workers by 
unduly publicizing their own endeavors or 
_ by exaggerating the significance of certain 
findings far out of proportion to their 
_ value, intimating or outright stating solu- 
tions have been found for certain mental 
r emotional disorders when it is obvious 
the initiated that this is not the case. As 
research in psychiatry becomes a larger and 
_ larger operation, it must accept the respon- 
sibility which goes with a conscientious and 
intelligent publicity. 

Research in a state hospital is important, 
ot only in considering accomplishments 
_ of its own, but in relationship to other func- 
_ tions of the hospital. A research division in 
a hospital can contribute to a better evalu- 
ation of treatment methods or other opera- 
ional aspects of hospital organization and 
‘can be used advantageously as a liaison 
with medical schools or other academic 
organizations. These in turn can contribute 
reatly to the hospitals functioning and 
eputation. 
In this connection I also have to mention 
. the linking of research to training. Some 
- feel that research should not be mixed with 
. training functions; others have just the 
. opposite view. I believe the research divi- 

sions in state hospitals could train some 
elected physicians and other personnel in 
esearch methodology and procedures. 
ith this in mind it would be possible to 
roaden the research function of the divi- 
sion. In a general way they could also give 
- the hospital staff information about psychi- 
. atric research and how it relates to service 
.. functions of the hospital. This type of in- 
4 ervice training of non-research staff mem- 
bers by the research division has not been 
done in many places and probably it would 
be very worthwhile to organize such a pro- 
.. gram. I am aware of the reluctance, and I 
may say justified reluctance of many re- 
ag searchers, not to get involved with too much 

teaching and training activity because it is 

common that such activities then gradually 

-reduce the research activity. It is, of course, 
- easier to teach than to work laboriously 
upon some idea. Teaching should remain 

always a secondary function for a research 

program and should not be confused with 
research itself, 
I may add that some similar observations 
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can be made on research administration 
and research itself. Research administra- 
tion is a very important and ever-expanding 
function. Because research today involves 
many people, the application of many 
different scientific methods and the great . 
deal of money expended, it is not con- 
ceivable without a proper administrative 
apparatus. On the other hand, this re- 
search apparatus should not become so 
great and involved that it replaces actual 
research. In some places the evolvement of — 
blue prints for research and the discussion 
of organizational schemes or the delivery 
of lectures on its accomplishments are grad- 
ually replacing the primary function of a 
research division. Even though I am not : 
in agreement with purists who would like, - 
to isolate research from other activities, 
we are aware of all the dangers of dilution 
and substitution which can occur. In such. — 
instances research programs are only a - 
front with little or no constructive activity. 
and often are used for other purposes. 
The time has come for the investigation — 
of how far psychiatric research should be 
taught in an organized fashion. Most re- 
search workers in this field have gradually 
acquired these skills, have attended certain A 
courses, and in particular have worked in a 
research setup. This was the way in which 
research skills were acquired in the past 
and with very successful results. There is & 
question, however, that the intricacies angi 
complexities of present-day research n 
a more elaborate training in research 
methodology in the different scientific à 
approaches used in psychiatry and in re- 
search administration. Even if we do nof 
feel that research as such should be taught 
but leave it to the individual to gather at 
the tools which he believes he needs fot " 
his particular approach, we will have to pay — 
more attention to the problem of adequat 
evaluation of research achievements. E 
enough stress is made in psychiatric Te 
search on evaluation of procedures. We 
cannot emphasize this strongly enou es 
The questionable value of many therapeu 
or other procedures in psychiatry 1s p 
ably due to the fact that certain resear 
methodologies are known only to 
people whereas those in everyday s 
practice are not sufficiently indoctrina 
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by a clinical evaluative methodology and 
therefore they often advocate therapeutic 
methods and techniques which do not rest 
on sound fact-finding. 

I think the great interest in research- 
psychiatry today can be capitalized upon 
to evolve better research organizations than 
in the past and to establish more research 
facilities than we have had. I do not be- 


lieve, however, that the 

psychiatric res ities 

edge should be done simply by sayi 
we are doing research and ent 
function to well-meaning, but inadequ 
trained persons. The quantity of 
never will replace its quality and 
though we are all interested in a qua 
tive expansion in this field we do 

to sacrifice quality. 


APPRAISAL OF THE “TRANQUILIZERS” AND THEIR INFLUENCE 
E ON OTHER SOMATIC TREATMENTS IN PSYCHIATRY * 
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The proper place of the so-called tran- 
quilizers and other new drugs in psychia- 
tric therapy cannot be determined by 
-simply following the literature. There is a 
“vast discrepancy between their appraisal 
aby some psychiatrists in large institutions 
x and by others using them in private prac- 
- tice. There is an even greater discrepancy 
_ between newspaper stories about conquer- 
_ ing mental illness with the help of the new 
| drugs and the clinical experience of many 
- psychiatrists who realize the limitations of 

our pharmacotherapeutic efforts. There are 
S the claims that the new drugs have done 
away with such unpopular treatments as 
ECT, while a look into the treatment cen- 
ters of most psychiatric hospitals shows 
continued wide application of this and 
ther treatments which have been called 
thing of the past. There is also the mis- 
‘conception that progress in biochemical 
brain research led to the discovery of the 
presently available drugs, and that it opens 
he road to new discoveries, while actually 
the two large groups of “tranquilizers”, the 
phenothiazines and Rauwolfia derivatives, 
were found empirically like all other treat- 
ments in psychiatry, and continue to be 
unrelated to anything known about the 
biochemistry of the diseases we are treat- 
ing. The confusion is heightened by the fact 
E it is not clear what should be included 
_ in the group of “tranquilizers”. The name is 
not even proper for the two original groups 
of phenothiazines and Rauwolfia drugs, 
yet the term “tranquilizer” is now being 
applied indiscriminately to such drugs as 
 meprobamate which, although very useful, 
- closely resembles the barbiturates and other 
sedatives, including the danger of addic- 
tion as well as the occurrence of such with- 
drawal symptoms as psychoses and con- 
vulsions. This sketchy outline of contradic- 
tions in the field of pharmacotherapy in 
psychiatric disorders makes it imperative 


1 Read at the 114th annual meeting of The Ameri- 
‘ean Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 
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for the clinician to arrive at clearer con- 
cepts, and to define more clearly the place 
of the various new drugs in our therapeutic 
armamentarium. It is imperative to inte- 
grate the new pharmacotherapeutic possi- 
bilities with such older somatic treatments 
as insulin coma treatment, pharmacological 
and electric convulsive therapies, and the 
prematurely abandoned psychosurgery, and 
to clarify to what extent the new drugs 
have changed the indications for the older 
treatments, 

Much of the literature available on the 
new drugs shows certain shortcomings such 
as the emphasis on large numbers of pa- 
tients treated, a lack of psychopathological 
observations in individual cases, and ab- 
sence of clinical experience with other ways 
of managing the type of patients responding 
to the drugs. The emphasis on large figures 
is understandable if we realize that the 
most convincing results are achieved in a 
group mostly seen in large institutions, 
namely chronic schizophrenics. Nobody will 
question the value of the phenothiazines 
and, to a lesser degree, of the Rauwolfia 
derivatives in chronic disturbed schizo- 
phrenics. However, a survey of experience 
here and abroad shows amazing discrep- 
ancies even in this group of patients. Re- 
sults are spectacular in our large under- 
staffed institutions, where individual treat- 
ment has not been feasible to any great 
extent. Here the drugs are a godsend, and 
not only reduce symptoms by their own ac- 
tion but they make many more patients 
accessible to work therapy and other 
means of treatment. It was obvious that 
under these circumstances hospital sys- 
tems like the one in New York, were 
able for the first time in years to de- 
crease their hospital population. It is fre- 
quently forgotten, however, that the State 
of Kansas, for instance, prior to the advent 
of the drugs, was able to achieve the same 
result when, as repeatedly pointed out by 
W. Menninger, with the help of better 
equipped medical and other personnel more 
individualized treatments could be applie- 
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h advances in hospital management 
ded to minimize the influence of the 
s in discharge rates in many hospitals 
pad, where smaller hospitals and a far 
fer patient-doctor ratio achieved higher 
mge rates long before the drugs were 
vt ced. 
fhe purely symptomatic effect of the drugs 
"isusually recognized. It is true that also the 
ck treatments were never considered as 
methods for the treatment of the 
psychoses. Yet, an obvious difference 
d not be overlooked. A catatonic ex- 
ent responds to a few electric con- 
e treatments in the same way as a 
tonic stupor, and both syndromes clear 
in a predictable number of treatments 
vast majority of cases, thus sug- 
iting at least some kind of specific effect 
disease rather than on individual 
üromes, as temporary as this effect may 
On the other hand, the tranquilizers or 
uoplegic drugs deal effectively with the 
— s#tatonic excitement, but they have nothing 
very little to offer in a patient slowly 
bo Wing into a catatonic stupor. The 
k same Bao. can be Sud: pet 
; manic-depressive psychoses, where the 
nd s are extremely effective in the 
manic phase, but are more or less useless in 
d depressive phase, while both phases of 
the disease respond to ECT, though per- 
haps to a different degree, This again sug- 
. 955 a more specific effect on the disease 
) Ea s by the convulsive treatments than 
: gs. The practical conclusion 
uch has found more and more accept- 
l Ee E to be that the drugs have their 
TA € In exci ive- 
M. i and 3 Eheim M d Tidi 
qm characterized by hi ili 
E E are hardly effective pue 
5 d. Ypomotility and affective retarda- 
is Nut be emphasized because 
Hon of ql hee Es vin medi- 
s of patients in some 
een The praeticidt pei 
MIS n achieves the most grati- 
os E 4 blocked or retarded 
ad 
Which h ply with rawing the 
: ad been indiscriminately 
ed When these patients were dis- 
the hospital. 
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While in the past, maintenance treatment: 
by means of an occasional electric shock | 
had had an important place in chronic 
schizophrenics, it could be largely replaced 
by the simpler and, as a continuous treat- 
ment, more satisfactory pharmacological 
approach. There are, however, indications 
left even for such maintenance electric. 
shock therapy. Patients who have a tend- - 
ency to withdraw every few weeks can 
still be best prevented from falling into a - 
catatonic stupor by such maintenance ECT, 
and also patients who after discharge from 
the hospital neglect to take medicine, or 
who are prevented by its side-effects from 
living an active and useful life, may still — 
benefit from an occasional maintenance 
ECT. This shows that even in this most. 
convincing area of application of the newer _ 
drugs indications remain for the older — 
methods in well selected cases. ^ 

In the chronic schizophrenic patient in- 
sulin coma and ECT have never shown very _ 
convincing results. Both types of treat- - 
ments, even when adequately applied, are — 
effective only during the first year of ill- .— 
ness, and, therefore, have negligible results 
with chronic patients as far as lasting re- — 
missions are concerned. In chronic schizo- | 
phrenics psychosurgery had its widest ap- 
plication. Therefore, the question arises 
whether psychosurgery can also be re- B 
placed by the drugs. Our experience sug- - 
gests that this can be done in the majority — 
of cases, but that there are numerous in- | 
stances where psychosurgery is still indi- 
cated, although in our opinion psycho- 3 
surgery never had its best results in yo 
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chronic schizophrenic patient for whom i 
had been originally recommended. The | 
deteriorating effect of the schizophrenic — 
process is often increased by the personal- 
ity changes due to frontal lobe surgery. 
However, there have been many cases, par- 
ticularly in the paranoid group, in whom .. 
deterioration was not severe enough to 

interfere with a good postoperative result. 

In this group there are patients who do not — 
respond well to pharmacotherapy, and . 
others who refuse to take medication after ' 
they have left the hospital. Careful study — 
of chronic schizophrenics will show many — 
instances where psychosurgery is still in- - 
dicated. We also agree with Sargant that 3 


tervention can be often more useful so- 
- eially and able to enjoy life better than a 
patient who has to be kept under drugs 
which frequently interfere with his initia- 
tive, or make him uncomfortable. 
= Patients with an acute episode of schizo- 
-phrenia offer entirely different problems. 
- Here insulin and electric shock continue 
- to be important means of treatment. It is 
surprising how little emphasis has been 
laced on a clear distinction between 
chronic and acute schizophrenics in many 
harmacotherapeutic reports from large 
mental institutions. In a recent symposium 
held at the International Congress in Zurich 
on the changing indications of somatic 
_ treatments, it was the consensus among 
psychiatrists with broad clinical experience 
-. gained in different countries that in schizo- 
hrenia presently available drugs cannot 
replace the shock treatments. There was 
so agreement that insulin coma treatment 
spite of its technical difficulties and 
dangers still gives the best remissions in 
acute schizophrenics. It is usually combined 
ith ECT, although some of us feel that 
ng courses of ECT give results equal to 
insulin treatment. It is true that in many 
schizophrenics the most disturbing symp- 
toms can be covered up by the drugs. The 
anger here lies in the already mentioned 
act that shock treatments, so frequently 
adequate anyway, become almost in- 
effective after 6 months or one year of ill- 
ess. Therefore, it should be requested 
that if a psychiatrist prefers pharmaco- 
therapy to shock therapy, the drugs be 
- withdrawn after 2 or 3 months to determine 
_ whether the symptoms become again mani- 
- fest. If they do, shock therapy should be 
_ instituted at once. The quicker response to 
- ECT is a practical reason for its immediate 
- application reducing expense in the hospital 
and loss of working time, in comparison to 
. results with the slower acting drugs. A brief 
— look into the psychiatric wards of general 
- hospitals which have to rely on a quick 
- turnover, shows that here shock treatments 
are much more widely applied than in the 
| public mental institutions, 
The large group of the psychoneuroses 
has been somewhat neglected in the litera- 
ture on the new drugs in psychiatry. This 
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did not prevent the actual dispensing of the 


drugs to neurotic patients assuming enor- 
mous proportions. There is reason to be- 
lieve that psychiatrists in private practice 
are more reluctant than general practition- 
ers to give the drugs to their neurotic pa- 
tients, often because of prejudice against 
any form of somatic treatment in pa- 
tients undergoing psychotherapy. It seems 
that psychiatrists with experience in 
pharmacotherapy of psychotic hospital pa- 
tients are more willing to prescribe these 
drugs to the neurotic patient in adequate 
doses. But even here, results are disappoint- 
ing when compared with results in many 
psychotic patients. It could have been ex- 
pected that anxiety as the most prominent 
symptom in neursoses would respond well 
to the so-called tranquilizing drugs. This is 
frequently not the case. If some patients re- 
spond well, it must be remembered that any — . 
psychological or somatic treatment will in- 
fluence a certain percentage of neurotic 
patients. Also neurotics under drugs re- 
ceive simultaneous psychotherapy which 
makes it more difficult to assess the effect of 
the drugs. In the neuroses the drugs do 
not have to compete with the shock treat- 
ments which had hardly any indication in 
this large group of patients. The only ex- 
ception is perhaps the use of subcoma 
insulin treatment in some acute neurotic 
reactions, where, however, a few injections 
of chlorpromazine will be more effective. 
In more acute psychoneurotic depressions 
the drugs should be avoided because such 
patients may become more depressed, more 
driven, and suicidal. $ 

In the large group of chronic neurotics 
many psychiatrists feel that results are 
rather unsatisfactory. One reason probably 
lies in the unavoidable side-effects of the 
phenothiazines which throw some anxious 
patients into real panic. Such symptoms 
as impairment of motor function, pu 
of intellectual functioning, feeling o x 
personalization and other side-effects ier 
much more resented by the neurotic 1 pe 
by the psychotic patient. The most "i 
astating influence can derive from y! 
kinesias such as torticollis, often aggravato 
by an hysterical overlay. More frequ * 
and apparently still not sufficiently eue 
nized is motor restlessness or akatizia 
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patients under these drugs. This symptom 
of akatizia is characterized by a feeling of 
muscular quivering which makes it im- 
possible for the patients to sit still day or 
| night, and which is described by them as 
more difficult to endure than any of the 
symptoms for which they had been orginal- 
ly treated. Acquaintance with this symptom 
of akatizia which often persists for a con- 
siderable time after the drug has been with- 
drawn, is important because it is some- 
times mistaken for an agitated depression 

and wrongly treated with ECT. 
| I do not hesitate to make the statement 
_ that the barbiturates had a more tranquil- 
izing effect on many neurotic patients than 
. some of the new drugs. This was demon- 
= Strated to me recently by a patient whom I 
had successfully treated 12 years ago for 
an acute neurotic reaction by giving her 
à single prescription of phenobarbital. 
When she returned recently with a similar 
Teaction she received chlorpromazine un- 
Successfully, and then requested herself the 
old prescription to which she responded 
again. Such instances can be multiplied, 
.. and the often heard question whether the 
neuroplegic drugs which undoubtedly 
Iepresent a progress in the removal of 
Certain psychotic symptoms, have anything 
di. to offer in neurotic patients than the 
ls | barbiturates, should be considered very 
zu It is in this group of patients that 
Farid hist and general practitioners 
nil) te e meprobamates (Miltown, Equa- 
to the phenothiazines or Rauwolfia 
gs. Meprobamates are not neuroplegic 
“tant coma the poorly defined term 
defi izer is also applied to them. They 
ia vm do not belong in the same group 
cung ne and reserpine, but are 
El Ser to the barbiturates. It has al- 
p. een mentioned that, like the bar- 
ss dictos Probamates may not only lead 
to withdr ut after sudden withdrawal, 
Buona psychoses and withdrawal 
made in mt ew such observations were 
Contrary ep enothiazines which, on the 
ing «1 ate effective means of counteract- 

g withdrawal s t ; 

4nd other dry uet oms of barbiturates 
| Bi unies = uch clinical differences 
for these tw, standable that the indications 
Dhenothi groups of drugs differ widely, 
lazines having their main in- 


dications in hyperactive psychoses, w 
meprobamate has little effect, while 
latter drug, similar to the barbiturates, aj 
pears to be superior for many neuro 
symptoms, , 
These differences make it improper 
apply the same term “tranquilizers” to bo! 
groups. Meprobamate has the effect of. 
sedative. There is little difference betwei 
the words tranquilizer and sedative, but 
phenothiazines and Rauwolfia drugs ha 
a symptom-removing effect which neith 
the barbiturates nor meprobamate havi 
Therefore, a special term such as “neuro- 
plegic" drugs should’ be reserved for th 
first two groups which alone represent 
new pharmacotherapeutic approach, $ 
In severe neuroses of long standing, par 
ticularly of the obsessive-compulsive typ 
psychosurgery had most gratifying resul 
It is obvious that intensive pharmacoth 
peutic efforts must be made in these pa- 
tients before surgery is considered, 
experience shows that some of these pa 
tients in whom everything else has failed, . 
can be kept on a fairly good level with 
adequate medication. However frequently - 
the dosage necessary is so high as to make | 
functioning of the patient impossible. 
other cases the effect of the drugs rema 
unsatisfactory. A fair percentage of thes 
patients still need a modified lobotomy, an 
it cannot be emphasized enough that 
group represents the most convincing p. 
that psychosurgery cannot be abandoned 
The same statement can be made for th 
group of pseudoneurotic schizophrenia. . 
A few remarks should be added regard 
the combination of the drugs with the olde 
treatments, ECT is usually considered 
dangerous while a patient is under res 
pine and, to a lesser degree, also w 
under phenothiazines. Since no convincing 
proof has been given that such a combina- . 
tion is therapeutically more effective, there 
is no reason to take such risks. Shock treat- - 
ments and drugs can be tried one after thé: 
other, usually pharmacotherapy first, fol- 
lowed in case of failure by shock treatment, 
There are instances where the drugs ari 
successful after failure of shock therapy. I 
also know of cases, where pharmacotherapy 
had been ineffective before ECT but 
cessful after ECT had been applied 
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only temporary result. Such observations 
- demonstrate convincingly that no rigid 
rules can be set up in our therapeutic 
. endeavors. 

Chlorpromazine and reserpine given af- 
ter psychosurgery sometimes improve the 
results of the operation. It has been noticed, 
however, that lobotomized patients are apt 
to react to chlorpromazine with occurrence 
‘or recurrence of convulsions. It seems ad- 
visable to combine institution of such 
medication with small doses of dilantin. In 
most lobotomized patients those symptoms 
- which are liable to respond to pharmaco- 
therapy have already been removed by 
the operation. Therefore, indications for 
‘pharmacotherapy after psychosurgery are 
d rare. 

_ The various statements made in this 


1 paper are based on clinical observation of 
= many individual cases. Our clinical experi- 
- ence before and after the introduction of 
Ene new drugs confirmed to us convincing- 
— ly the statement by Sargant that we must 
4 _ see all new advances in psychiatric therapy 
as additions rather than as replacements of 
- still valuable older methods. 
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d DISCUSSIONS 

z NarHaAN S. Kime, M.D. (Orangeburg, 

EUN Y.) — 1 would preface my specific criti- 

= cisms of this paper by pointing out that I 

believe the role of a discussant should be a 
critical one. There appears to be nothing con- 

_ structive in an effusive statement adding up to 

“you didn’t say anything, but you said it most 

_ beautifully." The critical remarks are directed 

. at the paper and not at the individual! 

My first point of disagreement is the state- 
ment that neither biochemical nor brain re- 
search have produced any valuable leads ín 
respect to psychiatric therapy. Since in one 

or two cases at least I have been directly in- 


1 At the request of the editor some of the points 
are stated more circumspectly than in the original 
presentation. 
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volved with the psychopharmacology of which 
Dr. Kalinowsky is so critical I can correct 
his misapprehension on the basis of personal 
knowledge. The introduction of the psychic 
energizers resulted from experiments being 
carried out in the animal laboratory on the 
mode of action of reserpine. These animals 
were being “Marsilinized” (given iproniazid) 
and it was our observation of their clinical 
reactions which was one factor in our trying 
the drug in depressed patients. The other 
factor was the knowledge of the action of 
amine oxidase inhibitors which also resulted 
from “brain research". 

Dr. Kalinowsky says “the absence of clinical 
experience with other ways of managing the 
type of patient responding to the drugs” has 
led to abuse of the pharmaceuticals. I be- 
lieve this to be very definitely untrue since 
state and private hospital psychiatrists were 
managing this type of patient not only before 
the introduction of modern pharmacotherapy 
but even before the introduction of electric 
shock. He continues, by saying "the practicing 
psychiatrist often achieves the most gratifying 
results in blocked or retarded patients under 
heavy ‘tranquilizing’ medicine by simply with- 
drawing the drugs which had been indiscrim- 
inately dispensed when these patients were dis- 
charged from the hospital." It certainly may be 
true that occasional patients are not adequately 
handled by the percentage of patients mal- 
treated is certainly at least as high among pri- 
vate practitioners. There seems little construc- 
tive purpose in attempting to impose a gap be- 
tween the state hospital physicians and those 
in private practice. : 

The paper also contains a number of apodic- 
tic statements such as his reference to the 
fact that hospitals outside of the United States 
have not achieved the same results as those 
in this country. In point of fact, among the 
European hospitals which I have visited, x 
opposite is the case. In Denmark, for as ] 
for the first time in the history of the men 
hospital system there are actually vacancies. 
The same is true in hospitals in parts o 
Switzerland. In a recent article YY ae 
similar gratifying results were reported 1" = 
mental Fospitals in South Africa. Dr. genio 
sky also is critical of the use of drugs on ^ 
basis of their "expense" yet such pice o 
are infinitely less expensive for the indivi es 
patient than either intensive psychotherapy ^. 
electric shock treatment. He states further "i 
the pharmaceuticals do nothing for most [e 
tients that placebos would not do an ue 
statement that he prefers barbiturates to «4 
of the new medications would not be co! 
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Ie in by the overwhelming majority of 


physicians. He also states that at times he 
prefers a “small psychosurgical intervention" 
to the use of drugs. A “small” psychosurgical 
intervention strikes me as being very similar 
to “being a little bit pregnant.” Destruction of 
brain tissue is never "small." 

He recommends that a patient doing well 
on drug therapy should have it withdrawn at 


- the end of two or three months to determine 


whether the symptoms will recur. If they do 
recur he then recommends that electric shock 
therapy be used since all the drugs were doing 
was “repressing symptoms.” I am at a loss to 
understand why a patient should be removed 
from a medication which is producing favor- 
able results. Secondly, if the patient is removed 
medication and the symptoms recur I 
er cannot understand why he should not 
be returned to the treatment which helped him 
initially, Certainly the effectiveness of electro- 
convulsive therapy is not so great that it 
Eine other methods of treatment since 
erwise it should have been given initially. 
widespread use of the psychopharma- 
cH a resulted because of the large 
em s cases for which previous methods 
pis ent have not been adequate. I might 
t visa Tennyson who said “God fulfills 
+ in many ways, lest one good custom 
EM the world." 
Pite my vehement disagreement with 
la 3 the specific points in the present paper 
2 ih with the overall thesis: namely, 
elec ju reatnents should not be auto- 
d : Sethe because something new 
: viuis e. My only regret is that 
manner WER der, Babin his case in a 
talor thesis, s rather than supports 
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N. ye B. Kausnowsxy, M.D., (New York, 
cd from some actual differences 
cat tl s be ans contains à 
i isunderstandings. 
have eed never been critical of psy- 
e Acology which I consider unequivoc- 
A e most promising one for the 
which a te therapy. The statement 
simply blenny led to this misunderstanding 
important h. ebd dia 
[oa armacological developments, the 
Rang. a of the phenothiazines and the 
ay yes into psychiatry, were not due 
bee -À" emical knowledge of the brain 
No As clinical observation 
Of “atten 


could be less accused than myself 


9* opinion 


attemptin, r 
Mate hospita o 9 impose a gap between the 


Physician and those in private 
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practice”, My whole professional life in psy- : - 
chiatry defies this statement. The difference n 
the appraisal of the neuroplegic drugs 


d 
tween psychiatrists in hospital and in private — 
practice is a known fact, and simply resul 
from the difference in types of patients. j 

Indiscriminate dispensing of the drugs does — 
occur, and in such cases the patient will benefit 
from simple discontinuation of the drug. 
am unable to see where Dr. Kline found in m; 
paper criticism of the cost of the drugs, or — 
such nonsensical statement that the pharma 
ceuticals do nothing for most patients the 
placebos would not do. y 

After another trip through many psychiatric 
centers in Europe I can only confirm the 
observation obvious to most psychiatrists ac- 
quainted with the literature here and abroad z% 
that the drugs had a greater impact on our 
large and understaffed institutions than on 
many of the smaller mental hospitals abroad 
which have been in a better position to appl; 
extensively the more complicated and time 
consuming previous treatments. This is neither — 
a reflection on our state hospitals which are A 
doing admirable work considering their great 
handicaps, nor does it diminish the enormous - d 
advance in psychiatry made by modern psy- — 
chopharmacotherapy. y 

The practicing psychiatrist sees predomi- — 
nantly neurotics who are often not benefited — 
by the neuroplegic drugs, or who are made un- 
comfortable by their side-effects. In such cases - 
we made the experience, attacked by Dr. 
Kline, that phenobarbital can be more effective. 
It is in this group of neurotic patients that the — 
meprobamates are frequently more helpful AE 
than either the neuroplegic drugs or the bar- — 
biturates. M. 

Dr. Kline! The joke regarding my remarks — 
on psychosurgery is based on a misconception — 
of the term "smaller"-not small—operations, 
This term is in general use for those newer - 
surgical interventions which have almost com- — 
pletely replaced the standard lobotomy by - 
Freeman and Watts, and which have consider- - 
ably reduced the side-effects of psychosurgery. 
Recent, still unpublished follow-ups on such 
operations tend to confirm that psychosurgery - 
still has an important place in many patients. 

I clearly stated why the drugs even if seem- 
ingly effective, should be tentatively with- 
drawn after some time to establish whether 
or not a true remission has occurred. 
reason given is the fact that shock treatments 
are effective only during the first year of ill- 
ness. I did not limit my remarks on shock 
treatments, as Dr. Kline assumes, to electric 
convulsive therapy but stressed the importance 


Ah 


POLY. 


=) : 

insulin coma treatment which in the opinion 
of many experienced psychiatrists still gives 
"the best remissions in schizophrenia if properly 
- applied. Strangely enough, this point has been 
demonstrated most convincingly in Dr. Kline's 
wn hospital by S. P. Alexander and P. M. 
indelglass (Dis. Nerv. Syst. 17: 17, July 
56) whose favorable insulin results in drug 
failures led them to warn against writing off 
insulin, ECT and psychosurgery as obsolete. 
.. I do not mind Dr. Kline's criticism of having 


overstated the case for integration of older 
and newer treatments in psychiatry The 
sweeping conclusion made by some psychi- 
atrists after the advent of the new drugs that 
insulin, ECT and psychosurgery are a thing of 
the past, forced a strong stand by those of 
us who are aware of the shortcomings of all 
treatments, but also the increasingly good 
results when all available methods are used 
and when each treatment is applied at the 
proper time to the proper patient. 


PSYCHO-PHYSIOLOGIC EVALUATION OF 
PHENYLTOLOXAMINE, A NEW PHRENOTROPIC AGENT. 


A Comparative Study with Reserpine and Placebo 


| ALBERTO DiMASCIO, M. A., GERALD L. KLERMAN, M.D., 
| MAX RINKEL, M. D., MILTON GREENBLATT, M. D. 
AND JONATHAN BROWN? 


INTRODUCTION 
The past decade has witnessed the intro- 
duction of many pharmacologic substances 
_ as therapeutic agents in clinical psychiatry. 
| The rapidity with which new agents are 
- being introduced has made comparative 
| assessment difficult. The clinician is often 
unable to choose rationally from among 
the many compounds. The traditional 
methods of pharmacologically evaluating 
anes by using animal experiments and 
- Clinical trials on psychotic patients have 
proved of limited value when applied to 
Bip tropie agents. Investigations of “nor- 
= humans in controlled non-clinical 
ee suggested to supplement these 
im. assessing drugs for psychiatric 
^ shed E reports on the evaluation of 
aut E renotropic agent, phenyltoloxa- 
Well a Arges een it with reserpine as 
i noe i, controls. The evaluation 
fects a idimensional : normal human sub- 
logic EE essed on physiologic, psycho- 
je ue iE psychomotor and sub- 


E coton ASPECTS OF 
YLTOLOXAMINE 


Phenyltoloxamine, N, N- dimethyl-2 
à dmi phenyl-ortho-toloxy )-ethylamine, is 
‘inet -phenol ether which was first syn- 
in 1949 by Cheney, Smith and 
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Binkley(1) as a possibly effective antihista- 


mine agent. 


Early pharmacologic studies by Hoekstra, 


et al, in 1953(2) showed that the agent had | 


antispasmodic and local anesthetic prop- 


erties with a minimum of toxic effects at — 


doses which were successful in neutralizing 
the actions of histamines. Although early 
clinical studies centered on its value in 


allergic states(3, 4), mild soporific effects 4 


were also noted. The use of other antihis- 
taminic agents as “tranquilizers” prompted 


a reexamination of phenyltoloxamine. Re- 


cent studies have shown that phenyltoloxa- 


mine, given previous to mescaline, in- — 
hibited catalepsy in dogs and counteracted | 


the effects when injected after mescaline. 
In doses of 10 to 15 mg/kg in dogs it also. 
produces 


“a withdrawal type of activity, — 


(the animals) being reluctant to allow — 


petting” (5). 


of reserpine(6). 


METHOD AND PROCEDURE 
Subjects: The subjects (Ss.) were 15 


physically healthy paid volunteer, male, col- 


lege students 18-27 years of age. Ss. were- 
told that they would be given a "tranquiliz- 
ing" drug, placebo, 


evaluated by the Minnesota Multiphasic 
Personality Inventory, à sentence comple- 
tion test and a psychiatric interview. 
Research Design : Each student was ex- 
amined on 3 experimental days, at one 


week intervals. Each received the 3 agents. - 


A double-blind technique was used. 
Neither the Ss. nor the observers knew 
which agent had been administered. Ro- 
tation of drug administrations was carried 
out using a factorial design(7). 

Each S. received a single oral dose of 400 
mg. of phenyltoloxamine, 5 mg. 


Sainz, in a clinical trial on — 
psychotic patients observed that the effects — 
of phenyltoloxamine were similar to those 


of re- | 
NE 


or a combination of 
agents. Prior to the investigation they were — 
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— serpine or placebo. The doses were selected 
on the basis of the prevailing total daily 
clinical dose for psychiatric patients. 

. The daily program consisted of seven 
_ 15-minute physiological recording sessions. 
- —A recording was made before the agent 
was given. Another recording was made 
immediately afterwards, and others 1%, 34, 
4%, 5% and 7% hours later. This program 
was used to determine the time of peak 
effects of the drugs in each S. and to chart 
the drug effects over the course of the day. 
. Between recording sessions when the Ss. 
- were neither being tested nor physiological 
recordings being made, they were in a 
room by themselves and encouraged to 
. study or read. Ss. had been instructed to 
"bring homework or reading matter with 
them. 

_ Methods for Recording Observations : 
- The Harvard polygraph, designed by Mr. 
— Bernard Tursky, was used for the con- 
tinuous and simultaneous recording of the 
following physiological parameters : heart 
.. rate, respiration rate, finger skin tempera- 

ture, muscle tension and galvanic skin 
k response. Blood pressures were determined 
- by a sphygmomanometer, and pupil di- 
- ameters under standard lighting conditions, 

were measured after each recording *(8). 

During recording sessions, Ss. were com- 

fortably seated on a reclining chair in a 

temperature-controlled observation room. 

The S.s behavior was continuously noted 
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FIGURE 1 
STRUCTURAL FORMULA OF PHENYLTOLOXAMINE 


through a one-way screen and an audio 
system. 

A battery of psychological performance 
and learning tests were given before the 
first recording session and during the in- 
tervals between subsequent sessions. The 
tests were as follows : 


1. Tapping speed—a test(9) which meas- 
ures motor discharge. The Ss. depressed at 
maximum speed a telegraph key which acti- 
vated an electrical counter. The total taps- 
per-minute was recorded. f 

9. Pursuit-rotor coordination—a test 0 

visuo-motor coordination and steadiness (10). 
The Ss. task was to place and keep a met 
stylus on a disk revolving at 33 rpm. To 
time-on-target in seconds per minute was be 
as the measure of coordination. The number 
of times-on-and-off-target per second of a 
on-target was used as the measure of stea! 
ness. 
3. Serial addition task—a test of mental 
speed and accuracy(11). The Ss. had to "E 
and record the total of successive pairs d 
a column of numbers (i.e., the first and secon 
numbers, the second and third, etc.)- 


3The EKG was used to note the n rate > 
respiration rate was obtained by means o fe 
gauge band about the thorax; skin tempera 
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re was 


used as the G.S.R. 
description of apparatus see Pro 
(C3). 


total number of pairs added per minute and 
the number of errors were scored. 

4. Competitive paired associate learning 
task-a test sensitive to the disrupting effects 
of "anxiety" (12, 13) was given once a day 5% 
hours after the administration of each agent. 

In this learning task, the S. was required to 
respond to a stimulus word by anticipating a 
response word with which it had been paired. 
Three lits of 16 paired words were used. 
Each list consisted of 8 stimulus-response 
pais having high associate connections and 
8 pairs having very remote or no associative 
connections. In addition, however, the stimulus 
words of the 8 pairs of words having no as- 
sociative connections were strongly associated 
with the response words of the 8 pairs having 
high associative connections, thus possibly 
interfering in the learning of the high associa- 
tive pairs. (The theory underlying competitive 
paired associate learning is, that in such a com- 
plex learning situation in which there are 
Many incorrect response tendencies present, 
those subjects with the greater levels of anxiety 
will have the greater interference in the learn- 
ing of the lists. A reduction of anxiety will 
cause an increase in the rate of learning). 


(ie.) Sour <—————» ‘Sweet 


Bitter X«— ———» _ Tip 
E order of presentation of the lists was 
Th to minimize practice effects. 
e number of trials needed to learn the 


= lists 1007 accurately and the number of errors 
Were recorded (14). 


Ew were also required to fill out a 
E guutionneire about somatic, psy- 
| intellect Ete emotional, mental and 
| Biblectivel symptoms that they may have 

5 ively experienced. Ss. were given 

: ot after each completion of 

4 E Mte. The Ss. themselves rated 
Score for Ee 0 to 3 intensity scale. A 

Dd each item was then computed by 
tensity + ape! by summing up the in- 
item, t M of all 15 subjects. For each 
Was possible € a maximum score of 
Be from, th ler Only items with a change 

€ baseline (pre-drug rating) of 5 


Or more į 
,,DOre in the score were arbitrarily con- 


Sidered significant, 

day the "rund during each experimental 
Moo: hepara ae Even a psychiatric inter: 
we: fore the agents were administered, 
d, 5 hours afterwards, and at the 


" 


end of the last recording session. The in 
views were relatively unstructured, an at- 
tempt being made to explore the S.’s his- 
tory and emotional life. Material known 
be of emotional import was discussed and 
probed in the attempt to elicit significant - 
responses. These interviews were recorde 
verbatim and analyzed independent of all 
other data. In addition, the psychiatrist 
rated the S.’s behavior during each inter- 
view as to state of consciousness, psycho- - 
motor activity, emotional expressiveness 
and verbal interaction. À 


RESULTS 


Physiological Findings ; 
Heart Rate ; After the administration of — 
each agent the heart rate slowed 10% at 1% 
hours, returned to the base level during the | 
next hour, and remained there for the rest 
of the day. There was no difference noted | 
between the 3 agents in regard to thei y 
effects upon the mean values of the hea 
rates. (Fig. 2a) ‘ 
Respiration : With phenyltoloxamine the 
maximum change in rate of respiration was - 
an increase (8%) which occurred after 3 
hours and subsequently slowed slightly. 
With reserpine the average rate of respira 
tion decreased during the day. The onse 
of this change was noted within 15 minutes 
reached a maximum in 34 hours (82), and 
suddenly returned to about the pre-drug - 
level at 54 hours after the drug administra 
tion. On placebo days the average rate 0 
breathing reached a maximum increase of | 
9% in 3% hours and declined slightly - 
thereafter. (Fig. 2b) S 
Muscle Eje Res Immediately after tak 
ing each agent, the Ss,’ muscle tension in 
creased slightly. With phenyltoloxamine 
the Ss.’ muscle tension had decreased gest 
ly (17%) by the third hour. This relaxation — 
continued until 54 hours post-administra- 
tion when there was a sudden return to the — 
pre-administration muscle tension level. 
Following reserpine the muscle tension 
gradually increased reaching the maximum. 
(231) during the last recording session. On 
placebo the Ss. showed a gradual but slight 
(7%) relaxation for 4% hours and then re- 
turned to their initial muscle tension level 
by the end of the day. (Fig. 2c) 
Skin Temperature : finger sk 
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temperature changes which occurred sub- 
sequent to the administration of the 3 
agents were small and inconsistent. The 
maximum change which did occur was a 
rise of 4%, 4% hours after reserpine. 
(Fig. 2d) 

Systolic Blood Pressure: Systolic B. P. 
was lowered more than 10 mm. Hg. in 54% 
of the Ss. after phenyltoloxamine but only 
in 20% after reserpine, and none subsequent 
to placebo. However, because of individual 
variations as to time of peak effect, the 
average value did not reflect the magnitude 
of this difference. The average values re- 
vealed that the greatest decreases in sys- 
tolic pressure were noted after phenyl- 
toloxamine (4% at 3% hours) and that the 
pressure returned to the pre-drug level by 
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PSYCHO-PHYSIOLOGIC EVALUATION OF PHENYLTOLOXAMINE 
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[ October 
the end of the experimental day. No change 
in systolic blood pressure was noted with 
either reserpine or placebo. (Fig. 2e) 

Diastolic Blood Pressure : Diastolic B. P. 
was decreased by 10 mm/Hg. or more in 
18% of the Ss. after phenyltoloxamine or 
placebo while 80% of the Ss. showed a drop 
with reserpine. The average diastolic blood 
pressure was not altered by phenyltoloxa- 
mine or placebo. The averages showed that 
reserpine caused a steady fall in diastolic 
pressure which reached a minimum (a 
drop of 12%) at 5% hours. (Fig 2e) 

Pupil Size: Pupil diameter was con- 
siderably reduced (25%) at 3% hours after 
phenyltoloxamine administration. It was 
slightly constricted with reserpine (7% at 
4% hours), and was unchanged with the 


Fig. 2 RESPIRATION RATE 
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Fig. 24 FINGER SKIN TEMPERATURE 
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PHYSIOLOGICAL FINDINGS 


Tapping Speed : Under phenyltoloxamine 
motor discharge was impaired ; a decrease 
of 17% in tapping speed 3% hours after the 
drug administration. The Ss. showed a 
rapid recovery of tapping speed in the last 
testing session. With reserpine and placebo 
no impairment was noted : in fact, a slight 
increase (about 4%) was shown (probably 
residual practice gains). (Fig. 3a) 

Pursuit  Rotor-Coordination: With 
phenyltoloxamine, visuo-motor coordina- 
tion was impaired—a decrease of 16% of the 
time-on-target score on the pursuit rotor 


Fig. 2 SYSTOLIC BLOOD PRESSURB 


5 

Mean initial level” 
10 (112. 3mm. /hg.) 
5 


dd 


€ CHANGE FROM PRE-DRUG LEVEL 


12:9 $' 56g HS 
HOURS AFTER DRUG 
ADMINISTRATION 


Jacebo over the course of the day. (Fig. 


; 
| 


at 3% hours after drug administrai 
During the last testing session, 74 hours 
post-administration, a rapid improvem mi 
in coordination occurred and the a 
age score was 16% over the initial 
drug score. On reserpine and placebo 
days, a continual and gradual increa 
in coordination was noted (27% an 
23% respectively, after 74 hours). The im- — 
provement was more rapid with reserpine 
than placebo. (Fig. 3b) ‘ 
The steadiness measure, the number of 
times-on-and-off-the target per seconds-o 
the-target, showed a similar effect. Wi 
phenyltoloxamine the Ss. at first experien 
a decrease in steadiness (23% at 44 hours 
but within two hours they had become 
more steady than they were initially. Under _ 
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Fig. 2e DIASTOLIC BLOOD PRESSURE 
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reserpine there was at first an increase in 
the steadiness score (31% at 4% hours post- 
drug), after which it began to fall off (a 
.drop of 8% between 4% and 7X hours). 
(Fig. 3b) 
-' Serial Addition : There was no significant 
. difference in the number of mental calcula- 
tions per minute under the three agents. 
— However, with phenyltoloxamine, the Ss. 
_ became more inaccurate (67% more errors 
in the 4th and 5th hours) while with re- 
serpine the Ss. increased in accuracy (64% 
fewer errors). During the last two testing 
sessions, the errors made under phenyl- 
- toloxamine diminished while errors in- 
creased with reserpine. Changes in the 
_ number of errors with the placebo were 
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Fig. 3b VISUO-MOTOR COORDINATION 


Mean initial level 
(33,0 secs, on target per min.) 


% CHANGE FROM PRE-DRUG LEVEL 


eat © 


1 37 59 E. 252787 7^ > 
HOURS AFTER DRUG 
ADMINISTRATION 


Phengltoloxamine 


past noses sa a 


Reserpine ———— - Placebo LLL 


inconsistent and not significant. (Fig 3e 
and 3d) 

Paired Associate Learning : The Ss. took 
more trials to learn the competitive paired 
associates lists under reserpine than with 
either phenyltoloxamine or placebo (the 
difference, however, was not quite statis- 
tically significant P-.15) (15). 

The number of errors made while learn- 
ing the lists were less with phenyltoloxa- 
mine than under the placebo. The errors 
under reserpine were significantly greater 
(P-.05)(16) than with phenyltoloxamine, 
but not the placebo. (Fig. 3d) 


PSYCHIATRIC FINDINGS 
Subjective experience : Data on subjec- 
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Fig. 3d PAIRED ASSOCIATES LEARNING 
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tive experience, mental i 
à process, emotional 
dinge, and bodily feelings were obtained 
d pne questionnaire and interviews. 
E items from the questionnaire 
EU owed a significant change, and 
E s at which the peak change oc- 
ES i Presented in Table 1. The state- 
Eus 2 e p recorded during interviews 
Table z yzed and the results shown in 
E agents differed as to degree of 
Bentl i as noted by the Ss. Phenylto- 
(12 of n. cn the most pronounced effect 
end Ss. reported much effect), and 
^ ma acebo the least effect, with reserpine 
rmediate, There was a tendency for Ss. 
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Fig. 3c SERIAL ADDITION 
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Average number of 4 
ERRORS 


under reserpine to underestimate or not | 
be aware of its total effect. UN. 

The timing of the peak of drug action also 
differed among the 3 agents. The peak. 
action of phenyltoloxamine occurred about — 
4 to 5 hours after administration (see Table 
1) and subsided rapidly, often leaving the S. 
relaxed and sedated in the late afternoon - 
and evening. Reserpine actions were slower. 
The first sedation and “tranquilizing” effects - 
under reserpine began in 3 or 4 hours, 
followed in the late afternoon by uncom: 
fortable vegetative and autonomic effects 
which often persisted for 12 to 18 hours. 
Timing of placebo effects was variable and - 
inconsistent. y 


Score* 

eel drowsy 22 

2. Feel unsteady 10 
3. Feel dizzy 8 

. Coordination impaired 6 

. Muscle weakness 5 
.6. General weakness 10 
7. Hands, feet heavy 6 
8 Feel as if in a dream 15 


9. Concentration impaired 10 
Integration of ideas 

impaired 6 
Anxiety lessened oy 
Relaxation increased 10 
. Less talkative 11 
. More talkative x 


Nauseated 

Nasal stuffiness 

. Breathing through mouth 
. Flushed 

Hot 


Minis more moist 
Palms less moist 
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EE Scores Sum of total ratings of 15 subjects 
Hours after administration of agents 
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. Subjective 


awareness of 
effect 


. Overall 


attitude 


Change in 
state of 
consciousness 


. Quality 


of sleep 


. Effect on 


alertness and 
responsiveness 


. Speech 


rate 


Motor 
control 
coordination 


- Restlessness 


- Thinking and 


Concentration 


| Ability to 


read or study 


Feeling of 
unreality 
Mood 


TABLE Ila 
SUBJECTIVE VERBAL REPORT 


DIMENSIONS 


No effect noted 
Some effect 

Much effect 

Positive 

Neutral 

Negative 

Increased 

No change 

Tiredness and/or drowsiness 
Marked sleepiness 
Comfortable 

Neutral 
Uncomfortable 
Heightened responsiveness 
No change 

Less responsive 
Marked impairment 
Increased rate 

No change 

Slowed rate 
Increased 

No effect 

Slowing 

Impaired 
Restless-urge to move 
No change 
Increased 

No change 
Impaired 

Normal 

Lessened capacity 
Unable to 

Feeling of unreality 
No change 
Euphoric-well being 
Normal-neutral 
Apathy-boredom 
Depressed 


* Each cel] totals 15 Ss 


AGENTS 
Phenyltoloxamine Reserpine 
he 3 
3 7f 
12 5 
H 6 
4 3 
10 6 
1 2 
1 1 
2 10 
11 2 
4 4 
4 3 
6 2 
i T 
1 7 
4 4 
9 3 
0 1 
9 12 
6 2 
0 3 
3 5 
3 6 
9 1 
5 5 
10 10 
1 i 
3 9 
11 5 
1 6 
6 6 
8 3 
4 1 
1 14 
1 2 
5 3 
9 T 
0 3 
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TABLE IIb 
JSusjecrrve Rerorr OF SPECIFIC SYMPTOMS 


4 Phenyl- 

' toloxamine* Reserpine* Placebo* 

= 1. Relaxation 4 2 9 

—— 2. Irritable or 

3 annoyed 6 3 

Weakness 2 4 

. Warmth or 

feverishness 0 

. Headache 1 

Dizziness or 

light headed 3 

Facial fush 0 

Visual blurring 1 

Heaviness of 

eye lids 8 
0 
5 
1 


AQA qA ato 
mm 


OPA o" HY 


. Congested eyes 
. Appetite 
change 
. 12. Nausea 
13. Unsteady gait 5 
14. Heaviness of 
z E limbs 3 


E ig Number of subjects reporting symptom 


_ The attitude of Ss. to the effects of the 3 
agents varied markedly. Phenyltoloxamine 
“was unpleasantly experienced by the ma- 
jority of Ss. (10 of 15). This was attributed 
by them to the degree of drowsiness and 
the associated motor impairment. Reser- 
i produced diverse effects. The 6 Ss. 
"who reported they disliked the effects of 
eserpine were bothered by the vegetative 
and autonomic disturbances. Placebo effects 
were perceived as either neutral or posi- 
tive. 
-. The Ss. reports on their state of conscious- 
- mess ranged from alertness to marked sleepi- 
- mess. All Ss. were able to rouse themselves 
from sleep and to participate in the testing 
procedures. None experienced hyperalert- 
— mess. Phenyltoloxamine produced the most 
- pronounced depression on the state of con- 
- sciousness. Reserpine gave a less pro- 
- nounced effect. Under phenyltoloxamine, 
14 of the 15 Ss. did sleep for part of the 
-. day, compared to 7 for reserpine and 6 for 
- placebo. Quality of sleep was noted by 6 of 
- the phenyltoloxamine Ss. to be unpleasant 
- or uncomfortable. Although many Ss. re- 
` ported a depressed state of consciousness 
as a result of phenyltoloxamine, it was not 
uniformly associated with impairment of 
responsiveness and alertness, indicating 
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the Ss. could mobilize energy for purpose- 
ful activity even though moderately se- 
dated. Nevertheless, impairment was more 
marked under phenyltoloxamine than re- 
serpine, with 12 Ss. reporting some decrease 
in alertness following phenyltoloxamine 
while only 7 experienced it following re- 
serpine and only 2 after placebo. 

The effects of both phenyltoloxamine 
and reserpine were most marked on motor 
control and coordination of speech. Six 
Ss. reported slowing of speech with phenyl- 
toloxamine, Under phenyltoloxamine, the 
motor effects occurred at the same time as 
sedation (3%—4% hours post-phenyltoloxa- 
mine). The impairment of psychomotor 
activity under reserpine was in part second- 
ary to generalized weakness and awareness 
of vegetative changes and. occurred late in 
the afternoon (54—7% hours post-reserpine ). 

The effects on state of consciousness and 
psychomotor activity were paralleled by a 
depression of mental function. Under 
phenyltoloxamine 11 of 15 Ss. reported feel- 
ing some impairment of their capacity to 
think or concentrate. With reserpine 5 Ss. 
reported impairment as did one S. after 
placebo. 

The Ss. statements of their mood were 
rated on a 4-point scale : well-being, neu- 
tral, apathy or indifference, and depression. 
Apathy and indifference were noted under 
phenyltoloxamine and reserpine with the 
Ss. feeling less talkative. Depression was re 
ported only after reserpine. Euphoria and 
feelings of well-being were experience 
primarily with the placebo. 

None of the Ss. reported a lessening of 
anxiety while under phenyltoloxamine: 
Seven stated they felt less anxious under 
reserpine and 5 Ss. with placebo. None re- 
ported that anxiety was increased with any 
of the agents. 

A number of the Ss. 
tween lessening of anxiety and a sense 
relaxation. Under phenyltoloxamine 
reported feeling more relaxed. This was 
related by them to the sense of sedation, 
Reserpine and placebo both produce 
a greater relaxation, but not as much as 
phenyltoloxamine. m 

Irritability and annoyance were elicited 
with all 3 agents towards the end of s 
day. These feelings, which were m 
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distinguished be- 
o 


Ss. 


rongly revealed during the interviews tery or congested eyes, and 
n in the questionnaire, were associated limbs were predominant. 
with boredom and restlessness. The only adverse reri 
Phenyltoloxamine produced relatively under placebo was a sense of v 
few symptoms other than those associated 4 Ss. 
with sedation ; heaviness of eyes, dizziness These symptoms were reported d 
or lightheadedness, heaviness of limbs, and experiment proper. Effects that the Ss. no 
nsteady gait were the most common of in the 24 hours following the expe: 
e, Changes in appetite were pet will be discussed below. f 
5 Ss; 3 had decreased, and 2, Psychiatric Observations : In general. 
creased appetite. observations of the psychiatrist coin 
Reserpine produced a greater variety of with the subjective reports. This ag 
symptoms than phenyltoloxamine : head- was most evident in the areas of state c 
facial flush, weakness, sense of consciousness, psychomotor activity, s 
warmth, dizziness, blurring of vision, wa- patterns and intellectual functioning. 


TABLE III 
Psvcurarmisrs RaTiIncs or BEHAVIORAL 
DIMENSIONS FOR 15 SUBJECTS 
BEHAVIORAL DIMENSIONS AGENTS 


Phenyltoloxamine Reserpine 


State of No change 

consciousness Sedation 7 5 

m Hypnotic e 

- 9. Alertness No change 1 
n Decreased 
3. Psychomotor Increased 

— activity No change 

a Decreased 
4. Speech Increased 

. rate No change 
$ Decreased 

5. Restlessness None 

H Present 

9. Facial Increased 
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E. | SPressiveness No change 


Less than normal 
Lessened 

Neutral 

Latent anxiety 
Manifest anxiety 
Euphoric 

Neutral 

Apathy 

Depressed 
Improved 
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ever in the areas of mood, emotional ex- 
 pressiveness and verbal interaction, the 
- psychiatric observations often were at vari- 

ance with the subjective reports. 

The effect on state of consciousness was 

most marked with phenyltoloxamine and in 

8 instances was observed to be hypnotic. 
Reserpine produced sedation but no hyp- 
-notic effect. Three Ss. were sedated and two 
— showed a hypnotic effect. Psychomotor ac- 
tivity and alertness were decreased with 
" phenyltoloxamine and only slightly with 
- reserpine and placebo. Ss. were observed to 
_ be more restless after reserpine. Many of 
- the Ss. probably would have slept under the 
- influence of phenyltoloxamine had they not 
been required to be active for tests. No 
hyperexcited states were seen under any of 
the agents, nor were any of the Ss. unable 
- to complete the test battery or participate 
. in the interviews. 
. Facial expressiveness was not inhibited 
E reserpine as much as it was by phenyl- 
toloxamine. Placebo produced no essential 
change in expressiveness. 
_ Mood changes with phenyltoloxamine 
i consisted of lethargic, apathetic or bored 
1 


feelings as observed in 4 Ss. These changes 
_ were associated with the degree of sedation. 
-. Mood changes as the result of reserpine 
- were inconsistent, producing apathy and 
boredom in 4 Ss. and depression in 5 others 
Ent producing euphoria in 2 Ss. Under 
placebo more Ss. were euphoric and only 
one was noted as being depressed and 
apathetic, 
5 Phenyltoloxamine had no direct effect 
. on anxiety. Reserpine had a paradoxical 
- effect : 5 Ss. had a lessening of anxiety, and 
. an equal number were noted to be more 
anxious. Anxiety was most effectively re- 
_ lieved by placebo. 
___ Rapport and emotional interaction during 
the interviews with the psychiatrist were 
"impaired under phenyltoloxamine. Reser- 
- pine again had paradoxical effects, since as 
_ many Ss. manifested an increase as a de- 
. crease in rapport. Following placebo, rap- 
. port seemed to be improved in 9 Ss. 

After effects: Some Ss. reported that 
various symptoms occurred throughout the 
24 hours following the experiment. Phenyl- 
toloxamine produced a sense of relaxation, 
an increase in capacity to study and work, 
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and a slight drowsiness in 9 Ss. Four Ss. also 
experienced this prolonged relaxation on 
placebo days. 

In contrast, reserpine produced a more 
pronounced and characteristic syndrome. 
Six Ss. reported various combinations of 
“grippe-like feelings," weakness, headache, 
postural dizziness, nausea, vomiting, loss of 
appetite, and stuffed nose. The effects 
lasted from 6 to 24 hours after the ex- 
periment. 

SUMMARY 


Phenyltoloxamine produced predomi- 
nantly a sedative-hypnotic pattern. Physio- 
logically, there was a slight increase of 
respiration, decrease in muscle tension, low- 
ering of the systolic (but not diastolic) 
blood pressure, marked pupillary constric- 
tion. Pulse rate and finger skin temperature 
were not significantly affected. Significant 
impairment of psychomotor functions oc- 
curred at peak of the drug action, and was 
manifested by a decrease in rato of motor 
activity discharge and impairment of visuo- 
motor coordination and steadiness, The 
speed of mental processes was not impaired, 
but accuracy was somewhat decreased. 
Learning of competitive paired associate 
material was improved. The Ss. were aware 
of the marked effects of the drugs at the 
peak of drug action, usually 4-5 hours after 
ingestion. They experienced this as unpleas- 
ant because of the degree of sedation an 
impairment of motor function. The marke! 
sedative and soporific effect approached 
hypnotic proportions and was associate 
with slowing of speech, impaired volun- 
tary motor control and coordination, an 
subjective feelings of slowed thinking, dis- 
rupted concentration, a loss of ability to 
study and lethargy as well as reduction 1n 
anxiety. The peak action, at 4-5 hours after 
ingestion of the drug, was achieved with à 
relatively abrupt onset and cessation. Many 
of the Ss. reported a sense of relaxation an 
an increase in the capacity to do ment? 
work which came after peak action and con- 
tinued for another 4-8 hours. During s 
peak action of drug there was some Ce 
crease in rapport, a lessening of emotion’ 
responsiveness, and a decrease !n t 
quality of verbal associations. 3 

Reserpine produced predominantly po? 
tative effects with only slight effect on st? 


of consciousness and motor activity. The 
fate of respiration decreased, a rise in finger 
"skin temperature was recorded, muscle ten- 
— sion increased and diastolic blood pressure 
decreased without change in systolic pres- 
sure. Pupils were slightly constricted. Psy- 
thomotor test performance was slightly in- 
creased, but mental speed remained un- 
affected. Accuracy of serial addition was 
slightly increased. Competitive paired 
associate learning was greatly impaired. 

While the Ss. were, according to the psy- 

chiatrist's observations, mildly sedated, in- 

ted in facial expressiveness, and slowed 

in overall psychomotor reactivity, they fre- 

quently reported that they felt “no change". 

1 visceral discomforts attracted their 

attention more frequently. This apparent 

~ lack of awareness of the changes in their 

behavior noted by the psychiatrist is similar 

to the quality of the drug action called 

erence” by Denniker(17) and “isola- 

tion from environment” by Berger(18). 

Ss. reported feelings of depression. 

The effects on rapport and verbal associ- 

ations were variable, Sedation effects oc- 

curred at early hours and were followed 

in 8 to 18 hours by awareness of uncom- 
ble visceral symptoms. 

Following the administration of placebo 
the Ss. reported a reduction of anxiety, an 
Increase in relaxation, a slight increase in 
Tespiration and a slight decrease of muscle 

on. Psychomotor performance and ac- 
Suracy in menta] function were increased 
Probably caused by a combination of prac- 
ce and relaxation, When competitive 
*sociate learning after placebo was com- 
pared with learning under the other agents, 

E. noted that associative learning was 
m ted under phenyltoloxamine and 
a 3 with reserpine, As the placebo day 
S E ssed, the subjects reported mild se- 

n and relaxation, but we ble to 
Br end read. This” ere able 

concomitant ad. This was associated with a 

= improvement in rapport, emo- 
“ations, Pressiveness and verbal associ- 


Many investigators h 
L9ored such 
inistration 
e “drug a 


ave similarly re- 
changes subsequent to the 
of a placebo. 

ction profiles” (characteristic 


n of action) of tH 
in Fig, 4 ) of the three agents are 
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DISCUSSION 


The need exists to evolve techniques for - 
the assessment and evaluation of phreno- 
tropic agents in humans, not only to screen 
drugs with possible therapeutic value, but 
more significantly, to provide basic knowl- 
edge and concepts for understanding the 
complex relationships between pharmacol- 
ogy, neurophysiology, and behavior. 

In pursuit of this goal there are many 
advantages to the investigation of the 
effects of drugs on human beings who are 
not incapacitated by psychiatric disorders, 
for by their very nature mental patients 
may be either especially receptive or resist- 
ant to a specific drug. By using normal 
subjects it has been possible to study func- 
tions such as autonomic regulation( 19), 
electroencephalographic activity(20), psy- 
chomotor behavior(21), intellectual per- 
formance, perceptual change(21), and 
emotional activity(23). Because of the 
novelty and complexity of this field, how- 
ever, relatively few studies have been con- 
ducted which examine more than one or 
two isolated aspects of total response to - 
phrenotropic agents. 

It was the purpose of this study to utilize 
a multidimensional procedure, collecting 
physiologic, psychologic, psychiatric, psy- 
chomotor and subjective data. The method 
utilized a homogeneous population of sub- 
jects, a structured situation and experi- | 
mental procedure, and a double-blind pro- 
cedure with placebo control This paper 
reports on the application of this method 
and the demonstration of its potentialities, 
by assessing a new phrenotropic agent, 
phenyltoloxamine, and comparing it with 
a well known tranquilizer, reserpine, as 
well as a placebo. At the initiation of the 
project, it was anticipated that by com- 
paring the effects of various agents it would 
be possible to construct a series of “drug 
action profiles” integrating physiologic, psy- 
chomotor, and behavior effects and subse- 
quently, to develop a series of “drug action 
profiles” for all types of psychopharmaco- 
logic agents from which one might abstract 
relationships and derive insight into me- 
chanisms and site of a drug action. This 
point has also been made by Lehman and 
Czank(24) who stated that “each phreno- 
tropic drug has its own individual drug 
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action profile, which is so characteristic 

that, given a sufficiently large group of 

subjects, a drug might be identified by the 
differential response pattern that it pro- 
duces." 

l The findings in the study presented in 
this paper are consistent with previous 
reports. The potency of placebo on mood 

- and emotional relaxation is again noted. 

The effect of reserpine on autonomic func- 

. tions as a source of discomfort to the 
subject following the initial feelings of re- 
laxation had been observed by other inves- 
ligators, and clinicians have reported that 
the discomforting side-effects of reserpine 

-— limited its value in treatment of outpatients, 
especially psychoneurotics(25). In contrast 
to reserpine, phenyltoloxamine produced 
few side-effects, The sedative action of 
phenyltoloxamine has been also noted with 
other antihistaminics of the diphenhydra- 
mine series(26), 


POSSIBLE NEURO-PHARMACOLOGIC- 
CORRELATIONS 


The clinical study of Sainz( 18) suggested 
at phenyltoloxamine might be compa- 
table in psycho-pharmacologic action to 
Teserpine. Sainz's conclusion was based on 
gs that phenyltoloxamine seemed 
erapeutically most effective in patients 
zu responsive to reserpine. This study does 
E rite the finding of a similarity 
hi psychophysiologic level. 

E re of phenyltoloxamine action is 
ER ar un reserpine in a number of 
i 2 hereas phenyltoloxamine de- 

se predominantly cortical functions 


enyltoloxamine and reserpine, at least 


"i 
ia psychomotor activity, men- 
b de Cloning), reserpine had little action 

44 >e areas, The action of reserpine was 


mild i 
oe dits and autonomic visceral 


, Extensive neuro- 


tions(97) ‘hay physiologic investiga- 


€ revealed that reserpine acts 
on i spr 
iie 1o cortical and mid-brain areas involv- 
: NU Pothalamic autonomic centers and 
€so-diencephalic activating systems 


- Alth 'siolo 
t : ough neuro-physiologic data 


BE o 
ire limited of action of phenyltoloxamine 
study su at present, the findings of this 
Egest that phenyltoloxamine acts 


on cortical rather than sub-cortical 
tures. The dominant sedative-hypi 
action of phenyltoloxamine combined with 
depression of psychomotor and mental per- 
formance is similar to patterns of dr 
action of other cortical depressants such 
as barbiturates(22, 24), rather than of sub- - 
cortical depressants like phenothiazines and 
the Rauwolfia group. However, further 
vestigation of the effects of phenyltol 
amine on autonomic reactivity and EE! 
studies are necessary to substantiate these 
inferences. 

Recent investigations have suggested 
groupings of various phrenotropic drugs. — 
The socalled “tranquilizers”, especially the 
phenothiazine and Rauwolfia derivati 
are generally considered to be sub-corti 
and autonomic depressants, Most investi- 
gators separate this group of agents from - 
the hypnotic-sedatives, such as barbiturates, 
which act on cortical centers. Berger(l 
has proposed grouping a number of newi 
agents as "cortical relaxants" includ 
meprobamate, mephenosin, and prop: 
diols. These agents have predominantly 
tical action but also produce muscle rel 
tion without effecting autonomic functio 
or motor performance. 

The findings of this study would imp 
that phenyltoloxamine is probably not co 
parable to reserpine or other sub-corti 
agents but is more comparable to the cor 
cal depressants or relaxants. Its sedativ 
hypnotic properties and its effects on motor _ 
and mental performance suggest similarities” 
to barbiturates. However, its capacity as a 
muscle relaxant suggests similarity to - 
meprobamate. Further investigation com- - 
paring phenyltoloxamine to barbiturates | 
and meprobamate at various dose levels - 
would seem indicated. t 


METHODOLOGIC QUALIFICATIONS 


The methodology of this study, of n 
sity, imposes certain qualifications on any 
conclusions. The use of “normal” subj 
limits inferences of effects of phenyltolox: 
amine on patient populations. The variou 
psychiatric states have different pa 
physiology which strongly modifies 
action. Furthermore, all studies were 
following ingestion of a single 


dose. Predictions as to the effects of pro- 
longed administration of the drug on the 
basis of such a study are, at this time, un- 
- warranted because of factors of tolerance, 
cumulative action, and toxicity. 

The factor of dosage may be highly 
significant in accounting for our findings 
(28). In this study, single doses of 400 mg. 

- phenyltoloxamine were used throughout. 
. The dose was not higher than the initial 
_ dosage that Sainz used in psychiatric pa- 
. tients, but higher than doses used in earlier 
. studies on non-psychiatric patients with 
various allergy states(9). A lowered dose 
or divided dosages may reduce the de- 
. pression of consciousness and psychomotor 
_ performance. The dose of reserpine was 
.— also high (5 mg.) ; a dose which is not high 
= for psychiatric patients, but higher than for 
_ the treatment of hypertension(29). In pre- 
vious studies of the psychophysiology of 
reserpine smaller doses have been used (24), 
Throughout this study, all results were 
. expressed in terms of change from baseline 
or resting state at the start of an experi- 
. mental day. This method has been used 
= successfully in previous studies from this 
— laboratory(30). However, the question has 
been raised as to whether significant differ- 
ences exist between resting state of Ss. on 
.. different experimental days. Recently, Sab- 
shin et al,(31), have produced evidence 
that the pre-experimental period may be a 
significantly stressful one because of the 
anxiety associated with novelty and am- 
biguity. Analysis of our data revealed that 
physiologic and psychologic findings were 
uniform between the various initial resting 
. recording states. One factor accounting for 
. this uniformity may lie in the use of 
“normal” Ss., in contrast to use of patients, 
= who were evaluated psychiatrically and 
. psychologically on a day prior to the experi- 
. ment. This may have allowed for the allevi- 
ation of anxiety and the development of 

- rapport between subjects and researcher. 
The data reported have been expressed 
. in terms of group averages. This statistical 
procedure does not do full justice to the 
range and importance of individual differ- 
ences. Although the majority of Ss. reported 
a marked hypnotic effect from phenylto- 
loxamine, a smaller number did not ex- 
perience such effect. Reserpine seemed- to 
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elicit a greater variability and range. In 
almost all subjective and behavioral re- 
sponses, there was a paradoxical effect such 
that Ss. often were rated at both ends. 
Depression and euphoria were both noted, 
and both negative and positive attitudes 
towards the drug were expressed. Similar 
paradoxical clinical states with reserpine 
have been reported by Sarwer-Foner(32). 

These individual variations are probably 
related to emotional attitudes and personal- 
ity structure, It is likely that subjective 
and behavior responses, as well as certain 
physiologic actions, are not the result of 
direct pharmacologic action of a given 
drug, but the interplay of pharmacologic 
action and personality. Personal history 
data and a personality appraisal by psy- 
chometric testing were obtained on all Ss. 
prior to experimental testing. (The cor- 
relations of personality and response to 
drug have been discussed in a separate 


paper) (33). 


CLINICAL IMPLICATIONS 


Although these findings were obtained 
from study of normals, certain clinical im- 
plications are cautiously offered. The effect 
of phenyltoloxamine on muscle tension and 
its sedative action with relaxation would 
recommend its possible clinical usefulness 
in states characterized by increased muscu- 
lar tension. A possible use as a non-barbitu- 
rate sedative-hypnotic is also suggested, 
since after the peak effect of the drug many 
of the subjects were left relaxed and 
sedated without impairment of motor or 
mental functions. cy 

In addition, because of its antihistaminic 
properties it may be of value when com- 
bined with other phrenotropic agents that 
produce toxic effects. These inferences to 
clinical situations are, however, based on 
findings in normals and have only heuristic 
value. 

CONCLUSIONS 


Phenyltoloxamine, a new phrenotrop!¢ 
agent with limited clinical experience 17 
psychiatry, was evaluated by combine 
psychiatric, physiologic, and psychometr 
methods. A double-blind method was use 
comparing the drug with reserpine 4? 
placebo. 


p^r, 


EC. 


ts showed that phenyltolox- 
a dose of 400 mg., produced 


R 


reaching a peak in 4-5 hours. At peak of 
action it produced drowsiness and slowing 
of otor and mental performance. 
This was followed by a state of relaxation, 
increased learning, and improved per- 
formance. 

In contrast to reserpine, autonomic and 
visceral side effects were not observed. 
Muscle tension was reduced. 

The findings indicated a cortical rather 
than sub-cortical site of action. 

Its clinical uses are indicated. 

The importance of multidimensional 
evaluation and proper methodologic con- 
trol was discussed, 
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PSYCHIATRIC OCCUPATIONAL THERAPY: SOME ASPECTS OF 
ROLES AND FUNCTIONS 
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INTRODUCTION 


_ The precise role of the psychiatric oc- 
-cupational therapist and the function of 
-this particular type of therapy often appear 
to be subject to a certain amount of con- 
fusion and vagueness in the eyes of many 
professional people, despite the fact that 
- psychiatric occupational therapy is now an 
established discipline in almost all psychi- 
atric hospital units. 
The purpose of this paper is twofold; 
first, to describe some major aspects of the 
“function of psychiatric occupational thera- 


Py, and second, to delineate the role of 
the psychiatric occupational therapist. In 
-. discussing the latter, it will be of possible 
„interest to see in what ways the psychiatric 
- occupational therapist differs from the two 
other adjunctive treatment disciplines his 
functions most closely resemble, those of 
the social group worker and the recreation 


x. 
z 


CHARACTERISTICS OF THE OCCUPATIONAL 


_ Occupational therapy has significant and 
- unique advantages in studying the psychi- 
. atric patient as well as functioning in a 
. treatment role. It deals with patients in a 
greater variety of situations through its 
_ diversified activities than may be possible 
_ in other situations in the hospital setting. 
"The very flexibility of the OT situations 
allows for either individual or group 
activity; it provides a situation in which 
_ the patient is given freedom of choice of 
activity. In this context, OT provides a 
good balance for the psychological diag- 
. nosis in which standardization of test pro- 
cedures determines the functioning of the 
patient within certain specific task areas. 
It is therefore our premise that the neces- 


1 Former director of Occupational Therapy, De- 
partment of Neurology and Psychiatry, University 
of Virginia Hospital. 

2 Associate Professor of Neurology and Psychiatry; 
Director, Division of Behavorial Science, University 
of Virginia School of Medicine. 
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sary standardized, examiner-selected tasks 
of the psychologist may be paired with 
the flexible, patient-selected tasks of the 
occupational therapist to offer a balanced 
picture of the patient in related but some- 
what dissimilar situations, 

Investigators concerned with the assess- 
ment of human functioning(1) have ob- 
served that the nearer tests of motivation, 
ability and functioning can duplicate the 


actual life situation, the more valid they 


may be considered. Within the hospital 
framework occupational therapy comes 
closer to approximating activities of a pro- 
ductive social nature than many other 
forms of adjunctive treatment. Accordingly, 
it is felt to be a valuable diagnostic aid 
in evaluating patient functioning and 
change under psychotherapy. 

We have used the terms activity and 
group to describe some aspects of the 
occupational therapy situation; by activity 
we mean any event in the patients be- 
havior in which arts, crafts, recreation and 
group participation are observed. By group 
we mean 3 or more individuals whose 
efforts are (a) directed toward any com- 
mon goal or activity or (b) individually 
channeled in terms of production but in 
whom there are manifest desires to work 
within a social setting. $ 

It is our belief that the OT situation 
must be fundamentally a permissive one, 
allowing for maximal patient selection; it 
must also be informal and congenial. The 
free rein allowed the patient in selecting 
and executing his activity may be modifie 
if it is felt that some structure is of benefit 
to him. This may be especially true M 
initial contacts with occupational therapy: 
The patient then may need some guidance 
in the choice of pursuits. As with all group 
activities, control of patient behavior must 
be maintained if it infringes upon the we™ 
being or personal needs of others. b 

If the diagnostic value of OT is to s 
fully realized, it is patent that the ore 
tional therapist must be able to observe 
and record significant behavior of the P^ 


il 


p 


1958] 
tients. From the moment the patient enters 
the situation, observation is important be- 
cause occupational therapy represents es- 
sentially a problem-solving device. The 
manner in which an individual approaches 
a task, the type of task he selects, the 
nature and degree of help he solicits, and 
his movements toward completion are all 
- factors which involve problem-solving be- 
-. havior and are directly related to the source 
= of disturbance and the effects brought 
about by the psychotherapeutic program. 
It must be stressed that we do not mean 
problem-solving only in the narrow sense 
of working out a specific problem such as 
. intricate wallet-lacing ; we mean to include 
all events in which the patient has to 
select activities, make decisions and carry 
them through to completion. This, obvious- 
__ ly, includes group participation as much as 
| manual tasks, The informal adjustable en- 


3 abe tends to develop 
2 gabe tends to develop 
» Help tends to develop 
4. Approval 


tends to develop 


Bou of the occupational therapy 
med is à logical place to strengthen this 
roni e process of problem-solving and to 
a Ng the patient with group as well as 
Individual relationships. 

$ i uui relationship with the psy- 
with 5 ls on a one-to-one basis as it is 
socia] Pi Psychologist and the psychiatric 
group ijs er. It is chiefly in both formal 
(in eith erapy and in occupational therapy 
x he sh or recreational activities) 
one; iti Ps ationship may become a group 
elps ur is kind of a relationship which 
he modify the difference between the 
ereby situation and community life, 
Ttourcey with ns, patient with further 
livin tien which to face community 


F t 
Ru oe Patient who is unable to com- 
A e verbally, eg, the repressed 
ic, the psychiatrist’s office may 


therapy tent , threatening and psycho- 
acordin M € initia] stages often is limited 


gly. 
Pro pational thera ma 
His pent? ideal place to get vend with 
_ “went. He may be led gradually to 
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express himself through activity which 
makes no interpersonal demands upon him 
Interpersonal relationships may be minim 
at first even with the therapist, but mu 
can be done non-verbally to give him ri 
assurance, acceptance and understandin; 
through the handling of activity, and 
help in the definition of reality and the 
attainment of an awareness as to what the | 
limits are. ; 


OCCUPATIONAL THERAPY PROCEDURE 


closely resemble 4 key principles of child 
guidance. Waring(2) has offered these 
valuable rubrics within which we shall 
develop a model for OT. They are here 
stated briefly and then elaborated some- 
what to indicate a few of the ways they are — 


applied in occupational therapy. 


sense of value as a person 
confidence in one's ability to do 
assurance that others will supplement his - 
effort as needed j 
Encouragement and direction in his effort and — | 
recognition of his achievement E 


A 
1. Affection: gives feeling of belonging, 

personal worth resulting in sense o 

security—shown through : i 

A. Expression of liking conveyed non- | 
verbally by therapist in warmth of . 
greetings, acceptance of patient, sit- — 
ting with or working beside him. y 

B. Expression of active interest in pa- 
tient, what he is doing, how he feels 
about it; what he has to say, has 
done, what his other interests are. — 

2, Respect : for abilities, capacities, builds ` 
self-respect and sense of adequacy, confi- 
dence in ability to do and to learn : 

A. Watching and waiting before helping _ 
gives patient opportunity to meet — 
situation on his own initiative ; then 
if help is needed it is more likely to 
be suitable and acceptable. id 

B. Ignoring patient's questionable and - 
undesirable behavior as long as it - 
does not infringe on rights of others. - 
Direct patient to acceptable be- ` 
havior through activity which pro- - 
vides opportunity for achievement - 
and approval. , 


Y 


s 


C. Encouraging patient to make own 


choices. If he seems unable to make 
his own decisions (because situation 
seems strange or confusing ) therapist 
can simplify matters by stating 
simple alternatives, each of which is 
satisfactory. Therapists respect for 
his choice challenges patient's self- 
respect and with the following 
through on the line of his choice he 
discovers that he can cope with the 
problem after all. 


D. Planning ahead with the patient. 


Realistic planning or setting of goals 
neither so low as to elicit little effort 
nor so high as to risk failure. Plan- 
ning with patient must be in terms 
of his capacities, and time and ma- 
terials available; and to make him 
see what the next steps are and know 
what is expected of him. This builds 
readiness which makes for satisfac- 
tion and success when the time 
comes, Discussing. with the patient 
the progressive steps in activity en- 
ables him to see that although what 
he is currently working on may ap- 
pear simple to him, it is a necessary 
step toward more complex, hence 
more satisfying, activity. Such free 
discussion, particularly with the in- 
telligent patient, regarding his ac- 
tivity and his attitude toward it does 
much to dispel any feeling that what 
he is doing is childish. It also may 
help to prevent a sense of discourage- 
ment, as well as give more meaning 
to the occupational therapy proce- 
dure in the patients eyes. Open 
channels of communication between 
therapist and patient encourage the 
latter's independence, thereby aiding 
him in preparing for more effective 
functioning upon his return to the 
community as well as making him 
aware of the active role he plays 
in his own treatment and, subse- 
quently, in maintaining his well- 
being after he leaves the hospital. 


E. Acknowledging the therapists own 


mistakes. This pays tribute to the 
patient’s understanding, helps him to 
get proper perspective on human 
error; the therapist's ability to ac- 
knowledge a mistake helps the 
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patient see that this can be done 
without loss of face or loss of others’ 
approval. 

3. Help: Just enough of the right kind to 
insure the patients success with mean- 
ing and satisfaction; meaning enough 
to enable him to repeat the task effec- 
tively, satisfaction enough to make him 
want to succeed. 

A. Preparing in advance for patients 
success. The initial task should be 
one that can be accomplished quick- 
ly and effectively ; this can direct in- 
terest toward achievement, bringing 
satisfaction from early efforts and 
thereby encouraging further effort. It 
must be stressed, however, that this 
early “paving the way" must not be 
so obvious as to deprive the patient 
of a sense of accomplishment. 

B. Giving help as it may be needed. 
This is advisable, otherwise leaving 
the patient alone to work out his own 
solutions will help to independent 
action. If a mechanical difficulty is 
observed, help can be specific and 
limited. For example, a patient hav- 
ing trouble with leather lacing may 
be given initial help in mastering the 
technique and then left to his own 
devices ; the therapist should refrain 
from doing too much of the actual 
job. Help should actually be limited 
to a demonstration of that particular 
step in the process which is causing 
difficulty ; giving more help than !5 
needed merely leads to confusion 
and eventual discouragement on the 
patient's part. If the patient is 
puzzled over certain details, help m 
be pointed to specific meanings ; a 
example, if he is puzzled over d 
type of design he might use for gists 
carving, the characteristics of a that 
able design may be discussed so "m 
he may proceed independently in * 
selection and execution of something 
he desires. af 

Help should be offered where ‘a 
fort is weak in skill, understar 
or desire to accomplish a tas = s 
little extra help may get him ov a 

particularly tricky step for W idi 

he has not yet acquired suffici 


F 


skill. If the patient does not under- 
stand the necessity for a certain step, 
an explanation of the purpose will 
help. Any weakening of effort based 
on a lack of desire to continue may 
be obviated by discussion about the 
ultimate use of the object or disposi- 
tion of the project. All help should 
be directed toward enabling the 
patient to continue on his own. 

4. Approval 

A, General. Giving approval encourages 

continuation of activity. "That's 
right" may come to have encouraging 
ellect if associated often with satis- 
fying experience. Indiscriminate and 
insincere approval must be avoided. 
The patient is the first one to detect 
the false note which fosters distrust, 
and the effect upon any future rela- 
tionship with him may be disastrous. 
In any relationship, trust is a key- 
stone. 

B. Specific information regarding the 
nature of a good performance, 
knowledge of one’s own mistakes 
and results aids learning. If the 
patient is uncertain whether he is 
doing well or ill, specific approval 
helps the patient understand how 
he succeeds and wherein his abili- 
ties lie. As a result he succeeds better 
next time. 

. Qualifying calls attention to some 
quality in the patient's behavior on 
this occasion which is common or 
uncommon to his behavior on other 
occasions and labels it. For example, 

the patient initially had difficulty 

With concentration but currently is 

able to sustain efforts for longer 

icta time, this may be pointed 

Sires im, resulting not only in en- 

ae gement in current efforts in 

: vity, but also providing evidence 

Progress toward recovery. 


| CHARACTERISTICS oF ACTIVITIES 


A " 
rei description of the characteristics 
hay hel X and occupational activities 
itis. o clarify the differences in these 
a The characteristics peculiar to 
etal end eal considerations in the 
treatment of patients. 
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Recreational activities usually ERAN 
two or more persons and as a result com- 
petitiveness is an important feature. Be- 
cause games and sports have rules a 
specific procedures which must be followed 
fairly closely, they are essentially organ- 
ized. The necessity of organization limits 
to a degree the adaptability of the game to 
the individual needs of the patient and also — 
limits the opportunity for participant 
originality, initiative, and decisions. There 
are few close interpersonal contacts in 
recreational activities but they are an ex- 


CH s 


cellent source of group interaction. 


The activities used in occupational ther- 
apy may involve one participant or several. 


Such activities are flexible, can be readily 
adapted to the current needs of each 


patient and there are endless possibilities — | 
for participant originality, initiative and | 


decisions. Interpersonal contacts can be to - 
any degree ; there are few direct demands 


on the patient. 


It would seem from this brief analysis | 


that the characteristics of these two dis- 


ciplines are very different but that each 
plays a specific role in treatment. The par- 


7) 


ticular needs of the patient at a particular 
time should determine which if not both. 


of these procedures may be of benefit. 


PROFESSIONAL TRAINING 


In any attempt to delineate the role of 
the psychiatric occupational therapist in. 


k 


relation to the roles of the social group — | 
worker and the recreation worker one is 
faced with the fact that there is no uni- 


versally accepted body of knowledge re- 


garding these three disciplines. Educational 


requirements vary, as also the functions | 


filled within the field vary. The findings of 
this paper are based on the educational 
requirements as presented by a representa- 
tive school of social group work(3) and a  - 
school of occupational therapy(4) and the 


National Recreation Association. 


All three of the above disciplines deal — 
with patients in activity situations. The — 


social group worker and the recreation 
worker are concerned with groups and use 
techniques such as sports and games as the 
treatment tools. The recreation worker 


functions as leader of the group. The social - 


group worker brings about group inter- 


ef 


, X 


E 


.— Graduate of a professional school 


action and group experience which con- 
- tribute to the growth of the individual and 
_ the achievement of desirable social goals. 
~ The psychiatric occupational therapist 
. works with patients individually or in small 
- groups using creative arts, manual skills, 

and some industrial activities as the tools 


SUMMARY 


- _ Psychiatric OT cannot function success- 

_ fully as an independent unit. Its existence 
= in the hospital environment has very little 
_ meaning without the comprehension of and 
the close coordination with the psychiatric 
staff. Without such coordination psychiatric 


T can at best do little more than keep 


| Advanced degree Yes No No 
-. Special preparatory courses for 
p psychiatric work Yes Yes Variable 
Field work in psychiatric situation Yes Yes Variable 


patients occupied. With an understanding 
of and full utilization of the potentialities 
inherent in this type of therapy, the value 
to the patient is limited only by the skill 
and resourcefulness of the psychiatric staff 
and the occupational therapists. 
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‘INTRODUCTION 


"Shortly after the advent of tranquilizing 
‘agents as a therapeutic weapon in the new 
otherapy of various severe mental 
es, particularly psychoses, it was noted 
there was often an unpredictable ag- 
ation of already existing and observ- 
depressions, or even production of de- 
ions where no such reaction had been 
ved clinically. Because of this, the 
Clinician turned to the apparently para- 
doxical, but well-established therapeutic 
device of limiting the effect of one drug 
y administering its physiologic opposite, 
either simultaneously or consecutively. One- 
pe yl-2-amino-propane-sulphate (Benze- 
drine), was given with apparent good ef- 
t E. Top erase and well-known 
e reactions of Benzedrine, such as tachy- 
Cardia, “jitteryness” and anxiety, aioe 
ver, in such a high percentage of cases 
it was necessary to search for a drug 
po the approximate physiologic effective- 
o z Benzedrine without the distressing 
í 4 ects. It could therefore be postulated 
Mata drug on a physiological scale halfway 
een caffeine at the lower end of the 
E Benzedrine at the upper end, 
we be a good drug. Methyl-phenidylace- 
Birechloride (Ritalin)? appears to be 

be quit A Furthermore, such a drug should 
E € beneficial in the withdrawn, shy, 
UU depressed case, whether adult or 
; ES words, there is just as press- 
Ritalin, ac f or a direct stimulant such as 
ie Eire e one which produces stimula- 
OR Tnt SAU tranquilizing and 
MN ng bound energy, as reser- 
tee have shown wide variation 
E responsiveness to each type 
EN Usa College of Physicians and Surgeons, 
Urology, the Beets and the Division of Child 
Ml phenidylaceten eet of New York. 

ine (Servas y rochloride (Ritalin) 

Pasil) were supplied for this study 
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— ACTION OF METHYL-PHENIDYLACETATE (RITALIN) AND 
RESERPINE IN BEHAVIOR DISORDERS IN CHILDREN 
AND ADULTS 


_ FREDERIC T. ZIMMERMAN, M.D., Ax» BESSIE B. BURGEMEISTER, PH.D.! 


of drug to be characteristic among non- - 
psychotic patients, it often being difficult - 
to determine in the individual case whether | 
a particular patient will derive more bene- | 
fit from a so-called tranquilizing drug or - 
from a cerebral stimulant. It was this un- — 
certainty which led us to undertake further | 
study. Y 
In the present paper we are presenting - 
our observations on Ritalin as a cerebral — 
stimulant and on reserpine as a tranquiliz- - 
ing drug in producing behavioral changes, 
and differences in psychological re-test - 
scores in two matched groups of children | 
and adults with severe behavior disorders. | 


NATURE AND AGE OF CASES E 


therapy with Ritalin or reserpine, 
presented emotional problems serious — 
enough to interfere with functioning. Be- 
havioral difficulties presented a wide range 

of symptoms from hyperactivity to inertia; 

aggressiveness to passivity; euphoria to de- — 
pression, etc. Several of the patients were - 
mentally retarded, but we have observed - 
that behavior problems of retarded patients — 
differ little from others except in degree, - 
findings being applicable to cases at any 

intellectual level. vi 

Fifty-four patients were given Ritalin 
therapy for a period of 6 months. Fifty- - 
four patients, matched by pairs with the 
Ritalin group for age, sex, intellectual level, | 
diagnosis, and behavior as far as was pos- 
sible, were used as controls and were given - 
reserpine. 

Patients ranged in age from 4 years to 33 
years with an average chronological age 
of 15 years, 2 months for the Ritalin group. 
at the beginning of therapy, and 14 years, 
9 months for the group given reserpine. 

Eighty percent of the Ritalin patients - 
were free from abnormalities on neurologi- - 


s 3 


was present in 
9%. Mongolism constituted 11% of the Rita- 

lin cases. Fifty-eight percent of the Ritalin 
group and 57% of the reserpine group were 
males. 


Clinical impressions of behavior were 
made by the neuropsychiatrist for each pa- 
tient during the pre-treatment and post- 
_ treatment examinations, using the obser- 
~ vational method. A battery of psychological 
- tests was given to each patient at the be- 
. ginning of the treatment period and re- 
_ peated six months later at the end of 
. therapy. The latter consisted of the Stan- 
— ford-Binet Intelligence Scale (1939 Revi- 
sion, Form L), (1), or the Wechsler-Belle- 
_ vue Intelligence Scale for Adults (1) (2), 
. the Merrill-Palmer(3), or Pintner-Paterson 
_ (A) performance test, and the Rorschach 
_ inkblot test (5). Averages and patterns of 
response to verbal and performance tests 
following 6 months' treatment with Ritalin 
- Or reserpine were analyzed and compared 
— with irem ep The added control was 
used ving the testing psychologist un- 
_ informed as to which patients ius aee 
- ing Ritalin and which cases reserpine. 
— Dosage : One group of patients was given 
am initial dose of Ritalin on the average of 
- 10 mg. daily. This was increased gradually 
_ over a few weeks until an optimal daily 
_ dose was reached. Individual doses ranged 
_ from 20 mg. daily to 40 mg. daily, with an 
. average daily dose of 30 mg, taken as 
.. 10 mg. tid. Patients in the reserpine group 
_ received an average dose of 0.25 mg. t.i.d., 
E orally, during the entire treatment 


Verbal Intelligence Test Findings: Pre- 
treatment and post-treatment verbal IQ 
averages are given in Table 1 for our group 
of patients on Ritalin and on reserpine. 

5 TABLE I 
_ PRE- AND Post-TREATMENT VERBAL INTELLI- 
GENCE QUOTIENT AVERAGES 


Average Intelligence Quotient 


Before After 

N| Treatment Treatment 
Ritalin group 54 72.3 71.0 
Reserpine group 54 70.8 719 


It may be seen from Table I that a slight 


loss ral than a gain was shown after 
treatment with Ritalin for a period of 6 
months. This loss is not significant statisti- 
cally, but does indicate for this group that 
it was not possible to validate clinical find- 
ings by psychological test in the ideational 
area. Findings also agree closely with those 
of the reserpine group, where an average 
rise of only 0.9 points in IQ was recorded 
after therapy. Results of our study indicate 
that no essential change took place fol- 
lowing treatment with Ritalin and reserpine 
in verbal intelligence test response involv- 
ing ideational material. 

Performance Test Results : In contrast to 
results on verbal intelligence test, the group 
of patients treated with Ritalin does show 
more acceleration than the reserpine group 
following treatment on performance tests 
of motor skill and speed of reaction. 
( Table 2). 


TABLE 2 
PrE- AND Posr-TnEATMENT PERFORMANCE 
QUOTIENT AVERAGES 


Average Performance 


Test Quotient 
Before After 
N| Treatment Treatment 
Ritalin group — 54 69.6 


Reserpine group 54 68.4 


A rise of 5.4 points in performance quo- 
tient is recorded following treatment Wi 
Ritalin (Table 2), and one of only 08 
points for the reserpine group. Error ratings 
were affected very little, but reaction time 
on all sub-tests was measurably faster fol- 
lowing Ritalin therapy than for patients 
treated with reserpine, as may be noted in 
Figure 1. à 

Figure 1 indicates that all re-test ratings 
on timed tests following Ritalin therapy 
were improved substantially, whereas only 
minor fluctuations were obtained in reser 
pine re-test scores which were both positive 
and negative. There is also no overlapping 
noted between ranges of improvement on 
the two drugs. th 

Inasmuch as reaction time is one of thé 
most objective and accurate measures 
stimulation, we consider these. findings 
showing acceleration with Ritalin to 
significant, even more so than clinical 0 Sek; 


vations indicating its effectiveness. While , 
NN m 
Doo ^y ue Lis M * Jw 1"] 43 "V 


Ritalin -aao 
Reserpine ....- 


Tes Ez] Mecca 
ESSERE 
"m Figure 1 

AVERAGE REDUCTION IN REACTION Time FOL- 


"ING RITALIN AND RESERPINE THERAPY 
Vantous PSYCHOLOGICAL TESTS 


ences obtained are not unequivocal in 
statistica] sense, it is believed a trend may 
indicated, and that a genuine difference 
' eventually be established between 
lon of the two drugs with further ex- 
nentation on larger groups of patients. 


xm IMPRESSIONS 


Qualitative estimates of pre- and post- 

: ent behavioral differences by clinical 
ation were made by the neuropsy- 

atrist and are given in Table 3. 

TABLE 3 

AND Post-TREATMENT BEHAVIORAL 

NYATIONS BY THE NEUROPSYCHIATRIST 

RITALIN 

(N 54 


) N54 
Better Same Worse Bois Same Worse 
9? 95 o P % f% 


65 35 0 66 34 0 
50 50 0 66 34 0 


66 34 0 60 35 5 


E3023! -0 20 "60-20 


ER d3 50 25 25 60 20 20 


1 ble 
^ Shows that some behavioral im- 
1 Occurred in all categories for 


- 
A vw inde pi 1 
- TN " 


"A 
patients on Ritalin or reserpine, postu 
reactions to the drugs outweighing nega- 
tive response in all instances. It appears of : 
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interest that when the classification of 
“anxious, tense, insecure" is considered, no 
difference in the effectiveness of Ritalin or - 
reserpine was found, about two-thirds of — 
the patients showing definite improvement - 
in behavior following therapy. It is clear, - 
on the other hand, that the greatest differ- — 
ence favoring Ritalin occurs among the — 
patients classified as “unresponsive, dull, — 
depressed,” a 75% gain being recorded as . 
compared to one of only 20% for patients — 
treated with reserpine. 

In the present series reserpine gave bet- — 
ter action where “hyperactive, aggressive” 
and “irritable, excitable” behavior were | 
present originally than Ritalin did. Where — 
symptoms of fatigue, listlessness, poor self- _ 
motivation, lack of energy, etc., prevailed — 
before treatment, Ritalin seemed to be - 
more effective for the group as a whole than , 
reserpine, as was expected. 3 

Considerable overlapping in the action of — 
both drugs is apparent, nevertheless, mak- | 
ing it difficult to draw conclusions in the | 
individual case as to the definite advantage - 
of either drug when compared with the 
other. E 


In terms of percentages, about 65$, or 
nearly two-thirds, of the patients treated 4 
with Ritalin were observed to have im- - 
proved in behavior following treatment, 
while almost 60% of the reserpine group 
showed positive gain. No attempt was made ~ 
to determine various degrees of change, but — 
where improvement did occur, behavior — 
was sufficiently better to be apparent to . 
parents and teachers in the case of children, — 
as well as to the neuropsychiatrist. Sub- — 
jective reports of adult patients generally | 
supported clinical observations. 


TOXICITY 
Very few toxic signs appeared in our 
cases receiving Ritalin, and when they did. 
appear they were relatively mild. Occasion- _ 
al insomnia, hyperactivity and loss of ap- | 
petite on doses of above 30 mg. daily, par- 
ticularly in children under 6 years of age, - 
were the most noticeable side reactions to | 
Ritalin, while drowsiness constituted the — 
major side effect of reserpine. It should be - 


n- 
vti 


. mentioned also that following the present 
. study many individual cases were placed on 
. a combination of Ritalin and reserpine, or 
Ritalin and Thorazine, and it was possible 
. to neutralize completely the previous seda- 
tion effects of reserpine or Thorazine by the 
. addition of Ritalin. 


Discussion 


Generally favorable results have been re- 
. ported in the literature with Ritalin 
as a cerebral stimulant. Drassdo and 
.. Schmidt(6), for instance, studied the effect 
of Ritalin on the mental capacity and psy- 

chic mood of 10 normal subjects. Mental 
-— sluggishness was produced by phenobarbi- 
— tal following which the subjects were timed 
. $n the performance of simple arithmetic 
E calculations. After a 14-day interval, the 
.. Same subjects were given Ritalin (20 mg.) 
_with phenobarbital and were again timed. 
_ Results of this research indicated a definite 
increase in mental capacity and alacrity 
with Ritalin. Psychic effects of the drug 
were determined by subjectivity or the 
_ personal observation of the investigators in 
. 60 patients, with about 70% reporting a 


E Detur] toad effect of Ritalin. 


y 
^ 


- Lapinsohn(7) found it effective in Parkin- 
-Son's disease; and in a study with mental 
1 defectives, spastics, and epileptics, Car- 
- ter(8) reported Ritalin extremely useful in 
. over-sedation, particularly in epileptic chil- 
en. 
"Good results" were obtained from a 
group of psychoneurotic patients treated 
with Ritalin for a period of 6 months, par- 
. ticularly those with reactive depression, 
. according to Davidoff's report(9). In this 
- group 10 of 13 patients improved. Psycho- 
- logical tests were given to 55 patients in 
_ the above study before and after Ritalin 
- therapy, psychological test results and clin- 
ical (mental) status changes being cor- 
. related in 20 of the cases. In only 5 cases 
where mental status and clinical findings 
indicated improvement did the psycho- 
logical results show lack of improvement. 
In the other 15 cases psychological test 
findings agreed with the clinical results. 
Jacobson(10) also reported "quicker im- 
provement" in a group of depressive pa- 
tients undergoing psychotherapy with Ri- 
talin than in a similar group without Ritalin. 
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Hollander(11), Harding(12), Ferguson 
and Funderburk(13), Ayd(14), Noce and 
Williams(15), Brooks(16) and others all 
report successful action of Ritalin in reliev- 
ing depressive symptoms. 

Most investigators agree that toxic effects 
of Ritalin are infrequent and mild. Ayd (14) 
reports that in optimum therapeutic doses 
of 30 mg. daily, Ritalin is a safe analeptic 
drug for relieving symptoms of reserpine 
and chlorpromazine  over-sedation. The 
present study, nevertheless, points to con- 
siderable overlapping between areas of 
effectiveness in Ritalin and reserpine treat- 
ment, indicating a need for further research 
on the basic action of the two drugs. 

It is worthwhile pointing out that gener- 
alizations seem subject to less error among 
psychotic patients than among those in- 
volving milder symptomatology. In com- 
menting upon the effect of reserpine and 
Ritalin among mental defectives, for in- 
stance, Ferguson and Funderburk(13) re- 
mark that "most non-psychotic patients 
present but little of the deep change seen 
in the psychotics", and conclude, 


from these observations we feel that in the 
true psychotic there is a definite chemical 
change which Serpasil and Ritalin, by their 
action tend to reverse, while in the non-psy- 
chotie this chemical change has not occurred, 
so the problem is primarily one of controlling 
reflexes and habit patterns. 


Our own experience has shown wide 
variability of individual responsiveness to 
each type of drug to be characteristic 
among non-psychotic patients, it often be- 
ing difficult to determine in the individual 
case whether a particular patient will de- 
rive more benefit from a so-called tran- 
quilizing drug or from a cerebral stimulant. 
Large differences in reaction were typie 
of non-psychotic children given reser- 
pine(18), action of the drug “aggravating 
the behavior problems in some children an 
causing improvement in others." Good Tel 
sults were likewise obtained in individus 
cases among patients who had origina" y 
been classified in divergent categories suc 
as “hyperactive” and “unresponsive, CU? 
depressed”, using the observational met 
as a criterion of success with reserpine\ ^" ^ 
In the “unresponsive, dull, depressed group 
at the beginning of treatment, motivati 


factors were reflected in such forms as 
neurotic fatigue, listlessness, ennui, lack of 
energy, disinterest, lack of attention, in- 
ability to concentrate because of lack of 
effort, etc. On the basis of findings to date 
therefore it is not possible to make a sharp 
delineation as to precise areas of effective- 
ness of reserpine, and it is believed that 
much more remains to be learned regarding 
action of the drug. Results suggest that the 
action of reserpine may be one of an “emo- 
tional regulator”, which brings the extremes 
of affect and behavior into more normal 
focus rather than producing a “calming” 
action only, 

By the same token, diverse expression of 
disturbance in affective balance have been 
reported to have improved following treat- 
ment with cerebral stimulants. In the case 
of (12-)-glutamic acid, for example, Albert, 
Hoch, and Waelsch(20) stated that in a 
group of retarded children “mood stability, 
agitation, restlessness and concentration" 
Were improved along with intellectual func- 
Honing. Although Hoven(21) found no 
E intellectual improvement with 20 
aebilitated or epileptic females treated for 
6 to 9 months, there was noticeable gain 
in behavior patterns, patients becoming 
pid adaptable, a little excited, active, and 
hon in their work. In dealing with 
$ Frs disturbed children and corre- 
ie ing controls, Hofmann(22) also cited 
a nees where agile children became quiet 

"i manageable and inhibited children 

«T and spontaneous, following glutamic 

n. therapy, 

pov iod ss pons ua ien 
o SERE às to basic dynamics 
Min n" their behavioral mani- 

ichotom, e treated routinely under 
izet” and ^u! ew the terms "tranquil- 
ins Eae ant” imply, and until this 
Usions as to the effectiveness 


bel a i either category in producing 
tative. changes must be considered 


ith thi, , "€ Present study was conducted 
A dus hypothesis in mind, when an at- 
Ba “A peodled compare vå action s 
e on matched cases 
ad i n disturbances in children and 
individu ; ts here indicate that in many 
‘the on, Cases treatment is prescribed by 
3 and-error method and that much 


more research needs to be done. It is 
feeling that if our own work has any basi 
significance to date, it is in the finding th 
both drugs have an overlapping effect 
gardless of what they are supposed to 


SUMMARY 


1l. Results of the present study show n 
significant improvement in verbal intelli- 
gence re-test quotient following 6 mo; ; 
of treatment wtih Ritalin or reserpin 
during a time when behavioral impro 
ment was noted in almost two-thirds of : 
matched groups of children with sev 
behavioral disorders, ES. 

2. Results of motor test favor patients 
treated with Ritalin, reduction in reaction . 
time being much larger for all sub-test - 
items on re-test than for the reserpine group — 
where no essential change is recorded. In- 
asmuch as reaction time is one of the mi 
objective and accurate measures of stimula: 
tion, increased speed of reaction under 
talin is a significant finding. 

3. Group findings agree with those of — 
other investigators in showing that Rita i 
is more effective than reserpine in allevi- - 
ating depression, increasing alertness, less- 
ening listlessness, etc., the most favorab 
results being noted where these pre-treat- 
ment symptoms were present. Overlapp: 
between the action of both drugs was not 
in all behavioral categories following 
apy, making interpretation difficult in . 
dividual cases as to the drug of choice. 

4. Toxic signs were infrequent and mild, 
treatment with Ritalin sadi e: 1 
insomnia, hyperactivity, loss appetite, — 
etc., on large doses, especially in children 
under 6 years of age, but no serious un- . 
toward side reactions were seen in any of 
of the patients treated. Drowsiness consti- 
tuted the major toxic sign in reserpine 
therapy. 


ned 
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PSYCHIATRIC ASPECTS OF TRAINING FOR HONORABLE 
SURVIVAL AS A PRISONER OF WAR! 


LOUIS JOLYON WEST, M. D.? 


Special survival training, including train- 
ing that prepares a man for the eventuality 
0f becoming a prisoner of war, is a by- 
product of modern warfare and is a par- 
ticular problem of the Air Force. Flying 
over enemy territory with the- constant 
hazard of forced landing or parachute 
escape from a damaged aircraft, the air- 
man continually faces a potential survival 
situation, Yet ordinary basic training gives 
him only rudimentary skills in the use of 
Weapons for self-defense. It does not con- 
dition him for long marches and highly un- 
comfortable bivouacs. The flyer has not 
had any close contact with the enemy or 
his terrain; he is not toughened by the 
rigors of ground warfare. There is a violent 
contrast between his combat situation in an 
aircraft and his survival situation on the 
ground. Furthermore, a future conflict may 
confront our airmen with the possibility of 
capture by an enemy who has developed 
Prychological warfare to the greatest extent 
Em and who continues to wage this 

Y are unrelentingly against the prisoner 
Who falls into his hands. 

Lian prisoners of war held by the 
E Unists during the Korean conflict 

im many ways unprepared for the 


BR nodos in which they found 
s. Segal’s studi » 
Overall Veri am ies (based upon an 


393 A analysis of records of 
158 of Thy personnel) show that about 
erican prisoners were success- 
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fully maneuvered or pressured by the 
enemy into undue acts of compliance. His 
data further indicate that fully 80% of — 
American captives were relatively passive | 
in the POW situation, leaving only ap- | 
proximately 5% who were vigorous enough - 
and consistent enough in their opposition 
to enemy pressures to win subsequent com 
mendation for themselves as "resisters," 
(1). Details of the techniques whereby the 
Communists elicit various types of com- 
pliant behavior from their prisoners have 
been reported by Schein(2), Lifton(3), 
Hinkle and Wolff(4), Biderman(5), and 
others, e 

Analysis of the experiences of the 235 . 
returned Air Force prisoners of the Chinese — 
Communists provides an additional under- _ 
standing of the scope of captivity pres- - 
sures. Captured airmen were subjected t 
vigorous interrogation because of the high - 
priority accorded air information. In addi 
tion, the enemy put special pressures on 
captured flyers for particular propaganda 
efforts. Most prominent among these were 
the notorious germ warfare confessions, 
elicited and widely publicized after Feb- 
ruary 21, 1952, as part of the world-wide — 
Communist propaganda campaign against — 
the United States. i 

I have reported elsewhere on the ex- ——— 
periences of United States Air Force pris- 
oners of the Communists, with particular — 
reference to false confessions of bacterio- 
logical warfare(6). The Communists were — 
fairly successful in eliciting these false con- 
fessions from men who received the "full 
treatment." The psychological basis for this 
success has also been discussed elsewhere — 
(7). Three out of every 5 airmen sub- 
jected to systematic pressure to confess - 
having engaged in germ warfare gave the 
enemy some sort of a false confession. 
Many of these "confessions" were used for 

anda purposes. 

P Careful study of these cases reveals that 
it is not accurate to regard compliance and- 
resistance to the damands for false con- 
fession as all-or-none reactions. Biderman 
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_ (5) has classified a wide range of responses 
_ from complete resistance to complete com- 
pliance. A great many behaviors may be 
tabulated within this range. Nobody main- 
. tained the same position on the continuum 
_ throughout his period of captivity, and the 
study of individual cases reveals that re- 
D sistance to the enemy's demands actually 
- consitituted a dynamic rather than a static 
. process. The concept that every man has 
his breaking point is thus seen to be an 
oversimplified, and perhaps inaccurate, 
generalization. A more useful statement 
- might be that many factors influence the 
- ability of a man to resist pressure. 
. Information obtained from returned 
military captives makes it possible to tab- 
. ulate the Communists’ coercive methods 
_ for eliciting individual compliance. Hinkle 
and Wolff stress the relative rigidity of the 
_ system which engenders the particular type 
of coercive method used by the Chinese 
. Communists(4). Our own studies bear out 
. the relatively predictable and standardized 
= nature of these techniques. It therefore 
. becomes a rational possibility to organize 
this information into the total body of 
— knowledge that can be placed at the dis- 
“posal of individuals who may become 
. Communist prisoners. 
_ Because of the Korean War experience, 
the Air Force has attempted to prepare 
. members of potential combat aircrews for 
the possibility of capture, as well as for 
| various escape and evasion situations in 
_ Which they might find themselves in the 
event of forced landing or bail-out behind 
. enemy lines in some future conflict. Re- 
M cently one phase of this survival training, 
covering resistance to interrogation and 
: indoctrination, received adverse publicity 
- following the publication of a description 
_ of the training procedures at the Air Force 
Survival School, Stead Air Force Base, 
- Nevada(8). Critics declared that such 
training might do more harm than good ; 
that individuals who went through survival 
training might be damaged by the stresses 
thereof ; that graduates of the course might 
develop anxiety neuroses which would im- 
pair their proper military function; and 
that the Air Force was conducting a "school 
for sadists"(9). It is the purpose of this 
paper to refute such notions, to propose 
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a rational basis for the continuation and 
expansion of the type of training offered 
at the Air Force Survival School, and to 
outline procedures and concepts whereby 
such survival training efforts may be made 
even more effective. 


RATIONALE FOR SURVIVAL TRAINING 


Preparation for escape and evasion, and 
for the maintenance of life and mobility 
under extreme conditions, is now an ac- 
cepted part of aircrew training. The special 
survival training with which we are here 
concerned deals with preparation for the 
possibility of capture, interrogation, in- 
doctrination, and honorable survival in the 
POW situation. 

It has been stated that training which 
reveals the details of POW situations may 
stir up anxieties that will impair the flyer's 
combat performance. This argument per- 
haps more than any other might give 
pause to responsible military authorities 
who must consider the overall training 
mission of which preparation for possible 
capture is only a small part. However, the 
airman of today has heard a great deal 
about Communist techniques in terms © 
“menticide,” “rape of the mind,” “brain- 
washing,” and the like. He knows that if 
he is captured unusual forces may be 
focused upon him, not only pressing N 
to give up valuable military information, 
but to abandon well-loved ideals, to adhere 
to strange concepts, to sign false confes- 
sions, to participate in propaganda activi- 
ties through which the enemy will seek to 
exploit him. d 

Without special training to inform an 
prepare him for the possibility of capture 
it is far more likely that the combat airman 
will suffer from nagging fears about my5- 
terious dangers than if the facts are T 
vealed to him. Fear of the unknown may 
increase his susceptibility to the very gra 
logical pressures that he dreads. 
dangers of becoming a catspaw for ines 
propagandists, or of compromising pee 
moral integrity under unknown stresse% 

ny man. 

by 8 
positive experience in the form of suita le 
training, which will thus enhance € 


performance rather than impair it. 
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ary psychiatrists know (and phy- 
. sicians who have been prisoners of war 
confirm) that the shock of entering the 
POW situation may cause a marked dim- 
inution in idealistic considerations on the 
part of individuals, with resultant dis- 
ion of the group. Many of the 
men who died in the Korean prison camps 
more than one-third of those captured) 
because the group lost its organiza- 
lion and failed to nourish the individual's 
will to survive. Little of the training of 
_ these men prepared them for the eventu- 
= ality of capture. They did not have a 
—— working knowledge of techniques to main- 
1 tain mental, physical, and moral integrity. 
j Lacking such knowledge, they gave up; 
— having given up, they died, or (casting 
about for an adaptive modality ), complied. 
| If the captured individual is to resist and 
harass his captors, help his comrades, sus- 
tain the moral and organizational structure 
of the group, make observations of intelli- 
gence um digan return to his unit, 
ain military discipline and personal 
integrity—in short, if he is to pees with 
—the preservation of major ego func- 
E a prime necessity. The exercise of 
ed En es and stratagems (de- 
based realistic training situations and 
upon factual understanding of the 
nature of forthcoming stresses), will 
powerfully reinforce ego defenses when 
vid tet stresses occur, and will pro- 
dia oie within which supportive 
relationships (among the 

Men under stress) can ipai i 


PREPARATION FOR STRESS 
a mto educate the combat crew 
of the Ais regard to the overall nature 
cya ct, the significance of the role 
the be ur ton, and the importance of 
ie or of each member thereof even 
edge ire In the light of this knowl- 
ao. ainee will develop a feeling of 
m nain the stressful situations that 
Y Ee to face. 
lon should cover the entire 
Survival. With particular regard 
Situation, the trainee should 
-cut account of the enemy's 


past. At eve int al 
en ry point along 
* Way, he should be given some indica- 
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tion of the methods and techniques avail- — 
able to avoid, resist, and otherwise cope — 
with situations that may arise. A realistic, | 
undistorted, truthful account of what a _ 
man can expect constitutes a major protec- — 
tion for him. It helps to protect him against - 
untoward reactions arising from the stress- 

ful effects of encountering the unfamiliar | 
and the unexpected. It further helps to | 
protect him from unreasonable fears and . 
anxieties arising from dread of the un- | 
known, thus supporting his combat effec- 

tiveness in the face of the risk of being shot — 
down and captured. y 

The anectodal account by an instructor - 
who has experienced and survived the type 
of situation under discussion is very valu- 
able. The instructor should be careful to ` 
emphasize the survival value of the knowl- 
edge being imparted to the trainee. Identi- | 
fication of the trainee with his instructor 
should be fostered. 

Training films can be extremely effective 
and considerable care should be put into . 
their manufacture. The good training film — 
will be realistic, attention-holding, and . 
highly pertinent; it will resemble the best - 
“documentaries” in its use of real persons — 
and places whenever possible. However, the © 
use of known actors and dramatic effects 
such as background music does not neces- 
sarily militate against the success of a film 
in putting across information and con- 
cepts. A. good film of the Hollywood type 
will probably be more effective than a 
dull version of the traditional training film. 
Small group discussions under skilled 
leaders should follow the films. 

Didactic lectures axe generally not as 
effective as films and anecdotal accounts. 
To make them more effective, visual aids 
should be employed, special dramatic ef- 
fects should be introduced, and various 
techniques to bring about audience partic- 
ipation should be utilized. 

Demonstrations should be made as vivid 
as possible, should be characterized by the 
emergence of positive methods to deal with 
whatever may arise, should not embarrass 
trainees or force them to demonstrate fail- 
ure, should be brief, and should be followed 
by small group discussions. 

Personal participation provides feelings 
of familiarity and mastery of prototype 


n 
situations. Benefit derives from participa- 
tion in mock interrogation procedures, for 
example, if these are preceded and fol- 

- lowed by expert briefings by someone out- 
side the interrogation situation, and if the 

- . overall effect is the demonstration to the 

- trainee of some measure of success. The 

—. endurance of some discomfort may actually 

; be helpful ; physical pain or injury need not 

- occur. Torture is usually associated by 

trainees with the interrogation situation 

(the “third degree") or with the coercion 

. situation (“false confessions”). 

= The trainee should be made familiar with 

- the fact that physical and psychological re- 

~ actions to stress will occur as the individual 

- utilizes various means of adaptation. It is 

- important to emphasize that there will 
always be an opportunity for some sort 

. of an adjustment, and that the exercise of 

- flexible and adaptive behavior (within the 

—. limits posed by the Presidents Code of 

Conduct) will facilitate such an adjust- 

ment. 

_ The potency of a situation to evoke a 

_ fear reaction is governed by its meaning 

= to the individual in terms of (a) actual 

_ previous experience, and (b) fantasied or 

symbolized threat. The unknown always 

- has a high fear-producing potency be- 

. cause the imagined threat is not limited 

by the reality of previous experience. In a 

H recent experiment, Grinker(10) found that 

_ simply putting a subject into a strange lab- 

p. oratory provoked a more marked degree of 

.. anxiety than did deliberately inflicted psy- 

. chological stresses in that same laboratory 

. . en subsequent occasions. There are many 

. . other clinical and experimental data to bear 

: . out the value of dispelling the fear of the 


unknown. Furthermore, training that famil- 
. jarizes an individual with the nature of 
— fear reactions will help him to accept his 
= own emotional responses to stress and will 
= leave him better prepared to control his 
reactions when such control has major sur- 
vival value. 

While experience helps to dispel the fear 
of the unknown, it may either diminish or 
enhance the potency of the stressful situ- 
ation according to the altered meaning of 
the stimulus to the individual. The fear of 
pain may be more stressful than the pain 
itself. On the other hand, an experience 
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may be both frightening and painful, yet its 
repetition may be less stressful because it 
is now familiar, because its limits have been 
perceived, because the memory and imagi- 
nation of the individual enable him to 
equate it with other known experiences, 
and because defenses have been developed 
through fantasied re-experiences during the 
interval. A man's resistance to deliberately 
inflicted pain can be reinforced by the 
knowledege that it is highly unlikely that 
he will be killed or prematurely injured, 
that there is a "ceiling" of pain perception 
("it can only hurt just so much"), that if 
he faints he may be released, that he is 
entitled to protest and act out his feelings 
of righteous indignation because it is 
against the enemy's own ground-rules to 
resort to brutal torture, and that it is likely 
that a good show of resistance will mean 
that he'll be left alone in the fuiwre. 
Similarly, other stressful situations can 
be rendered less potent by a combination of 
information and previous experience. In- 
dividuals can adapt to presumably inedible 
diets, and it has been found that an ex- 
perience with objectionable food may make 
future use of it easier even for the man 
who was previously nauseated by it. A man 
can learn that it is possible to go for 10 
days without food, that he can travel 1 
miles or more during that period with prop- 
er pacing, that hunger pangs often dimin- 
ish after 72 hours, that he can go for 6 
months on half of his usual diet, and that 
no serious or permanent ill effects will re- 
sult from such experiences. This informa- 
tion can be made doubly meaningful by 
training that involves a long trek on short 
rations. Such knowledge and experience 
may spell the difference between surviv! 
and death. It may also be of great value 1 
coping with the threat or practice of foo 
deprivation in a POW situation. The pr^ 
oner need not die or collapse psychologt 
cally because of the fear of star 
Neither should he starve when nouris 
ment is available in the form of unfamiliar 
but edible substances. n 
Recent experiments with isolation of i 
mans suggest that the first experience a 
usually the most disturbing. Knowledge 
this, and knowledge of many peer 
psychological maneuvers to mam 
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imity during periods of solitary con- 
ent, may make it possible for an in- 
ual to deal rather effectively with 
highly stressful situation. The captive's 
‘@lectiveness will be increased by a clear- 
knowledge of (a) the enemy's motives 

jn utilizing such a method, (b) what the 
"enemy anticipates that the prisoner’s re- 
action will be, and (c) the knowledge that 
—fhe prisoner is not wholly without assets 
‘in this situation. He should realize that the 
captor may have a demanding timetable. 
.He should appreciate the fact that the cap- 
"tors threat of indefinite solitary confine- 
ment is probably a bluff, and that the cap- 
dor hopes that isolation will make the 
"prisoner more suggestible and more de- 
‘pendent upon his interrogator. He should 
be able to ask himself why it is necessary 
for the enemy to go to such elaborate ex- 
tremes to bring about a given effect. If the 
enemy attempts intensive indoctrination 
after a softening-up period of isolation, the 
Prisoner should know that there are ways 
of “not hearing” what is said; that he can 
Oppose the captor's suggestions with con- 
trary autosuggestions ; and—most import- 
Ee he can listen to and accept some 
E^ ard without necessarily losing 
1 les of critical j - 
iom of thought. judgment and free 
L. E trainee should know that simple 
» Sos for Period up to 5 days 

à se serious harm, injury, or in- 
E If he knows that occasionally a pris- 
Om forced to stand for 48 hours 
E, Eu eep, he should know also that 
E oe if the prisoner be- 
aie Wes —the enemy will permit 
hien delirious reaction is not too 
= © stimulate, and such a stimulation 
E ae a worthwhile defense. The 
E. o should know that there are many 
Bs. ^ ian. d a little sleep, and that 
| ^ cht er difficult situations (e.g. with 
Siologi ral, on) is still worthwhile and phy- 
E. : E many other forms of stress that 
> of war may encounter. It is par- 

that Eae ant for the trainee to learn 
dares devi of the stress of certain pro- 
Leboperati ves from the captive's unwitting 
T? iple sh With the enemy. A guiding 
should be, “If it’s going to happen, 


make them do it to you; don’t let them 
make you do it to yourself.” For example, | 
the man who stands for 48 hours without 
sleep is going to experience painful swell- 
ing of the legs. At a certain point, he might 
justifiably refuse to stand any longer, — 
despite threats, contumely, and physical | 
abuse. The enemy who is using this method 
is unlikely to inflict serious injury on his 
prisoner. The man who refuses to stand. 
long enough to injure himself may find that 
his captors will substitute some less stress- | 
ful interrogation procedure rather than 
leave themselves open to the charge of un- 
called-for brutality. 

AND 


FALSE CONFESSION, 


INDOCTRINATION, 
INTERROGATION 


Data regarding Communist methods of 
indoctrination are now available. It appears 
that in many ways this activity is highly 
standardized, and also receives a high pri- | 
ority as far as the enemy is concerned. — 
There is good evidence that Americans can 
do well in resisting Communist indoctrin- - 
ation (“brainwashing” or "thought re- 
form"), particularly when they realize the 
true nature of the so-called “lenient policy.” 
Success in resisting indoctrination breeds - 
success in other forms of resistance. Al- — 
though rewards and deprivations are uti- P 
lized by the Communists to reinforce de- 
sired behavior, it is rare for physical brutal- - 
ity to be employed in connection with in- . 
doctrination. Instead, group pressures are — 
exerted. Preparation (through education, . 
familiarization, and psychological arma- - 
ment in the way of resistance techniques) — 
is particularly desirable in the sphere of . 
indoctrination. t 

Such training can pay a double dividend. 
Unwarranted fears of “brainwashing” are — 
dispelled from the minds of airmen who . 
receive such training. In addition their — 
patriotism and their understanding of the — 
basic struggle can be greatly enhanced. 
This type of educational experience is of 
great value in maintenance of morale and 
combat effectiveness, if it can be made | 
personally meaningful. The training situ- - 
ation in a well-organized survival school - 
is geared to make it personally meaningful. — 
The trainee comes to realize exactly why it f- 
is that his country asks him to risk his life. 
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- he asks himself, in some future combat 
situation, "What am I doing here? Why 
must I serve? What am I fighting for? 
What am I fighting against ?" 
The remarks made above in reference to 
indoctrination apply to the issue of the 
- false confession. Of particular importance 
is that aspect of training which shows that 
the "right" thing to do is often also the 
"safe" thing to do. Men who are risking 
apture by Communist forces should be 
oroughly equipped with the knowledge 
that they are entitled to certain privileges 
and rights as prisoners of war under the 
Geneva Convention, and that they sign 
away those rights by signing confessions of 
war crimes." Granted that the pressures 
may be great, and that some men may ca- 
.pitulate even though they are prepared, 
the government owes it to every man to 
uip him with information and training 
o help him protect himself from this par- 
cular depredation of the Communists. 
. If the President's Code is to be carried 
ut, every man must be prepared to give 
nly name, rank, serial number, and date 
f birth in interrogation procedures. He 
uld be prepared for the enemy's tricks, 
. threats, brutalities, and kindnesses. He 
should also be prepared for the possibility 
special pressures such as sleep depriva- 
tion or solitary confinement. He should 
learn to give only his name, rank, serial 
number, and date of birth in response to 
any question that the Geneva Convention 
_ does not require him to answer. If forced 
from this position by overwhelming pres- 
sure, he must be prepared to utilize vague 
and evasive statements, garrulous and cir- 
 cumstantial recitations, and “cover stories" 
if such have been agreed upon. He must 
have a poor memory, be unable to under- 
stand the questions, and appear confused 
and bewildered. 
- . In order to get some notion of interroga- 
- tion techniques and the quality of the in- 
! terrogation situation, the trainee should 
- have the benefit of organized material re- 
- garding usual enemy practices. He should 
see training films presenting this in dra- 
matic form, and should participate in 
_ situations structured to permit him largely 
to succeed in frustrating an "enemy" inter- 
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rogator. Although everyone knows that 
this is play-acting, it still has meaning and 
value for the trainee. Since this was one of 
the most controversial issues of the Stead 
Air Force Base program, a few more words 
are in order. 

In all other forms of training for stressful 
situations, military experience has stressed 
the simulation of reality. The soldier on 
maneuvers knows that the “Blue” Army 
is not a real enemy. On the infiltration 
course the infantry recruit knows that the 
bullets will not hit him if he keeps down. 
The pre-flight cadet runs through flames 
to rescue a dummy from a “burning” air- 
plane. All the accumulated wisdom of 
military training experts indicates that such 
experiences are worthwhile preparations 
for future grim reality. 

Although any stressful situation may 
have either a “sensitizing” or an “immuniz- 
ing” effect, in training situations the latter 
is much more probable. Recent experiments 
by Funkenstein(11) suggest the value of 
the concept of “adaptation to stress in time 
as an indicator of mastery. In military 
training situations it is always more likely 
that exposure to stress will lead to adapta- 
tion. This should be facilitated by pre- 
venting individuals from experiencing gross 
uncorrected failure. Torrance(12) has re- 
cently shown that even supposedly failed 
adaptive efforts in training may have sur- 
vival value and are more likely to be 
“immunizing” than “sensitizing.” If the 
trainee fails, however, special attention 
should be given to insure that he goes 
through the situation again as soon as pos- 
sible, this time to succeed. d 

If the will to survive is to be nurture 
and kept glowing through hardship, dens 
vation, and pain, the trainee must develop 
some understanding of the psychologic’ 
forces on which his life depends. He shou 
understand that fatigue, malnutrition, 
disease may depress his spirits, but that A 
is a reversible process. He should learn t - 
nature of basic group dynamics in er 
of loyalties, identifications, and the ways is 
which individuals can draw strength ps 
the group. He should appreciate the d 
of leadership and prepare for loss in 
leader by learning how to use © 


leaders, a secret group organization, and 
special signs and rituals. 


The stresses 


of survival training provide 


material for a considerable learning ex- 
perience in the fundamentals of mental 
hygiene, which will prove helpful to the 
trainee in many subsequent stress situations, 
combat and otherwise. Success of this as- 
pect of training will depend upon the pres- 
ence and active participation of profession- 
ally competent individuals with a suitable 
background for this type of work. Such 
psychologically trained instrüctors will be 
of value, not only in teaching the trainees 
principles of mental hygiene, but in many 


other aspects 
well, 


of the training program as 


Discussion 


The value of a well-organized, rugged, 


and inclusive t 


raining program for the man 


who may see combat has been established 
and re-established. Yet today there appears 
to be some confusion regarding the motives 


of the military 
our service pe 
that experienc 


of 


authorities who seek to give 
rsonnel the type of training 
e tells us they need. Some 


this confusion may arise from conflicting 


Ew regarding the behavior of our 
oops in Korea, particularly with regard 
to the basis for their deficiences. 

In a widely circulated article (and in 


many persona] 


and tape-recorded lectures) 


Mayer has criticized the performance of 
erican POWs in Chinese Communist 


hands(13 
of the POWs 
and had an 


). He states that a large number 


were lacking in patriotism 


inadequate understanding of 


ae traditions and institutions. These 
sa is s (together with insufficient religious 
ction) are felt by Mayer to be respon- 


sible for th 


the performance turned in by the 


3 as a group which, in his opinion, 


was inad 
with the 


equate and compared unfavorably 
performance of other captured 


Soups (e.g. the Turks) and with the per- 


dnce of American 
ars at other times a 
article specifies that 


prisoners in other 
nd places. Mayer’s 
the shameful per- 


0) 
Tmance of the POW resulted from inade- 


quate 


to ay development. According 
in the con tS of these inadequacies lie 
community, the school, the church, 


the home, and 
the loss of old. 


family. He views with alarm 
fashioned virtues exemplified 


convictions of our ancestors. Mayer sa; 
"The behavior of many Americans in K 
rean prison camps appears to raise serio 
questions about American character.” (13) 
In my opinion many of Mayers con- 
clusions are not justified by the available 
data. I think it is possible to understan 
the behavior of most of the American 
oners of the Chinese Communists in ter 
of the nature of the prison situation, 
pressures that were applied, the war th 
was being fought, the military status of th 
troops that were captured, and their overall ' 
deficiencies in training and preparation for 
the survival situation in which they foun 


achieved without the necessity for rai 
doubts as to the basic adequacy of 
American institutions to prepare the a 
age citizen to enter loyally and effe 
into the defense of his country. 
Studies of military psychology indicat 
that good performance under stress arise 
from two general sources : 1. Positive moti 
vating forces derived from interperson 
relationships within the situation-boun 
group ; 2. Previous experience with simil: 
or prototype situations in which adaptatio 
to stress over a period of time has be 
achieved with an accompanying sense o 
mastery and self-confidence. Without ga 
saying the desirability of a constant im- - 
provement in the characterological qualities | 
of the younger generation, I venture to T 
pose that there is a great deal still to be - 
done within the overall scope of militar 
training that can better prepare our fighting 
men for the many types of stress to whicl 
modern warfare may expose them. iy 
The thesis that good survival training | 
means better combat performance is sup 
ported by the results to date. This makes - 
sense in view of our understanding of fac- - 
tors influencing combat performance. In | 
brief, it may be stated that combat effec- - 
tiveness correlates with high morale and 
with that intangible element called 
"fighting spirit.” One of the most effective: 
stimulants of this spirit is the phenomenon: 


mastered stress. A successful combat mi 
sion has this unifying effect on the crew. 
The successful completion of a tough 


j 


of training has a similar effect, To this must 
be added the value of acquiring a realistic 
appraisal of the enemy, the development of 
a sense of confidence in one's ability to 
survive under adverse circumstances, the 
increased awareness of the value of the 
group to the individual and the value of 
the individual to the group. The latter is 
particularly important, since it must occur 
_ to every airman who attends the Survival 
School that the time, effort, and money 
spent on teaching him to survive after he 
- is down behind enemy lines reflect a genu- 
ine and vital concern on the part of the 
- Air Force for him as an individual. This 
_ awareness increases his feelings of loyalty 
. to the Service and makes him a more effec- 
- tive fighting man. 
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The recent widespread use of the newer 
tranquilizing drugs has brought about, as 
is the case with any new agent, many re- 
ports of the potential toxicity of these 
preparations. These reports have empha- 
sized primarily toxic, allergic or idiosyn- 
cratic reactions, such as jaundice(1-3) 
and agranulocytosis(3-5). The toxic side 
effects inherent in the pharmacologic 
properties of the drugs have not, however, 
been emphasized outside the pharmaco- 
logic literature. 

The phenothiazine derivatives, the pro- 
totype of which is the antihistaminic 
promethazine (Phenergan) with its deriva- 
tives, chlorpromazine (Thorazine), proclo- 
perazine (Compazine), mepazine (Paca- 
tal) and others, all have in common 
varying degrees of anticholinergic atropine- 
like activity (6-9). This blockage of effector 
organs of post-ganglionic nerves is demon- 
Stable in the intestines, pupils, salivary 
glands, and skin(8-9), 
bo : have recently had the opportunity 
did serve such atropine-like actions in a 

nical situation, to a startling extent not 
Previously reported. 


Case Report 


te iue old white male with a well-estab- 
eL. qoos of simple schizophrenia, but 
cns a ead pee admitted to bie 
s e Mount Sinai Hospi! 
et high fever of 3 days’ duration. 

Š herd Prior to this admission he had 
iii ie gs nu at a private mental sana- 
hs tice, © was treated with tranquiliz- 
treatment or the duration of his stay. This 

= nt ed of mepazine (Pacatal) 

mg itd . a procloperazine ( Compazine), 

Se den noted no side effects while on 
SURE Ons, except decreased sweating. 


1 From i 
NY. The Mount Sinai Hospital, New York, 
? Aft i 
Ext a te Paper was submitted for publication, 
4 : N. Y. State J. M. 58: 1877, 1958) 
| al with Pend aving clinical features almost identi- 
n Of our patient, and it is probable that 


Sti 
4 ll other Cases are as yet unreported, 


Three days before admission a sudden 
wave with temperatures as high as 93°F and 
humidity of 60-80% enveloped New Yo 
City. On the second day of this warm spell t 
patient's temperature was found to be 105°F. - 
He was given several injections of penicill 
without any response. The tranquilizers 
continued. Because of the persistence of high 
fever levels of 104° to 105°F he was trans- 
ferred to the Mount Sinai Hospital At the | 
time of his arrival there the temperature in- 
New York City was 90°F. i 

Physical examination on admission revealed | 
an acutely ill man. His pulse was 110/min., BP 
110/60, and respiration 20/min. He was 
lirious, garrulous, and disoriented as to tim 
and place. His face was markedly flush: 
pupils were dilated and failed to react to li 
The mucous membranes of the mouth and th 
skin were entirely dry, though the tissue turg 
and eyeball tension were grossly normal. 
the slightest trace of perspiration was evid 
anywhere on his body. The throat was 
fusely red, and the uvula moderately swoll 
Hard feces were present in the rectal amp 
The remainder of the examination, includ 
a complete neurological examination, was 
tirely normal. 

The admission laboratory studies include 
normal urinalysis, Hgb 12 Gm., a white cell 
count of 6,000/mm with 56% polymorphom 
clear cells and 44% lymphocytes. Nose and 
throat cultures showed Staphylococcus aureu! 
Blood and urine cultures were sterile. Aj 
tination studies for heterophile antibodies, 
agglutinins, brucellosis, shigella, salmo 
and rickettsial diseases were negative. A first - 
strength tuberculin test was negative and 
chest x-ray showed no pulmonary abnorma 4 
ties or infiltrations. A subsequent blood coun 
2 days after admission was again normal with 
a Hgb of 12.8 Gm., WBC 8,200 with a dif- - 
ferential count of 9% band forms, 58% poly 
morphonuclear leukocytes, 30% lymphocytes 
and 3% monocytes. Repeat urinalysis also. 
failed to show any abnormality. p 
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The patient was treated with aspirin and 
covered with a wet sheet upon which a fan 
was directed. Because of his difficulty in 
lowing associated with the dry throat and. 
swollen uvula, he was given intravenous fluids, 
On this therapy alone the temperature fell to 
normal within 8 hours; and the n 


eee d 


Li 
‘cleared simultaneously with the temperature 
fall. The pupils at that time remained dilated, 
however, and did not react to light. The skin 
also remained dry at the time the temperature 
first became normal. Not until 36 hours after 
- admission did the pupils become smaller; and 
p size and light reaction were first at- 
tai ed 72 hours after hospitalization. 
E Perspiration in the axillae and at the base 
of the neck became perceptible some 36 hours 
a admission, and gradually increased to 
_ include face and arms. Not until he had been 
in the hospital for 80 hours, was perspiration 
free and commensurate with the external tem- 
_ perature and humidity. 

.. The patient remained afebrile but a her- 
© petiform eruption about his lips and tongue, 
- and several aphthous lesions on the uvula and 
right tonsillar area, appeared. These cleared 
on local therapy with gentian violet and the 
patient was discharged asymptomatic 12 days 
a admission. 


Discussion 


__ The anticholinergic effects of the pheno- 
iazine derivatives are well known to the 
ma nufacturers of these drugs and appropri- 
ate warnings about constipation and 
- blurring of vision, which are atropine-like 
effects, are included in the descriptive 
pamphlets. The danger of hyperthermia, 
- one of the classical signs of atropine poison- 
ing(10-11), is not mentioned. This hyper- 
thermia, in the case of atropine at least, 
is not a central nervous system phenomenon 
_ but is probably entirely due to suppression 
of sweating with a consequent loss of 
ability to dissipate heat by evaporation 
- (11). If such evaporation is blocked, the 
body relies entirely on conduction for dis- 
_ sipation of heat. In such a situation, the 
temperature differences between the body 
and the external air will determine the rate 
of heat loss. With external temperatures 
approaching those of body temperature, 
leat loss is markedly decreased, and 
hyperthermia results, as it did in our 
patient who was exposed to external tem- 
. peratures above 90°F for several days. 
_ The complete suppression of sweat in 
this case probably resulted from a combina- 
- tion of several circumstances. It has been 
—shown(12) that a combination of Pacatal 
and Thorazine caused more drowsiness, 
_ blurring of vision and dryness of the mouth 
than did either drug alone in equivalent 
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POISONING —- 
dosages. As Compazine is chemically very 
closely related to Thorazine, a synergistic 
action of Pacatal and Compazine may have 
been a factor in the severity of the anti- 
cholinergic reaction. The phenothiazine 
derivatives, though in general anticholiner- 
gic, have quantitatively different actions 
on the various end organs(8). Sweat func- 
tion has been investigated less than other 
autonomic functions because the bulk of 
the investigation has been done on dogs, 
an animal that does not sweat except on 
the foot pads. Consequently, it is possible 
that the drugs the patient had been taking, 
though modest in dosage, had a strong 
and synergistic suppressive action on sweat 
production. 

With the widespread use of tranquilizing 
agents, and the large dosages used in cer- 
tain psychiatric conditions, it is remarkable 
that there are no previous reports of a 
similar hyperthermic reaction, particularly 
since this is neither an allergic phenomenon 
nor an idiosyncrasy to the drug, but repre- 
sents a side reaction inherent in the phar- 
macology of these drugs. 

The treatment of this type of reaction, 
which undoubtedly will be seen more fre- 
quently, is simple. Though physostigmine 
is said to counteract atropine at the end 
organ(10), it should not be necessary to 
resort to such a potent agent with side 
reactions of its own; it should suffice, as 
it did in our case, to provide “artificial 
sweat” in the form of a wet sheet for 
reversal of the most important cause of the 
hyperthermia. Pilocarpine eye drops should 
serve admirably to control the pupillary 
paralysis. However, awareness of the pos- 
sibility of this condition and careful ob- 
servation of the perspiration on hot days, 
particularly of psychiatric patients taking 
tranquilizing agents, should eliminate any 
such cases. It should be noted that the 
effect of the drugs lasts for at least 3 days 
after discontinuance, and therefore ter- 
mination of the medication does not mea 
immediate immunity to the danger ° 
hyperthermia. 

SuMMARY 

A case of atropine-like poisoning mant 
fested by absence of sweating, ni 
thermia, pupillary paralysis, dry mug 
membranes, and delirium, is reportec 


TN [ October o 


| 
i 
i 
| 


e findings are hi to the anti- 
fem properties of the tranquilizing 


i ts of the phenothiazine group of drugs. © 
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APRAXIA, AND APHASIA 


f MENTAL SYMPTOMS AS PHENOMENA OF AGNOSIA, 
4 
^ 


2] Through the years, consideration of neu- 
q rophysiologic problems in mental illness 
D continued. There is agreement that 
—. some physiologic activity in the brain, elec- 
-. trical or/and biochemical, not now easily 
. measured, occurs with every thought or 
emotional experience. 

Regardless of where one's orientation 
lies, whether the emphasis be on psycho- 
genic or physiologic cause, or both, in psy- 
Choses, a theoretical concept of neuro- 

- physiologic activity, drawing analogies to 
= known physical brain defects may be of 

. value. It is evident that there is much pre- 
— cedent for such armchair philosophy in 
= psychiatry. 

I wish to draw attention to the subject 
of aphasia, agnosia, and apraxia and dis- 
. uss whether these clinical entities, well 
. documented as to some of their cerebral 
.. pathways, may help us to study and under- 
_ stand psychoses. Nielson recalls VonMona- 
__ kow's postulate that “psychologic disturb- 
.. ances could not possibly be due to organic 
- lesions of the brain” but “25 years later it 
. became clear that such typically psycho- 

logic disturbances as amnesia for a part of 
the body or the delusion of its absence 
could result from a lesion in a highly speci- 
-. fic location"(1). 

We have learned that Brodmann’s area 
17 in the occipital pole is the primary visual 
center in the cortex and is involved in see- 
ing. But to recognize the objects one sees 
requires the functioning of area 18, just 
dorsal; whereas to be able to revisualize 
and recall to memory images of objects 
- seen before, requires an intact area 19, just 
dorsal to area 18. Furthermore, it has been 
determined that area 18 is divided in its 
function so that its lower portion deals with 
recognition of inanimate objects and its 
upper part, with the recognition of animate 
objects. Similarly is area 19 divided into 
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areas for animate and inanimate objects 
seen. 

In like fashion, in the temporal lobe, is 
our primary perception of sound, separate 
in cerebral location from the recognition of, 
and ability to recall what is heard. Also our 
ability to recognize and to recall to memory 
visual symbols such as letters and words, 
requires the functioning of area 39, the 
angular gyrus(2). 

For an individual to recognize (with the 
help of area 18) what he sees (with the 
help of area 17) also requires neural path- 
ways to areas of awareness and conscious- 
ness which are thought to be in gray matter 
around the 3rd ventricle. It is thereby pos- 
sible to see something and not be aware of 
the perception as in transient “absent- 
mindedness,” as well as to sce something 
and not be able to recognize it at all or to 
recognize some characteristic of it, as in 
cerebral color blindness. There are there- 
fore all gradations of individual difference 
in powers of visual observation, in powers 
of reading recognition in children, in 
powers of auditory recognition and likely 
also in powers of recognition of other sen- 
sations such as pain, touch, smell, taste, 
etc. Is it not possible therefore that the 
variations in response to pain stimuli which 
we see in different patients, are due not 
solely or primarily to emotional differences 
but to variations in the development o! 
ability to recognize primary sensation * 

Is it possible then to postulate that, in an 
illness such as hysteria, neurophysiologic 
activity is hampered so that a form of agno 
sia, or disturbance in recognition oe 
perhaps involving area 18? For exin 
the amnesic patient who does not recog”? i 
his whereabouts and believes he is in i 
strange city, or if animate object rec 
tion is also involved, does not mos 
members of his family. Further ae 
hysterical blindness be related to 1 á 
ference in pathways between the koe 
centers and the areas of awareness, 50 
he sees but is not aware that he sees 


ARTHUR 


And can hysterical anesthesia be a form 
of tactile or pain agnosia, being a defect 
in the recognition of touch or pain, such 
as may involve the sensations of seeing or 
hearing ? 

To interpret and understand our sensory 
perceptions requires neural pathways, not 
clearly known, to wide areas of the brain. 
It is possible then to postulate that in de- 
pressive illness there is neurophysiologic 
aberration “at this higher perceptive level, 
ie. the level of understanding the signi- 
ficance of what is perceived and recognized 
=so that there is an increased and ex- 
aggerated, more intense, alertness to the 
significance of situations perceived. This 
may be applicable to reactive depressions. 

depressions where the patient does 
not know why he is depressed, may he be 
suffering from a form of agnosia or failure 

. to recognize what he has previously per- 

i os (mechanism of repression), after 

haying previously understood its depress- 

ing significance? May not the morose 
| Patient who is oblivious to his surround- 
| ings, also be manifesting a form of hypo- 
Enosia dd cd > take recognition of 
out hi Is it further possible 
MET helps depressives by physically 
dimi ging neural pathways and thereby 
"EE Sal g the increased response to the 
ir of ot experiences P 
.i33y not the manic phase of the 

E illness Asi “a pus physiologic 

son, 1€. increased and exaggerated, 

ions recognition of E, 

happy steaks to pleasant rather than un- 


umerous analogies to the field of 
aphasia may be made in the realm of the 
son(1) E Aiea For example, Niel- 
nike's a hae es the patient with Wer- 
X sia, caused by a temporal lobe 

and recall aang inability to recognize 
Bu ud tory expressions:—“he talks 
flent fai faulty expression, even 

the iod using jargon." Could not 
and neologisms of the deter- 

praecox represent such a physio- 
t is also noted that palilalia, 
tion of sentences or parts of 
seen in some praecoxes, is also 


Parkinsonism and in encepha- 


-——————— . —— EM 


displays the letter of a patient, stating "the 


content resembles schizophrenic word 
salad" but the letter was written by a non- 


psychotic patient suffering from motor ` 


aphasia. : 

Paranoid thoughts, so often seen in dif- 
fuse organic brain disease, may be similarly - 
compared to agnostic defects whereby the - 
patient perceives and recognizes a situation 
but fails to understand its significance — 
which becomes distorted and misinter- 
preted. 

Area 19, posterior to the angular gyrus, 
contains engrams essential to a person's 
conception of his own body ; this area also 
contains engrams related to the sense of 
bodily orientation toward itsel£(2). Could 


pathophysiology of these parts be related | - 


to the sense of unreality and the bizarre 
somatic delusions seen in schizophrenia? . 
The catatonic patient may perhaps be 
understood in relation to problems of — 
apraxia. The apractic individual has dis- . 
turbance in cerebral associations concerned 
with the formulation and execution of a 
motor plan. Can the posturing and impul- 
sive movements of the catatonic be a form . 
of apraxia? The patient with a proved 


cerebral lesion who has an apraxia of swal- — 


lowing will allow the food to remain in his — 
mouth even though it is ready to be swal- 
lowed. This is not unlike the catatonic who ` 
will not swallow food or his saliva. Or the 
neurologic patient with ideational apraxia 
who cannot formulate a plan for motor 
action is not unlike the perplexed cata- 
tonic who will start to answer a question 
or perform some task but never actually 
does so. 

Or to return to the patient with hysteria, 
can the hysterical paralysis of a limb re- 
present an apractic type of defect in the 
execution of a motor plan ? 1 

The consideration of mental symptoms 
in patterns similar to problems of aphasia,” 
agnosia, and apraxia has no scientific basis. 
Such speculation, however, does not refute 
the possibility of psychologic mechanisms 
effecting such phenomena. Perhaps our 
growing knowledge of the chemical and 
electrical functions of the brain will better 


y be evidence of cerebral TOE 
ogy. 
SUMMARY 


ax hypothetical concept is presented in 


hich neurophysiologic similarities are 
iggested between symptoms of mental 
Iness and the phenomena of agnosia, 


apraxia, and aphasia. 
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The folklore of mental hospital practice 

- has been full of ideas about the behavior 

- of the mentally ill. These ideas usually have 

. some basis in objective truth—as does most 

folklore. One segment of such ideas con- 

- Cems seasonal variation in behavior. The 

authors selected one small part of this seg- 

_ ment for the present study. This is the belief 

| that different types of people come into 

mental hospitals at different times of the 
year, 

| If such variation does occur, it is impor- 

tant to know which groups are responsible 

for it and which are not. Treatment pro- 

grams can then be geared to the needs of 

patients entering at certain time intervals 

as well as the maintenance of a continuing 

| Program for these types which do not 

Erici, in general practice would 

| : 0 be able to better prepare for the influx 

d would occur in their practice. It would 
E. 2 be possible to form hypotheses about 
| u" groups for future research. 

Be entire admissions other than 
ES M to the Willmar State Hospital 
(956 pril 8, 1954 through April 7, 1957 
imn) were included in the study. 
ii A s pe had returned to the hospital 
Sealy sence of less than 30 days were 
Ser a it was felt that this group repre- 
Se. scharge rather than admission 
& the Ae) This 3-year period was chosen 
miting See two physicians made the ad- 
Ar s lagnosis throughout the period, 
Within th major socio-economic changes 

qm d segment of society served by 
Wpearea were discernible. Three years 
as tend E the minimum time in which 
Variation rd Muni and accidental 
iio s of the year were determined 
and 9, Min : 1. The conventional seasons, 
leved pas seasons. Since it was be- 
conditi actual experiencing of living 
Ons under varying temperature 

1 The auth ‘ 
Villiam Schofe are indebted to Werner Simon, MD, 
oheld, Ph.D., Howard R. Davis, PhD. 


twi Ends. M.A. for various types of assistance. 
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SEASONAL VARIATION IN THE INCIDENCE OF SEVERELY 
CRIPPLING MENTAL DISORDERS * 


NELSON J. BRADLEY, M.D. AN» RUBEL J. LUCERO, M.A? 


states was important, three members of 
hospital staff were asked to set down what 
they felt were the seasons as experienced 
in Minnesota. Their consensus follows 
spring, April 8 through June 15; summi 
June 16 through August 31 ; fall, September — 
1 through November 7 ; winter, November - 
8 through April 7. In addition to the seasons _ 
proper, the 12 separate months were used 
in the study. a 
The following characteristics of the p 
tients were studied: 1. Sex, 2. Marit 
status, 3. Age, and 4. Diagnosis. Patients 
were subdivided for marital status into the 
following categories: married, singl 
widowed, separated, and divorced. Patients 
were grouped into 10-year intervals startin 
at age 10. Diagnoses were grouped as fo 
lows: 1. All organic diagnoses other 
15 and 17 ; 2. C.B.S. associated with circul 
tory disturbance and C.B.S. associated with — 
disturbance of metabolism, growth, or nu- — 
trition ; 3. Involutional psychotic reactions; | 
4, Affective and paranoid reactions ; 5 
Schizophrenic reactions ; 6. Personality dis- 
orders; 7. Psychoneurotic reactions an 
psychophysiologic autonomic and viscer 
disorders. Mental defectives and those suf- 
fering from transient situational personality — 
disorders were omitted as there were too | 
few patients bearing these diagnoses to — 
allow statistical analysis. : 
The above characteristics were enumer- - 
ated in terms of their actual frequency an 


s j 


P 


RESULTS L 


Only 3 groups showed any reliable vari- 
ation : married, neurotic, and the age group | 
from 60-69. When the married group is- 


us 
nme ^ 


À ü E - 

5 Ice 
"Total married 476 20.239 ,05 
Married minus Not 

neurotics 353 16.500 significant 
"Total neurotics 123 27.700 01 
ied neuroti 85 31.388 01 
Age 60 through 69 149 23.615 05 


. viewed without neurotics it ceases to show 
reliable variation. Thus one is forced to 
conclude that the neurotics were respon- 
sible for a goodly amount of the variation 
in the married group. Removal of all per- 
ons other than married from the neurotic 
group increases the reliable variability 
within it. Thus one is left with 2 groups 
of people who vary reliably, those in the 
ge group 60-69 (regardless of diagnosis, 
etc.), and psychoneurotics (married psy- 
choneurotics show greater variation than 
gle psychoneurotics. ) 


Table II 
PERIODS or GREATEST VARIATION 
IN ApMission RATE 
Period 


Group 


Most admissions ^ Least admissions 
ad through 69 November April 
ried neurotic 
Months June, July, Oct. Dec., Jan., Feb. 
Conventional 
‘Seasons Summer Winter 
seasons Summer, Fall Winter 


_ Of interest also are the periods during 
hich these groups vary (v. Table 2). 
‘he variation of married psychoneurotics 
luring Minnesota seasons as compared 
. with the conventional seasons shows a 
definite relationship between actual tem- 
perature periods and variability in entering 
a mental hospital. Chi-square increases 
from 8.663 (probability less than .05) for 
the regular seasons to 16.349 (probability 

ess than .01) for Minnesota seasons. 

-Of great importance also are those groups 
= which did not vary : all psychoses ; the be- 
- havior disorders; single, widowed, di- 
- vorced, separated, and most married per- 
sons ; all age groups other than 60-69. The 
- total number of admissions did not vary 
4 reliably-contrary to a widely held view. 
; Sex played no role in variation. 


-DISCUSSION 
Gross environmental changes which are 


known to have fairly great bio-social effects | 


stress is a causative factor. There are, of 
course, innumerable stresses that will be 
placed on individual human beings inde- 
pendent of commonly endured ones. Yet 
one would expect a greater incidence of 
crippling mental illness to occur during 
periods of common stress if stress is a 
critical factor. Therefore, it is safe to con- 
clude that illnesses which vary in incidence 
during seasonal changes are more sus- 
ceptible to immediate stress than those 
which do not. 

Two types of stress from seasonal vari- 
ation can be easily singled out: 1. Stress 
from actual temperature changes, and 2. 
Stress from social behavior related to tem- 
perature changes. 

It may well be that persons in the 60-69 
age group are more susceptible to physio- 
logic stress than any other group. November 
in Minnesota may be the month in which 
temperature changes are more radical than 
at any other time. Individuals in this period 
may develop more disease than at other 
times. Younger persons may be able to 
better survive these periods while those still 
older have gone through this period earlier 
without succumbing. More research is | 
needed to determine if the 60-69 age group — - 
tends to be more susceptible to disease 
and/or die sooner than older and younger 
groups. | 

It is pertinent to consider that Willmar — 
State Hospital services a predominantly 
rural section of Minnesota. Replication of | 
this study with an urban population LE 
obviously indicated. An attempt is being 
made to obtain comparable data from Aus- 
tralia to see if the reversal of seasons results — 
in a reversal of results. 

The most and least stressful periods of 
the year on farms correlate closely with the 
incidence of hospitalization of psychoneu 
rotics, The heaviest stress occurs in 
June, September, and October, while nel 
lightest stress occurs during Decem?" 
January, and February. A comparison ui 
tween these figures and Table 2 sho of 
the closeness of the two. If per! ne 
stress in urban areas occur at difeis 
times to rural areas, a replication 0^ == 
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uld give the study apply specifically to rural a 
results. The study must be replicated in an urb 
that psychoneuroses vary while hospital to conclude anything about ur 
psychoses, organic psychoses, areas. i 
ivior disorders do not, is extremely CONCLUSIONS ts 
nt. That the organic psychoses do E i 
is to be expected. However, the l. Persons in the age group 60-69 wi 
the functional psychoses and be- found to vary, entering the hospital 
disorders do not vary lends support frequently in November and least f 
view that predisposition, possibly quently in April. No other age group varies. 
genetic, may be a stronger factor 2. Marital status as such was found to 
than in the psychoneuroses. The play no role in variation in admissions to — 
do not, of course, deny the role that mental hospitals. E 
I stress plays in the determination of 3. Psychoneurotics were found to vary, | 
esse entering the hospital most frequently in 
fact that married psychoneurotics June, July, and October, and least fre- 
ore than single, widowed, separated, quently in December, January, and Febru- 
psychoneurotics, is also very ary. Married psychoneurotics showed the 
It may be that social pressure greatest variability. 
on the married psychoneurotic 4. Persons suffering from organic psy- 
Lon other psychoneurotics. choses, functional psychoses, and beha 
luch further research needs to be done disorders do not vary in terms of the ti 
p. ae The present study pre- of year that they enter mental hospitals. 
few facts and hypotheses derived 5, No sex differences nor variability with 


m which can be used as a spring- i Js fs 
ther research, respect to times of admission to men! 


hospitals were found. 
6. No reliable differences in terms 
absolute numbers of patients entering men: 
Characteristics of 976 consecutive tal hospitals at different times of the 
ions to the Willmar State Hospital Were found. i ; 
| period of 3 years were studied in 7. The authors concluded that immediate 
of their variability within months and stress plays a more important part in the 
the year. Various facts leading to development of mental illnesses in tho 
emerged from the study. The patients who varied than in those who d 
tion was stated that the results of not. 


SUMMARY 


X DELAYED COMPLICATIONS OF ECT — “CRUSH SYNDROME” 


Report or A FATALITY 


B ` RONALD McNICHOL, M.D.1 


A recent comprehensive survey of deaths 
associated with electroconvulsive therapy 
. (ECT) by Impastato( 1) reveals an average 
mortality rate of 0.1%. The rate varies from 
. 0.0252 in the age group 20-30, increasing 
to 0.5% in the over 60 group, being maxi- 
mum in the "poor risk" group where it is 
estimated by Kolb and Vogel, Impastato 
and Almansi, Alexander et al (2,3,4) to be 
- as high as 1.0%. The results of ECT continue 
_ to justify the use of this therapeutic method 
_ despite the risk involved. The total of but 
_ 254 deaths reported in the literature would 
seem to substantiate this opinion although 
it is at the same time evident that there are 
other fatalities which have not as yet been 
reported. 

_ A review of the above survey discloses a 


_ tendency to emphasize those complications 
_ where significant symptoms and signs de- 
-velop in close temporal relationship to the 


ECT. This tendency is exemplified by the 
high proportion of deaths which were due 
“to cardiac arrest, cardiac rupture, coronary 
thrombosis or cardio-respiratory failure, 
where grave signs occur early. The related- 
- ness of ECT to death is not so readily seen, 
_ however, in those cases where the temporal 
relationship is more remote. An example of 
Such a case would be ECT-fracture-pneu- 
onia-death where death is primarily 
related to the pneumonia and only tertiarily 
to the ECT. 
__ A condition of the latter type which to 
date has received little attention is that of 
renal failure secondary to ECT. Only 4 of 
the 254 deaths were attributable to renal 
complications as reported by Clute and 
Fitzgerald, Goodman and Napier(5,6,7,). 
"The seeming rarity of this syndrome might 
well be due to failure in recognition and/or 
reporting. It therefore appears pertinent to 
describe a further case of renal failure 
following ECT where a crush type injury 
was present. There is need for an increasing 
awareness of not only this hazard, but also 
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of other possible delayed complications of 
ECT where the relationship of cause and 
effect is not yet apparent. Anticipation of 
them will result in more effective manage- 
ment. 

Crush syndrome was first described by 
Minami(8) following World War I but 
really did not come into prominence until 
World War II when it was found to be the 
most frequently fatal renal disorder in mili- 
tary personnel. Bywaters and Beall(9) de- 
scribed the pathology of thé syndrome in 
1941 using the term “crush nephritis.” 
Lucke(10) reported on the etiology of 
“lower nephron  nephrosis' in 1946. 
Boyd(11) discussed the etiology and patho- 
genesis again in 1955 citing the work of 
Trueta(12). There is still no unanimity of 
opinion insofar as the precise pathogenesis 
is concerned. Crush syndrome is probably 
best considered as a subtype of lower neph- 
ron nephrosis, 

Goodman(6) was one of the first to re- 
port lower nephrone nephrosis (LNN) in 
association with ECT. He also described 
changes in renal function directly related 
to ECT as evidenced by significant altera- 
tions in the urinary constituents of patients 
thus treated, These effects appear to be 
due, at least in part, to the changes in renal 
circulation produced by stimulation of area 
13 (orbital gyrus) as described by Livings- 
ton(13). These changes were more mark 
where evidence of prior renal damage €X- 
isted. Treatment of LNN is most effectively 
carried out by use of the artificial kidney. 


Case Report : This case? was not diagnosed 
prior to death and therefore certain portes 
information is not available. The patient, B.G» 
a 43-year-old, single, white male was "1 
mitted to this hospital on December 14, 1938, 
at the age of 24, the determined diagnosis 
being dementia praecox, paranoid type. B 
and early development were not unusuP* 


? Appreciation is expressed to Dr. Philip pe 
of the Pathology Department for helpful advice oto- 
Miss Eulenberger for the tissue sections and y 
micrographs. 
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Educational and behavioral history were not 
unusual until after the patient was 11 years 
of age, when there was noted a gradual and 
progressive withdrawal from external relation- 
ships until by the age of 24 he exhibited the 
signs and symptoms of a full-blown psychosis. 
On admission to hospital complete physical 
examination, urinalysis, blood serology, com- 
plete blood count, chest x-ray and EKG were 
all within normal limits. His behavior was 
marked by withdrawal from personal relation- 
ships, paranoid ‘delusions, flattened affect and 
unrealistic thinking. He received 12 ECT be- 
tween 12/18/41 and 1/27/42 with little, if 
any, improvement, His general demeanor 
varied little over the following years. A rou- 
tine chest x-ray on 8/6/48 revealed moder- 
ately advanced pulmonary tuberculosis involy- 
ing both lung apices. He was transferred to the 
tuberculosis unit where appropriate measures 
were instituted, Serial chest x-rays were done 
over the next several years and he was treated 
with an iso-nicotinic acid derivative plus 
Streptomycin and by 9/2/53 a chest x-ray was 
read as showing “inactive healed tuberculosis.” 
Further serial chest x-rays bore out this opin- 
ion Random urinalyses over the years until 
Just prior to his final illness revealed no ab- 
pa malities, Blood pressures were recorded in 
e near vicinity of 120/70. Nothing note- 
worthy occurred until he was started on Thora- 
T on 4/ 12/56 because of increased nega- 
ew Questionable benefit resulted and it 
às discontinued on 8/1/57 in favor of ECT. 
À Y pay a total of two ECT on consecu- 
Mia 8/7/57 and 8/8/57. Both treatments 
ta e in grand mal seizures. The patient 
ia oes of pain in both hips following the 
decl treatment and shortly thereafter evi- 
U 70/4 the signs of shock, Blood pressure fell 
id i pulse rose to 132 per minute, respir- 
ED Gore to 32 per minute. Supportive 
sins ere instituted at once and included 
other 1 Cs, a pint of cross-matched blood, 
Sad intravenous therapy, etc. X-ray of the 
Ye that time revealed, “intertrochanteric 
ian xn both femurs with lateral displace- 
ck e shaft of the left femur." Blood pres- 
ui MM at shock levels for about one 
God ing the accident, stabilizing at 
don levels thereafter, The pulse rate re- 
duration of 1, dEhtly elevated level for the 
uus of his illness. By 8/10/57 the blood 
at this diee noted to be 160/100. It persisted 
Odi *vel until his death on 8/18/57, at 
ed * reaching a peak of 205/105. These 
A E bed not related to any medication. 
de Ute for the first 8 days of his 

; Average output varying from 500 


to 600 ces. His urinary output rose 
by 8/17/57 totalling 3,000 cc. in 24 hot 
This was followed by an output of 2,400 cc. 
in the next 24 hours preceding his death. 
Urinalyses on 8/13/57 and 8/15/57 revealed | 
a S.G. of 1.015, no sugar or albumin, ma 
granular casts and occasional RBC'. 
on 8/14/57 was noted to be 68 mgs/4. | 
patient developed moderate respiratory 
tress on 8/17/57 and was intubated. Moderate 
generalized edema was also noted at i. 
time despite adequate attention to fluid bi 
ance. He ran a low-grade fever throughout th: 
last 8 days of his illness but never evidenced 
localizing signs. Dyspnea increased markedly 
over the 24 hours prior to his death. It à 
thought that an impaired airway may ha’ 
contributed somewhat to his death sin 
respiratory difficulty persisted despite frequei 
suctioning. 


AUTOPSY FINDINGS 


Death was due to renal insufficiency : 
evidenced by the generalized edema and th 
specific renal lesions. Massive muscle des 
tion was noted in both upper thigh regions. — 

Both kidneys were greatly swollen, the left | 
weighing 210 grams, the right 190 grams | 
(Fig. I). The cortices were swollen to 
width of 15 mms. and showed vertical, lin 
red streaking, The ureters and bladder reve: 
no abnormalities. 

The spleen was markedly swollen, weig 
250 grams. The liver was also much swo 
weighing 2,070 grams. : 

The heart weighed 330 gms. -being o 
wise essentially normal, except for minim 
dilatation of the right ventricle. 

The lungs were within normal weight limi 
and exhibited nothing of significance except 
evidence of healed tuberculosis in the apic 
and a small atelectatic area in the right low 
lobe. 

The brain was swollen and edematous, 
weighing 1,520 grams. Y 

The thyroid gland showed atrophy. , 
remaining endocrines were essentially normal. - 

There were fresh erosions of the ga 
mucosa with digested blood in the intes 
These were considered to have been of uremic - 
origin. a 

Microscopically, the most significant lesions - 
were found in the kidneys. The glomeruli w 
essentially intact although an occasional 
showed scarring and others swelling 
epithelium of the convoluted tubles exh 
marked degenerative changes with vacuolation, 
swelling and granulation (Fig. 2A, Fig. 3) 
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Staining with Sudan III revealed insignificant ECT, appeared to be significant, since they 
amounts of neutral fat in these cells, Frequent contributed to the crush type injury present 
casts were present (Fig. 2B). These did not in this case. 
stain for iron. 
The liver showed intense swelling of the 
epithelial cells with sparse, fatty deposits. 
The brain and endocrine organs revealed no 
significant changes. 


SuMMARY | 


À case of crush syndrome following ECT 
is reported. It emphasizes the need to an- 
ticipate such complications. There are 
probably other delayed complications in 
which the relationship to ECT has not yet 
This case offers several possibilities as been recognized. An increased awareness 
. causative factors for the renal insufficiency. of their potential occurrence is essential 
_ We have to consider the condition of shock if earlier and more adequate management 
1 which was initially present, the massive of them is to result. Careful autopsy studies | 
destruction of muscle associated with the are necessary for the broadening of our | 
- fractures, the blood transfusion (which was knowledge in these areas. "Was man weiss, | 
` cross-matched) and the specific effects of man sieht.” 


DISCUSSION 


.. ECT on renal function, particularly where BIBLIOGRAPHY 
y ‘previous damage is present. 
_ Since the blood transfusion was cross- ^ l. Impastato, D. J.: Dis. Nerv. Syst. 18: 


— matched, it is considered to have been of 34, 1957 

much less significance than the obvious | 2. Kolb, L. C., and Vogel, V. H.: Am. J. 
massive destruction of muscle tissue, The Psychiat. 99: 90, 1942. Y. 
-— specific effects of ECT do not apply since 3. Impastato, D. J., and Almanst, R. : N. Y. 
- renal function was normal prior to ECT. State J. Med. 43: 2057, 1943. 3 Ga 
- A combination of factors is, of course, pos- 4, Alexander, S. P, bk ome 22 
__ sible, but shock and muscle destruction are Lewis, W. H. : -A.M.A. 161 : 577, š 


; i G. W.: | 
. preferred as the causative agents here. Sx Eine, SK c ls pedi Eitgerald, | 
Z j s Canad. M.A.J. 59 : 426, 1948. 

— _ The low-grade fever, without localizing 6. Goodman, L. : J. Nerv. & Ment, Disease | 


- signs or symptoms, is presumed to have 112 : 130, 1950. 
been due to the resorption of breakdown MOI 


T 


i P i : 875, 
products from the fracture sites. BUS d = Anan Va a 
e hypertension is considered to have 8. Minami, S.: Virchow’s Arch. f. path. 
[s been of renal origin in the absence of other Anat., 245 : 246, 1993. 
. cause, The edema is an expécted concomi- 9. Bywaters, E. G. L., and Beall, D. : Brit. 
. tant of their renal syndrome. Med. J. 1: 427, 1941. 
-.. Although we experienced terminal diffi- 10. Lucke, B. : Mil. Surgeon 99 : 371, 1946. 


culty in maintaining an intact airway, this 11. Boyd, William : Saunders, 1955. 
could have little relation to the definite 12. Trueta et al. : Lancet, 2,237, 1946. 
renal pathology found at autopsy. 13. Livingston, R. B. : A Research Nerv. & | 
The bilateral fractures of the femurs, in Mental Dis. 27th Annual Meeting, Dec. 1947, | 
themselves uncommon complications of  N.Y. | 
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— While the phenomenon of multiple per- 
sonality only occasionally appears as a dis- 
— tinct clinical entity, nevertheless each case 
apparently makes clinicians wonder about 
the usual holistic attitude toward person- 
ality. Prince(5), who is well remembered 
his case presentations, questioned 
Strongly the postulate of the unity of per- 
F Sonality. The early writings of Breuer and 
Freud(2) also made much of the phenom- 
_ non of dissociation, and the very popular 
ease of Thigpen and Cleckley(7) has re- 
cently stirred the imagination of clinical 
Workers, There have been, additionally, ex- 
Perimental attempts to demonstrate major 
ges in personality(1,3,4,6.). 
Peculiar to the reported cases of multiple 
Bates in any one personality often is 
“r connection and discovery by hypnosis. 
some of the experimental cases, subjects 
Er hypnotized and asked to play different 
SS, Or were given suggestions to shift 
m à mood of depression to a mood of 
on(3,6). Upon such suggestions, 
ges in personality were clinically noted. 
* present study is a theoretical and ex- 
ental attempt to clarify the prob- 
Bn. and to Suggest that though clinically 
» multiple personality is perhaps observ- 


| 

able j 
7 le in many cases when the factor of mem- 
E O is considered, 
a 
| 


A and others have noted that more 


c e distinct "personalities" may be 
terms i; 2 given individual. A definition of 

“The te ect for better understanding. 
= ime has been used in a 

= © refer to the emotional, cog- 
ES and general dee 


E 


fa total mental make-up 
tole 
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MULTIPLE SELF CONCEPTS AS EFFECTED BY MOOD STATES 


A. Z. ORZECK, PH.D.!, C. McGUIRE, PH.D.? 
AND E. D. LONGENECKER, PH.D.* 


While no effort is here made to directly — 
define “personality”, some better clarifica- 
tion is offered for the terms “role” and a 
"self". A role is here defined as behavior 
and concomitant valuation which is specif- 
ic to a situation. It usually is seen as be- 
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havior and valuation for a specific societal 
institution, such as the institutions of poli- 
tics, economics, family, religion, education, | 
and social play. But role behaviors can be — 
even more specific than these broad areas 
permit, and more than one value and be- 
havior may be held within a single institu- — 
tion. Role behaviors and values may change — 
from role to role and knowledge of one 
role gives no necessary clue to any other. . 
There are as many possibilities for role 
behaviors and value choice as there are . 
roles to play. Examples of role values are : 
“I like Mary's dancing.” “I dont like » 
Mable’s humor." These statements are spe- 
cific to individuals in a social context. "I r^ 
favor women in industry.” “I favor women —— 
in politics but not for the office of pres- 
ident" These statements are specific to — 
women for the economic and political roles ~ 
respectively. Consistent concomitant be- 
havior would presumably accompany these 
value statements. Each statement expresses 
a value which cannot be generalized neces- — 
sarily to wider contexts of value orienta- 
tion. The assertion of a role value does not 
indicate any other role value (and con- 
comitant behavior). 

A self value cuts through many role 
values, is more general, and cannot be acted — | 
upon except through the medium of its 
many roles. Examples of self values are: 

“I like people.” “Most women are kindly." 
These are value statements which are sum- 
mations of the collected values (and be- 
haviors) found in specific role situations. — 
One may say he likes people generally, but 
the extent is not indicated. Furthermore, he 
may hold a directly ambivalent value to — 
some extent. The assertion of a self value — 
indicates its opposite to some extent. An- . 
other way of stating the issue is that for | 
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all general (self) values there is a positive 
and negative aspect. 

According to the distinction here made, 
more than two changes of personality prob- 
ably involve the changing of roles in addi- 
tion to selves. For example, the states of 
Eve White and Eve Black in the Thigpen- 
Cleckley study may be seen as a shift in 
roles, representing one maladjusted self, 
while the state called Jane may be consid- 
ered a distinct adjusted self. Both Eves 
displayed specific kinds of behavior which 
can be seen as the roles of over-responsible 
mother, and later, office worker, as opposed 
to the role of irresponsible, carefree co- 
quette. While these may be considered dis- 
tinct roles, both Eves had in common a 
similar basic problem typified by a difficulty 
with sex. This, then, is a single item of 
evidence that both roles had a common 
core or self. Both roles were but two ways 
of handling the same neurotic (self) prob- 
lem. Jane, on the other hand, while also 


_ capable of behaving in different roles, ap- 


peared to be mature, responsible, and free 
from the sex problem. 
. While the preceding example designed 
to illustrate the theoretical discussion is 
quite dramatic, in the course of normal 
clinical practice a similar phenomenon may 
be observed, though less conspicuously. 
Regardless of particular pathology that a 
person may display, clinicians are used 
to looking first to see if the behavior in 
question is pathological or healthy. After 
determining that "something" is wrong, the 
diagnosis may be refined. The person may 
be maladjusted, or his reality orientation 
may be defective in some respects. Very 
often patients confirm this when they say 
they feel like two people. And almost every- 
one admits that he has an ambivalent at- 
titude about major values, often apologizing 
for regrettable behavior by saying, "I wasn't 
myself at the time." A major division of 
orientation may be "read out" of ambivalent 
behavior (if not "read in" !) and the experi- 
ment to be presented was designed to tap 
dual value orientation in ordinary people. 
With the decision that personality is first 
divisable into two (not necessarily equal) 
selves, an effort was made to construct a 
scale of self values that would be general 
in statement and would be divided to 


represent those general value statements 
a maladjusted person would make and those 
general value statements an adjusted per- 
son would make. Examples of such state- 
ments were : “I usually like people." “I have 
initiative.” “I can disapprove of my own 
ideas” (adjusted) ; and “I often feel hu- 
miliated.” “I don’t trust others easily.” 
“Usually in a group I feel quite alone” 
(maladjusted ). Since the initial selection of 
statements was somewhat subjective, an 
attempt was made to validate them against 
the judgments of a number of clinicians. In 
a preliminary study, 10 psychologists at the 
University of Texas were asked to judge 400 
statements as being either the kind of state- 
ment a maladjusted person would make or 
that an adjusted person would make. One 
hundred verified statements (agreement of 
8 out of 10) were then added to a similar 
100 statements and sent as a questionnaire 
to 900 psychologists who were asked to 
judge them similarly. There were 124 re- 
plies to the questionnaire and out of the 
900 statements submitted, only 30 failed to 
reach the .01 level of confidence in a two- 
cell chi-square test. Only 15 of the original 
100 statements failed to qualify. A scale 
was then easily constructed consisting of 
100 self-reference statements, 50 labeled 
“adjusted” and 50 labeled *maladjusted."* 


HYPOTHESIS 


With the creation of a standard set of 
self-reference statements, a method was 1°- 
quired for tapping the proposed two sides 
to norinal personality. While any mood may 
accompany a state of negative valuation, 
depression was considered most likely to 
elicit such values, and elation was chosen 
to elicit positive values. Initially, then, @ 
decision was made to have subjects pone 
plete the 100 item self-scale once in à sta 
of depression and once in a state of poss 
A question of memory for each adminis 
tion was involved and memory had to : 
controlled. A method for inducing ae 
moods and controlling for memory was f 
quired and hypnosis appeared to tions 
ideal technique. With these considera 

4The semantic terms “extensional” and a. 
sional" were first employed to label the eee 
but the more usual terms “adjusted” anc iter, 
justed" apparently communicate the meaning 
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in mind, an operational hypothesis was 
then proposed : a single human organism 
may display two selves, self A selecting 
self-reference statements which are signif- 
icantly more adjusted than maladjusted in 
orientation to describe the “self I am” and 
the “self I am not” under hypnotic elation ; 
and self A! selecting self-reference state- 
ments which are significantly more malad- 
justed (compared with the set for the other 
. mood) to describe the “self I am" and the 
“self I am not” under hypnotic depression, 
_ the experimenter, the instrument, and the 
experimental conditions being otherwise 
constant from one occasion to another. 
4 
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METHOD 


Part of the design of the experiment is im- 
plicit in the hypothesis stated above. A con- 
trol condition was included whereby each 

- could respond to the self-reference instru- 
| et in a prehypnotic waking state. Each 
provided his own control. Equal numbers 
| : males and females were required to de- 
e Whether or not there were sex 

i erences for the 3 states. Sets of observa- 
éd obtained from 20 Ss., 10 males 

0 females, ranging in age from 17 to 
boa were volunteers from undergraduate 
ia in educational psychology. Follow- 

§ an orientation lecture on the topic of 

ape volunteers for the experiment 
N inen for suggestibility by means of 
kan a test. Those who could not 
Saa eye hands after brief suggestion 
rion of se © serve as subjects. The crite- 

E: ect bility was adopted to assure 

Nw ae of Ss. probably susceptible to 
i Bo uction. Therefore, the sample 
teers libe] in that potential Ss. were volun- 

E Z to reach à deep trance without 
simple EMI Criterion for inclusion in the 

am s whether or not the potential 
f pass two posthypnotic checks on 
Tance and the suggestion to for- 


The Sets of obsery 


Were 100 
p Eteference » 


) ations for the experi- 
= ren from a constant set of 
m „Statements made in a pre- 
c DN state, in the kypuotic tie 
: ^7. nd hypnotic elation states with 
tation. m. to forget after each adminis- 
Sond to Outine instructions were to re- 

€ach of the 100 items by checking 
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either "self I am" or "self I am not". A doubt 
column (?) was provided if the S. wished - 
to avoid a forced choice. The responses in - 
the waking state were classified as ^pre- | 
hypnotic” (PH.) and derived scores from 
the PH. responses were employed as a con- 
trol for those in the hypnotically induced - 
moods. 

After completing the 100 items on the | 
self-reference scale for PH., the S. was hyp- - 
notized. When he reached a point where he — 
could respond to a suggestion to forget, the 
experimental moods were induced. As a - 
criterion of depth of trance, the S. was | 
asked to forget a common bit of knowledge — 
such as the name of the city. Memory was - 
restored by the same sort of suggestion that — 
was used to urge the S. to forget. : 

The S. then was instructed to become | 
very depressed, the E. employing words | 
which lacked specific context. The type of - 
suggestion was as follows: “I want you to — 
feel poorly, very poorly, miserable.” The - 
pattern’ was continued for a minute or so - 
until the S. confirmed a feeling of depres- - 
sion. Then he was asked to forget all that 
had happened before that moment but to | 
retain the mood. When the S. confirmed loss | 
of memory, the E. gave instructions to open | 
his eyes without waking up. The S. then was 
instructed to fill out the self-reference scale — 
in the manner of the first operation. Upon | 
questioning, no S. admitted remembering - 
the first experience of responding to the - 
scale. The responses in the induced mood | 
were classified as “hypnotic depression" - 
(HD.) and the derived scores were em- - 
ployed to represent self A.* 

Next, the S. was asked to close his eyes - 
and forget all that had transpired to that 
moment. The E., by suggestion, gradually 
brought the S. out of the depression and 
induced a state of elation. The type of sug- — 
gestion was : "I want you to feel happy, - 
very happy.” When elation was confirmed, ~ 
the E. reminded the S. that nothing had 
happened before. When loss of memory 
was established, the S. was again told to 
open his eyes and asked to respond to an 
identical self-reference scale in the manner 
of the previous operations. The responses in 
the induced mood were classified as "hyp- 
notic elation” ( HE.) and the derived scores | 
were employed to represent self A. 
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. .. Before being awakened, the S. was given 
a posthypnotic suggestion to forget all that 
- had happened during the total experience 
= until a particular signal was observed. An- 
= other simple posthypnotic suggestion was 
. employed to further confirm the depth of 
_ trance. The S. was permitted to retain the 


To make comparisons, items selected by 
a S. were scored in terms of acceptance or 
rejection of the statements according to 
predetermined orientation. An item checked 
"self I am" which had been judged to be 
adjusted by the 124 psychologists was 
. assigned a value of “I” for adjustment, An 
item checked “self I am not” which had 
_ been judged to be maladjusted also was 
— given a score of "1" for adjustment. The 
assumption was that a denial of maladjust- 
ment implied an adjusted orientation for 
_ that particular statement. In a similar man- 
2 ^ ner, scores for maladjustment were derived. 
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Comparison Between Mood States. — In 
the case of each of the 20 Ss., a simple 4-cell 
contingency table yields a sum chi-square 
and a probability. Three Ss. showed a signif- 
icant difference in the PH. and HE. com- 
parison (F2, F8, and M2 in Table 1). 
These 3 Ss. plus 7 more showed a significant 
difference for the PH. and HD. comparison 
(F1, F3, F4, F9, M1, M3, M9). These 10 
Ss. plus 4 more showed a significant differ- 
ence for the HD. and HE. comparison (F6, 
M4, M8, MO). A total of 14 Ss. apparently 
bear out the hypothesis that a shift in ori- 
entation occurs with a change in mood 
state. Four of these Ss. showed a shift only 
in the extreme states, i.e. HD. and HE. 
comparison, but did not show a shift in the 
PH. and HD. comparison since their PH. 
Scores were not as adjusted as their HE. 
scores. For the 3 Ss. who showed significant 
difference in all three comparisons, there is 
a suggestion that they were more suggesti- 
ble to change of mood and to concomitant 
value orientation and that their PH. state 
represented a midway point between ex 
tremes. 


TABLE I 


PROBABILITY OF A DIFFERENCE IN PROPORTION OF ADJUSTED 
AND MALADJUSTED SELECTIONS FOR THREE COMPARISON STATES 


Prehypnotic- Hypnotic 
Hypnotic Depression- , 
Depression Hypnotic Elation 
Sum X? P Sum X? P : 
30.56 .001 33.54 p 
19.13 .001 67.67 y 
31.45 .001 33.37 re 
8.24 01 510 : 
.08 ETR 2 po 
1.64 ER 5.60 02 
1.21 X 1.2 NE 
32.37 .001 56.17 M 
8.01 .01 12.07 : 
1.02 AER 3.02 vein 
11.12 001 7.22 P 
63.40 .001 39.14 “oot 
47.16 .001 64.98 T 
1.00 Buy 6.26 : 
.88 1.62 op 
.10 .36 
1.09 3o .90 
AA KS 6.50 
56.13 001 38.94 
91 cM 9.50 


Discussion 


The conclusion was reached that 14 of 
the 20 persons studied were capable of 
producing a change in value orientation by 
means of an artificial mood inducement. 
Many questions come to mind and a few 
will be considered here, How safely can one 
generalize to the actual population from 
which the sample was drawn ? A departure 

from randomization was apparent by vir- 
- tue of the Ss. being volunteers who were 
-  hypnotizable and who had a predominantly 
adjusted orientation during the PH. state. 
-. Most important, one may ask does a shift 
- in value orientation indicate the presence 
of multiple selves? Did the Ss. lose their 
identity when they changed values? To 
some extent it is speculated that they did 
though presumably they did not forget 
their names, family membership, homes, 
_ 0r other stylistic aspects of their usual en- 
during self concept. In the Thigpen-Cleck- 
ly study, memory was only partially dis- 
rupted. Eve Black remembered Eve White, 
f E not vice versa. Jane remembered both 
ie but they did not remember Jane. 
F addition to this one-way memory, a 
lait of the other segments was noted. 
E peas that the peculiar memory ar- 
Bom and disowning process charac- 
ew the clinical cases. It is here specu- 
nd et had this characteristic memory 
s ns process been produced for 
n. s. by suggestion, it is hard to see 
ple sd Would not have resembled “com- 
*à y different" self structures such as 
n in actual case recordings. 


An experiment was performed to study | 


the hypothesis that two distinct selves occur _ 


when moods are varied. Following a defini- 
tion of the term “self” an experiment was 
designed to produce hypnotically two dis- - 
tinct self concepts by the induction of the - 
moods of depression and elation. Twenty | 
Ss. responded to.an identical self-reference - 
scale 3 times, first during a waking state, 
then under hypnotic depression, followed - 
by hypnotic elation. Memory was controlled | 
hypnotically. The scale consisted of 100 - 
items evenly divided for adjustment and . 
maladjustment. Chi-square analyses for 
each S. revealed that 14 Ss. apparently 
shifted orientation while 6 Ss. did not. It 
was speculated that there was considerable 
similarity between these artificially induced 
value orientations and actual case record- 
ings. INT. 
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REGRESSIVE EST, CHLORPROMAZINE, AND GROUP THERAPY IN 
TREATMENT OF HOSPITALIZED CHRONIC SCHIZOPHRENICS 


PETER D. KING, M.D.1 


Chronic schizophrenics who have been 
hospitalized for more than 5 years form 
_ the largest proportion of mental hospital 
_ populations. Methods of treatment which 
can result in the salvage of these patients 
. have been sought in vain. Chlorpromazine 
— has proven of value in reclaiming some of 
. these patients(2) but the majority remain 
. psychotic. Another possible therapeutic 
. agent is intensive electroshock. 

Recently Glueck, et al(4) offered an en- 
couraging report on the use of regressive 
electroshock therapy (REST). REST was 
given 3 times daily until 17 to 67 treatments 
had been given to produce regression of 
habits to a fully dependent disoriented 
state. Among 74 schizophrenics given 
.. REST, 30 showed early and late “moderate 
_ improvement” to “recovery”. However the 
_ duration of illness of these 30 patients was 

not given, and whether or not the result 
. was due to the REST per se remains un- 
answered because the authors mentioned 
. that the patients had “much nursing care", 
. received chlorpromazine and reserpine on 
; occasion, and were seen two to three times 
_ a day by psychotherapists. 
__ Earlier studies on REST have been re- 
. ported. Kennedy and Anchell(5) gave 11 
to 50 EST to 25 cases of schizophrenia 
_ with an average duration of 4% years, Thir- 
. teen patients improved to the point where 
_ they were or could have been released from 
_ the hospital However these patients also 
_ apparently received psychotherapy. Roths- 
child, et al(9) treated 52 schizophrenics 
who had been sick an average of 6.5 years 
with REST. Eighteen patients were re- 
-.leased or showed “marked improvement" ; 
- however among these 18 was none who had 
— been sick more than 5 years. Thus REST 
had failed to mobilize the group of pa- 
tients in which we are particularly in- 
terested, 
Because of the encouraging reports of 
chlorpromazine and REST it was decided 
to try to measure their comparative efficacy 
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both with and without group psychotherapy 
on chronic schizophrenics who had been 
hospitalized at least 5 years. Since a patient 
who is reported subjectively as “improved” 
may really be worse, and since a patient 
who is released may only be more docile 
rather than less psychotic, objective ratings 
are desirable in any comparison of treat- 
ment methods, 


METHOD 


Malamud(8) introduced a rating scale 
which showed an excellent correlation (.91) 
between interviewers on 100 paired ratings. 
He emphasized the need for such objective 
criteria to evaluate patient progress. In the 
study presented here, a scale similar in 
some respects to the Malamud scale was 
devised. The following 20 items were scored 
0, 2%, and 5, 5 showing normality in an 
item. The scores for the 20 items were 
totaled to give a scale rating. 

1. Sloppy and/or overdecorated. 
2. Unusual or bizarre posture. 
3. Manneristic. 

4. Movements too fast or too slow. 
5. Too tense or relaxed. 
6. Talks too much or too little. 
T. Stereotypies in speech. ' 
8. Mutters and/or looks around as if 

responding to voices. 
9. Blocking in speech. 
. Affect flat or inappropriate. 
. Conversation relevant and/or to the 

point, 
. Orientation : year and location. 
. Exaggerated sense of importance 

(God, devil, etc.) 

. Guilt feelings. 

. Suicidal ideas and/or intents. 

. Hallucinations. 

. Delusions of reference, etc. 

. Somatic delusions. 

. Hostility—too much or too little. 

20. Hospital work adjustment. 

One ra ae chronic schizophrenié 
males varying in age from 26 to 55 Ew 
were not considered mentally defective 
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"cept as a result of schizophrenia, and who 
had been hospitalized an average of 17 
years (8 to 35) were chosen. None had had 
chlorpromazine, many had had previous 
EST, and a few had had insulin coma 
therapy. Each was interviewed by the 
author and given a rating by the scale de- 
scribed above. Then they were matched as 
closely as possible in groups of 5 by diag- 
nosis, scale rating, and previous educational 
and occupational level. Nineteen groups of 
5 were thus matched, 5 patients not being 
matchable, and each group of 5 was alpha- 
betized by surname. Playing cards were 
shuffled twice, cut, and a card drawn for 
the man first alphabetically, a second drawn 
for the second, etc. until each of the 5 had 
a card. The man with the highest card was 
assigned to group 1, the next highest to 
group 2, etc., and the man with the lowest 
card was assigned to group 5. The cards 
Were shuffled again and drawn in the same 
manner for the next group of 5 until all 
REST were assigned. Group 1 was given 
2 only, group 2 REST followed by 
e group psychotherapy, group 3 was 
ra on chlorpromazine only, group 4 
n started on chlorpromazine to be ac- 
dade later by weekly group psycho- 
E 2 and group 5 was the control group 

ei ng no EST, chlorpromazine, or group 
BON aces 1 and 2 were given EST 
oh x until 22 treatments were given. 

ERN E wd was given a convulsive treat- 

Reiter A e glissando(6) method with the 

Biel hs 4TD. After the last man had re- 

Bee is first treatment, each patient was 
EST am treatment. One patient on 

Bs aped severe respiratory diffi- 
lect ana necessitated removal from the 

Wad bo 6 months later he died. A sec- 
Boi ent on REST died after acute 

titis The. from unsuspected chronic cys- 

ins oe 36 patients on REST 

clothed TOME, would not remain 

fed. Three re incontinent, and had to be 

they were weeks after completion of REST, 
: well recovered from their con- 
on, and all 

chlorprom all except 9 farm workers on 

the same ae or control were placed on 
therap rd, and returned to their indus- 
begun zx on pun: When REST was 

Were Started patients in groups 3 and 4 

on chlorpromazine 100 mgm. 
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tid. and had adjusted to the drug by the — 
time REST had been completed on groups | 
l and 2. T 
The 38 patients for group therapy were | 
divided into 3 groups by educational level 
and scale rating so that the patients with — 
the highest educational level and scale 
rating were in one group, the second high- |. 
est in another, and the lowest in the third | 
group. Each group contained half REST - 
and half chlorpromazine patients. Sessions | 
were conducted once a week for each of . 
the 3 groups, all of which began 5 weeks — 
after REST and chlorpromazine had been . 
started (which was also 34 weeks after the — 
completion of REST), The author con- - 
ducted all group therapy sessions except - 
during a 3 month absence for special train- — 
ing when 2 colleagues conducted them.? — 
One colleague continued one group after — 
the author returned ; the other two groups - 
were returned to the author. The activity ' 
of the group leader in the sessions tended | 
to vary indirectly with the quality of the © 
group. There were no known variables in - 
treatment other than those studied : REST, 4 
chlorpromazine, and group therapy. "e 
Six months after REST had been started, | 
all patients were re-evaluated by the author - 
using the same rating scale as previously. 
The patients had been grouped after the 
first interview, and the author had avoided. 
contact with the assignment lists during - 
the intervening 6 months. This was facili- 
tated by his 3-months' absence and subse- - 
quent administrative assignment to another — 
service. Accordingly he was unfamiliar with - 
the groupings of the patients, except for - 
most of those to whom he remembered - 
giving REST, and those who were in his 1 
own group therapy sessions. When he inter- - 
viewed the patients for re-evaluation, the - 
93 names were in an alphabetical list with — 
no indication of previous scale rating or 
group assignment. Evaluations by the 
rating scale were as unbiased as could be | 
hoped for. Supporting this assumption is. 
the fact that the control group showed no 
significant difference between the two 
ratings, although there were individual 


2 Grateful acknowledgement is made to Lawrence. 
Miller, M.D., and David Kilmer, M.D, both of this 
hospital, for continuing group therapy during the 
author's three month absence in autumn, 1957. , 
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mean. Also the patients from his two 
"therapy groups showed the same average 

improvement in rating points as those from 
the third group (which his colleague had 
"wished to keep). Ideally, one person en- 
 tirely unaware of which therapy any pa- 
tient had been given should interview the 
. patients, but this was not possible because 
_ of lack of available personnel at the time. 


_ RESULTS 

The arithmetic mean of the ratings of 
the 93 surviving patients was 72.3 before 
treatment. The means of each group were 
as follows: group 1—71.8; group 2—71.7; 
group 3—73.1; group 4—72.7; and group 
- 9—72. The data were handled statistically 
_ by the accepted procedure of determining 
the standard error of the mean of the 
change in each group 6 months after treat- 
4 ment(1). A t-ratio was then obtained by 
dividing the mean of the change by its 
standard error. Table 1 illustrates this pro- 
cedure for group 1. 


i TABLE I 

SratisticaL COMPARISON or RATING Scones 
T OBTAINED BY 17 PATIENTS BEFORE AND SIX 
| Montas Arter REST 

Before After (D) (D-D)* (D-D)? 
70 Taita +8 64 


63 63 0 +5 25 
|. 80 68  —12 =", 49 
rub 73 -2 +3 9 
M. 83 85 42 +7 49 
= 80 68  —12 -7 49 
Wi 73 68 -5 0 0 
.. 80 78 25 +3 9 
I 70 55. —15 —10 100 
|». 83 78 | —5 0 0 
Lr 60 45 —5 0 0 
> 78 80 +2 +7 49 
80 70 . —10 5 25 
«53 53 0 +5 25 
- 80 (iOS 0 0 
|. 65 53  —12 -7 49 
| 60 58 —2 +3 9 
.N—17 -80 (D—--47) 511 
£(D-D)? 511 ^de 
SE. ——- zoyl9-lT7 
J(N-1)N  j16x17 
D 4.7 
tratio = ——— = ——-—— 2.8; p.<.02 
S.E. 1.7 


(* Using D = —5 instead of —4.7.) 
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A. Group 1 received REST only and had 
a mean rating score 6 months after treat- _ 
ment of 67.2. Twelve patients had a lower 
score, 2 showed no change, and 3 had a 
higher score. The mean change following 
treatment was —4.7 rating points with a 
standard error of 1.7. The t-ratio was there- 
fore 2.8, so this change was statistically 
significant (p.<.02). This result was un- 
expected and is evidence in favor of a lack 
of bias in the interviewer, since he had 
previously felt that the patients on REST 
would improve. 

B. Group 2 received REST followed by 
group therapy after the patients had re- 
covered from their post-EST confusion. It 
had a mean score 6 months after treatment 
of 72.1. Six patients had a lower score, 2 
showed no change, and 11 had a higher 
score. This group showed no significant 
improvement in score after treatment. 
These results, when considered in the light 
of the results in group 1, suggest that group 
therapy had returned the REST patients to 
their pre-treatment level, i.e., that without 
the group therapy, group 2 might also 
have shown a change for the worse. 

C. Group 3 received chlorpromazine 
only and had a mean rating score after 
treatment of 77.9. Three patients had a 
lower score, 4 showed no change, and 12 
had a higher score. The mean change after 
treatment was 4.8 rating points with a 
standard error of 1.6. The t-ratio was there- 
fore 3, so this change was statistically sig- 
nificant (p<.01). 

D. Group 4 received chlorpromazine and 
group therapy and had a mean rating score 
after 6 months of 79.3. Four patients had 
a lower score, one showed no change, an 
14 had a higher score. The mean rating 
change after treatment was 6.8 points wi 
a standard error of 2.1. The t-ratio was 
therefore 3.2, so this change was statis- 
tically significant (p<.01). 

E. Group 5, the control group, had a 
mean rating score of 72.3. Eight patients 
had a lower score, 2 showed no change, an 
9 had a higher score. This group shows 
significant change in score after 6 mon i 
The finding suggests that there were no 
other variables active, and is evidence SUP- 
porting interview objectivity. 


. DISCUSSION 

The fact that the patients given REST 
only showed a significantly lower score 
following treatment suggests that REST, 
and perhaps EST, are contraindicated in 
patients such as those used in this study, 
Many of the author's patients had had EST 
before, and it may be that the REST was 
an environmental insult which drove them 
deeper into psychosis. Conceivably this 
could be another argument in favor of an 
at least partly functional etiology of schizo- 
phrenia. If schizophrenia were entirely bio- 
chemical in origin why would EST help at 
one stage and prove detrimental in 
another? 

It may be that other authors have not 
reported detrimental results in chronic 
schizophrenics from REST because they 
have not used. a rating method which is 
relatively objective. The author's patients 
Were perhaps more docile to ward routine, 
and might well have been reported “un- 
Improved" or as “improved”, when actually 
they were more psychotic. 


| 
| Apparently weekly group therapy was 
y 


R ——— "— 


Sutüciently beneficial to return patients who 
received REST to their previous level of 
Psychotic adjustment, but no more, The 
.. results of weekly group therapy and chlor- 
oe in chronic schizophrenics were 
Real”). This finding was not 
in a leted by this study in which there 
ae Significant difference in improve- 
ced "huis the group of patients re- 
b T ca'orpromazine and group therapy 
"a A Soup receiving chlorpromazine 
| E id seem that the patients on 
| Rd Srapy developed a fairly good rap- 
age might have shown a better re- 
ai fter of rating scale change if 
b ed ad been held more frequently. 
Th nut it may be said that weekly 
Drove si erapy with such patients did not 
4 Snificantly efficacious except in pa- 
Who had suffered the apparently 

^en effect of REST, 

as well d 

chi emonstrated here that 
Pre azine benefits chronic schizo- 
lent; 3 long duration. Indeed several 
dui 9 received chlorpromazine, both 


t group therapy, appeared 


r i 
sufficiently improved to be granted ave 
absence from the hospital. The author 
pects this to occur when they come to- 
attention of the physician who has 
administrative responsibility. This fin 
is in agreement with many recent reports 
the psychiatric literature regarding c 
promazine(2, 3). | 


SUMMARY 


t 


1l. A rating scale was devised for e 
ating chronic mental patients. 2» 

2. By using this rating scale and certa 
other criteria, 19 sets of 5 carefully matched 
chronic schizophrenics were formed. Fi 
groups of 19 patients each were random 
formed to compare the results of REST, 
REST plus group psychotherapy, chlo 
promazine, and chlorpromazine plus gro 
psychotherapy. One group conta: 
matched controls. 

3. REST was followed in 6 months | 
significant lowering in rating score in ci 
parison to the control group. 

4, Weekly group therapy among RE 
patients restored them to a pre-treatmel 
level. 

5. Chlorpromazine resulted in a sigi 
icant improvement in rating score in con 
parsion to the matched control grou 
Weekly group therapy resulted in slightly 
greater improvement, but it was not statis- - 
tically significant. i 
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ig CLINICAL NOTES 


TP-21, A NEW PHENOTHIAZINE 


AM 
^ 

2! 

A In the current development of phenothia- 
= zine congeners two trends appear to be 
i, emerging. One consists of manipulations of 
_ the molecule to produce agents of greater 
E potency by weight. This advantage, how- 

. ever, is accompanied by an increased inci- 
_ dence of extrapyramidal tract symptoms. 
_ The second direction of phenothiazine re- 
. search is the production of compounds ap- 
— proximately equipotent to the parent sub- 
- stance, chlorpromazine, but with the park- 
- insonian syndrome only rarely manifested 
. as a side effect. TP-21 (3-methylmercapto- 
- 10-[2-(N-methyl-piperidyl-2")-T] pheno- 
thiazine-hydrochloride)? is representative 
. of this group. 

That there seems to be no direct relation- 
_ ship between the extrapyramidal phenom- 
- ena and the efficacy of phenothiazines is an 
interesting observation. In the management 
_ of the psychotic patient it is held by some 
— that the patient should be saturated until 
- side effects occur. Then reduction of the 
= dose to a maintenance level is advised. The 
— analogy with digitalization has been em- 
_ ployed. It now appears that this technique 
— of administration has little rationale since 
- with some phenothiazines parkinsonism 
P may appear even before ataractic activity 

- eam be detected. With others, it will be a 
. rare complication. 

- In an earlier study by Fleeson, et al.(1) it 
was found that TP-21 significantly im- 
proved a group of outpatient psychoneu- 
. rotics, sociopaths and psychotic patients as 
‘measured by the Q-sort technique. It 
- seemed worthwhile to test the limits of the 
_ drug by exploring its use in more seriously 
_ disturbed hospital patients and to study its 

side effects at higher dosage levels. 
2 Twenty-nine psychotic patients who re- 
quired management of their hyperactivity, 
- delusional thinking or anxiety were given 


^ 


1 From the Medical Service, Brentwood Neuropsy- 
chiatric Hospital, VA Center, Los Angeles 25, Calif. 
2 Supplied by Sandoz Pharmaceuticals as Mellaril. 
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courses of TP-21 for 3-92 days (mean: 4l 
days). Dosages ranged from 100-400 mg. 
daily. Table I indicates the diagnostic 
categories, clinical results and complica- 
tions. 


TABLE I 
Number % clinically 
of Patients Diagnosis improved Side effects 
Acute brain 
syndrome with 
alcoholism 75% 
3 Posttraumatic 
encephalopathy 
with epilepsy 33% Drowsy (1) 
17 Schizophrenic 
reaction 59% Dizziness (3) 
Drowsy (1) 
5 Psychotic 
depression 80% 
29 62% 


Two points require comment. First, the 
extrapyramidal syndrome was not encoun 
tered in any of its forms. Dizziness and 
sleepiness responded to a reduction in dos- 
age. Other side effects did not occur 
Secondly, the results of therapy were com- 
parable to those seen with chlorpromazine 
and promazine. The encouraging response 
of the small group of patients with severe 
depressive reactions will have to be ex- 
tended before a statement concerning the 
drugs antidepressant potential can be made. 


SUMMARY 


A new phenothiazine, TP-21, appears i 
be a potent agent in the symptomatic es 
agement of a variety of psychiatric states. 
It is singularly free from the side ete 
ordinarily seen with these compounds. 
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T EMERGENCY" USE FOR TORSION SPASM. 


— The increasing use of potent phenothi- 
azine derivatives has induced parkinsonism 
atid related dyskinesias such as torsion 
_ Spasms as a side effect with increasing fre- 
quency. It has been our experience with 
both hospitalized and ambulatory patients 
that the doctor is called upon to administer 
emergency measures to the apprehensive 
patient who suddenly finds himself with a 
Symptom more terrifying than the initial 
emotional complaint. 
| an anti-parkinsonism agent we have 
administered diphenhydramine hydrochlor- 
L intravenously in doses of 50 mg. in 
_ Patients who acutely develop torsion spasm 
Practically always involves the head 
Marked or complete relief of 
:0n movements as well as the attendant 
Es. Was obtained within 15 minutes 
ne injection in 9 cases. On the day 
E the writing of this note 3 patients 
treated in this manner with satis- 


results. The histories of two of them 
ctive. 


Were 


H. m 
à m age 25, receiving phenothiazine com- 


Still under clinical investigation, sud- 
denly eevee a “twisting” of the mouth 
. n us me teeth. She observed that she 
ka EM ited than usual in that she ad- 
“work that st e first time to her associates at 
im 3 e had false teeth and tried to be 
die E out the uncontrollable tensions in 
Be prnusculature, But when her head 
E iid upward and backward and 
B o. 9nly look upward she became pan- 
Was an ambulatory patient and was 

tted to Roseneath Farms and was 
Es of diphenhydramine hydrochlor- 
ously. She obtained immediate 

i atio Pbjectively and objectively. The 
^ of general restlessness assumed to 
dum Roseneath Fa 
TSSSOT of Clin 


We ool of Me 


n 
x 


tms, Philadelphia 44, Pa. 

ical Psychiatry, Temple Uni- 
ES e dicine, Philadelphia, Pa. 

of Park ni Our appreciation to F. F. 
Suppl e, avis & Company for making the 
: Y of diphenhydramine hydrochloride 


_ ON SPECIAL USES OF DIPHENHYDRAMINE HYDROCHLORIDE 
_ INTHE SOMATIC THERAPY WARD OF A PSYCHIATRIC HOSPITAL: 


HERBERT FREED, M.D.? 


be an atypical form of parkinsonism did per- 
sist for another 24 hours. 


B. B., age 65, who received Compound B, — 


another potent phenothiazine, developed re- 


tardation and mutism. After she received an | 
intravenous injection of diphenhydramine hy- | 
drochloride she became alert and talkative | 
with a relaxed smile on her face. Within 20 — 


minutes, however, the patient became drowsy 


and went into the somnolent state seen in many _ 


patients who receive a sufficiently large dose 
of the drug to render them “normally” drowsy. 


For Posr-Suock NAUSEA AND VOMITING 


The rather dramatic and immediate re- 


sponses of the extra-pyramidal system dis- 
turbances described above overshadow the 


unspectacular but substantial usage of di- | 
phenhydramine hydrochloride usually given — 


intramuscularly in 50 to 100 mg. doses as a 


prophylactic against post-shock nausea and - 


vomiting. It is our experience that the rou- 
tine use of an intravenous barbiturate, 
Thiamylal sodium, prior to the administra- 
tion of electroshock therapy has often been 
accompanied by nausea in at least one-third 
of the cases (the choice of barbiturate does 
not seem to influence the development of 
this side effect), We were therefore happy 
to find that the prophylactic administration 
of diphenhydramine hydrochloride was 
effective in lessening the nausea in about 
half the cases and averting it in the others. 
It should be noted that nausea frequently 


occurred in these patients even though they ` 


had been receiving a phenothiazine con- 
currently with the course of EST. 

In conclusion, a new use has been found 
for parenteral diphenhydramine hydro- 


chloride on the somatic therapy section of - 


a psychiatric hospital. It has been found to 
be dramatically effective as an emergency 
measure in counteracting torsion spasms 
and some related basal ganglia disturbances 
induced as side effects of the newer more 
potent phenothiazine derivatives. This indi- 
cation is in addition to the well established 
use of the same preparation as a prophy- 
lactic against post-shock nausea. 
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Bh NOTE ON METHOXYDONE (AHR-233) 


This report deals with a pilot study 
of 5-(o-methoxy-phenoxymethyl)-2-oxazoli- 
done, AHR-233.2 Its pharmacologic action 
_ is that of a potent skeletal muscle relaxant, 
as demonstrated by inhibition of strychnine 
induced convulsions in rats. The PD; fol- 
_ lowing oral administration was 135 mg./kg. 
_ at 30 minutes post-drug, and 86 mg./kg. at 
..120 minutes after drug administration. The 
acute oral LDso in rats was 2,100 mg./kg. 
There has been some evidence of activity 
in psychiatric disorders, and for this reason 
the following study was undertaken. 


_ Twenty-five acute and chronic female 
patients were treated on the research serv- 
ice at Manhattan State Hospital, ranging 
in age from 23 to 70 years. Their diagnoses 
(were: dementia praecox-18; involutional 
- psychosis, melancholia-3; manic-depres- 
_ Sive, depressed-1 ; others-3, The duration of 
. treatment was from 11 to 146 days. The 
. dose ranged initially from 400 mg. (23 
. patients) to 1,200 mg. (2 patients) t.i.d, 
_ The final dose was higher; 17 patients 
receiving 1,200-1,600 mg. tid. Toxicity 
. was not observed. The peripheral blood 
count was unaffected and liver function 


. was normal Lethargy and drowsiness 
were noted at higher doses. Results were 
determined by direct clinical observation 
_ based upon previously reported criteria(1) 
and were as follows: much improved-3 ; 
 jmproved-4; unchanged-18; worse-0. 

^ There was a selective action in those 
- with marked tension, anxiety and agitation 


1 Research Division, Manhattan State Hosp., Ward's 
Island, New. York City 35, N. Y. and College of 
Physicians and Surgeons, Columbia University, New 
York, N. Y. 

2 Methoxydone was generously supplied through 
the courtesy of Dr. Jack Freund, Director of Research, 
A. H. Robins Company, Inc., Richmond, Virginia. 
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with depression. Three of the patients 
whose conditions were ameliorated were in 
the latter group. Delusions, hallucinations, 
marked paranoid and other abnormal ide- 
ation were unaffected. Listless, withdrawn 
and apathetic states were unchanged. 


Case Report :—A. H., aet. 59, was admitted 
on Jan. 7, 1957 with a diagnosis of involutional 
psychosis, melancholia and a history of previous 
admissions treated by ECT. She was very 
tense, agitated, restless and depressed with 
suicidal ideas. She was given methoxydone, 
400 mg. t.i.d. on 1/7/58 ; this was progressive- 
ly increased to 1,200 mg. tid. On 1/15/98 
she was quiet, friendly, without any of the 
above symptoms. On 2/20/58 she said, “I feel 
calm now but I am still afraid.” She is now 
receiving 1,200 mg. t.i.d. and is much im- 
proved (June 1958). 


CoMMENT 


The dose should be increased rapidly 
after treatment is begun. The absence of 
side effects other than drowsiness even at 
the highest doses (1,600 mg. tid.) was 
worthy of notice. This compound is of in- 
terest because of its narrow range of action 
without toxicity in this group of patients. 
It appears to have activity in anxious an 
depressed individuals and warrants further 
trials under controlled conditions. It pe 
prove to be more effective in the Beute 
rather than psychotic patient. The exa 
role of methoxydone in the depressed e 
is difficult to establish; this must awa! 
further extensive studies with a more V! 
case material. 
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The resident population of the Hebrew 
Old People's and Sheltering Home in Mon- 
treal, 162 persons, 71 men and 91 women, 
= were investigated psychiatrically and neu- 

rologically. The age range was 60-96 years 

with a mean age of 79.4 years. Seventy- 
nine %, that is four fifths of the population 
were 75 or over at the time of examination. 

There was no statistically significant dif- 

ference in age between the sexes. The 

group was homogeneous as to the ethnical 
and socio-economic background of the sub- 
jects and at the same time comprised the 
whole spectrum of senescence from well 

Preserved personalities to senile psychoses. 

Memory was tested by the usual clinical 

methods : orientation, general information 

adapted to the background and educational 
level of the subjects, tests for recent 
and ana immediate recall. 

ut of the 162 residents 101, that is 
aad two thirds showed deficient mem- 

"u unction on psychiatric examination and 

E memory tests, Memory dysfunc- 

9 ji significantly related to advancing 
E T per age groups had a sig- 
mn Y higher proportion of individuals 
Sri paired memory and the groups 
thts TER deficit comprised significantly 
Pd ndividuals of higher age than the 
avery erin, There were, however, in 
not sh 8e group some individuals who did 
i ^ 10W memory dysfunction in everyd. 

€ and o lobt SIS 

n psychiatric examination, 

i ica RS of memory dysfunction, both 
| A re ated to advancing age, 
of specifo istinguished : impaired recall 
- Sive impas remote memories and progres- 

a of recent memory with its 
E xL" Consequences, leading to a 
of estic syndrome. 

Was hea Dre called "mild" in this study 

n 30 residents and was charac- 
A detail 


d : 
ow Gerontology will be published in the Journal 


A 
tom 

[ moral i, Petntologic Unit of the Allan 

versity and n Department of Psychiatry, McGill 


And and the Montreal H . 
Sheltering Home, Dioual, y Old People's 
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SENESCENT MEMORY DECLINE AND SENILE | 
AMNESTIC SYNDROME + | 


V. A. KRAL, M. D.? 


terized by the inability of the subjects to 
recall names or data on certain occasions 
while the same names or data were avail- 
able on other occasions. There was no 
preference in the sense that names or data 
of the more recent past were less available. 
for recall than those of a more remote past. 
It was not accompanied by disorientation 
(orientation in time was remarkably well 
preserved ) nor was it accompanied by con- 
fabulations. It remained constant in charac- 
ter, and practically also in severity over an 
observation period of more than two years, — 
Only in few individuals was some increase. 
in the difficulty in recall observable. 

Furthermore, this type of memory dys 
function involved only certain component 
of former experiences but not "personal ex- 
periences," that is memories of the person 
as an integrated whole(1). au 

The second type of memory dysfunction, 
found in 71 subjects, was characterized. 
mainly by impaired recall of recent memo- 
ries, Remote memory was also impaired 
but to a lesser extent. It involved not only | 
certain components of experiences but the — 
“personal experiences” as such could not - 
be remembered, a fundamental characteris- - 
tic of the amnestic syndrome even if it is — 
only mild(2). Orientation in time was al- — 
ways impaired and in many cases dis- - 
orientation in place and as to person were - 1 
also present. Confabulations were present | 
in less deteriorated individuals, but tended - 
to disappear with progressing deteriora- - 
tion. 

Also, the amnestic syndrome showed a - 
definite, sometimes even rapid progress. It- 
would, therefore, seem justified to desig- - 
nate the 2 types of senescent memory dys- 
function as "benign" and "malignant." 

More detailed studies have shown that - 
the factor (or factors) responsible for the | 
“mild” type of senescent memory dysfunc- - 
tion seems to be operative during the phase — 
of recall possibly constellated by the many 
imperceptible influences occurring during | 
the phase of retention(3). In contrast to 
this the psychopathological mechanism re- s 


‘sponsible for the amnestic syndrome is op- 
. erative during the phase of registration(2). 
It was suggested previously that this mech- 
anism is to be found in a defective inte- 
. gration of the sensoric and perceptual data 
of an experience with its emotional com- 
— ponent, which makes a "personal ex- 
perience out of the mosaic of perceptual 
data, registerable as a "personal' memory 
. and ready to be evoked when the need 
. arises. It seems probable that this integra- 
. tion of the perceptual and emotional com- 
ponents of an experience depends on the 
- intactness and proper function of the 
limbencephalic and the centrencephalic 
system. 
. The question arises whether the two 
types of memory dysfunction are merely 
the expression of quantitative differences 
or a different localization of the same 
- pathophysiological mechanism or whether 
they indicate two qualitatively different 
.. processes. 
. Critchley(4), from the neurological 
. point of view, distinguishes in the aging 
-. of the nervous system a "senium naturale" 
which includes "the pure uncomplicated 
evidences of simple involution,” and a 
- "senium ex morbo" which “is additional 
ccidental-avoidable perhaps and even 
reversible to some extent." 
— In this connection a further fact which 
. emerged from our investigation seems to 
gain importance, namely that women 
- showed memory dysfunction of the amnes- 
_ tic syndrome type twice as frequently as 
' men whereas the “mild” type of memory 
-~ impairment was evenly distributed be- 
. tween the sexes. If this difference in the sex 
. distribution can be confirmed in other 
- senescent groups it would indicate that dif- 
- ferent pathophysiological mechanisms are 
- responsible for the two types of senescent 
memory dysfunction. 


1 
lv 
I: 


"PES y 


Histological findings as yet do not sup- 
port such a distinction, although quanti- 
tatively more plaques and more fribrillary 
degeneration have been found in the brains 
of patients with senile dementia than in the 
brains of people who died at an advanced 
age in the possession of normal mental 
capacities. It may well be, however, that 
the difference betwen normal senescence 
and senile dementia is of a biochemical 
and metabolic rather than of a structural 
nature and that the female sex is more sus- 
ceptible to metabolic noxae on brain func- 
tion than the male sex. As far as memory 
function is concerned the mild benign type 
of memory dysfunction could well repres- 
ent one of the changes of the “senium natu- 
rale" whereas the amnestic syndrome type 
would correspond to the "senium ex 
morbo". 

Whether our observations and results 
are representative for the aging popula- 
tion as a whole or strictly for the group 
herewith reported cannot be stated on the 
basis of this study. Further studies on other 
senescent groups similar in composition as 
to their mental health status but different 
in their ethnic and socio-economic back- 
ground are necessary. It is hoped that other 
investigators will find the opportunity to 
study such groups. 


BIBLIOGRAPHY 


1. Kral, V. A., and Durost, H. B.: Am. J. 
Psychiat. 110 : 41, 1953. 

2. Kral, V. A.: Monatschft. 
Neurol. 132 : 65, 1956. à 

3, Cameron, D. Ewen: Remembering : 
Nerv. & Ment. Dis. Monogr., New York, 1947. 

4. Critchley, M. : Neurological Changes in 
the Aged : in The Neurologic and Psychiat 
Aspects of the Disorders of Ageing. Assoc. t 
Res. in Nerv. & Ment. Dis. 35 : 1956. 


Psychiat. & 


Heistad(1) has suggested that physio- 
logical treatments change behavior by 
aliering the internal environment which 
changes in turn stimulus response relation- 
ships. Hypothetically, extinction of ab- 
normal responses occurs during the gradual 
return toward normal of the internal en- 
vironment after alteration by treatment. 
Assuming schizophrenia to be a complex 
conglomerate of learned behavior, treat- 
ment results should follow Heistad’s pre- 
dictions, 

Over a 2 year period approximately 50 
schizophrenics, mostly chronic, were 
treated with this possibility in mind. In- 
creasing doses of chlorpromazine and re- 
serpine were given from 1 to 3 weeks until 
symptoms of parkinsonism appeared, Park- 
insonism was then maintained from 1 to 
3 weeks at which time medication was 
abruptly discontinued or gradually re- 
duced, 

Some patients abruptly withdrawn from 
Eaton achieved excellent remissions. 

few remissions continued a year later 
without further treatment. Others achieved 
pellent remissions but relapsed in 1 to 
eet. _ When these relapsed patients 
vik, gain _parkinsonized and abruptly 
wa awn, improvements were slight or 

I xistent compared to their initial ex- 
"Ia improvements, 

E. eto was rapidly administered 
bui be, qeseing patients, their relapse 

ae oS rted. Some of these patients 

7 ma daa good results by slow re- 
iuis d hed peut to a small mainte- 
ioi ate, d patients achieved good 
slowly RE per insonization by initially 
maintenance en to a small 
1 séhizopt e) Feports impressive results with 
: "nics by parkinsonization with 
Tperazine and abrupt withdrawal. 


Mio m -—— al. um 1 


1 
inn vestem Mental Health Center, Crookston, 
eon emm 


with chlorpromazine parkinsonization 
gradual reduction of medication. 


SUMMARY 


Reversible parkinsonism induced b 
ataraxics seems to be an effective trea 
ment for schizophrenia, and appears to | 
here to Heistad's predictions. If Heista 
is correct, the following implications fc 
psychiatry must be faced : Y 
1. Submaximal physiological treatment 

too rapid return of the internal enviror 
ment toward normal may fail to achie 
good results and may create permane 
refractoriness to the treatment 
dure. 

2. Maximal simultaneous change of 
ternal and internal environment wou 
be theoretically most efficacious. 
ing for several weeks after hospital 
tion before starting treatment may | 
crease a patient's chance for recovei 

3. Experiments designed to test the effi 
of any treatment procedure must | 
done on patients never before hospi 
ized or treated, Previous hospitalizat 
or treatment would be recognized as 
exerting a profound influence on an 
present treatment procedure. 


a 
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" TRIFLUOPERAZINE IN THE TREATMENT OF 
N PSYCHOTIC PATIENTS 


L. H. RUDY, F. RINALDI, E. COSTA, H. E. HIMWICH,} 
W. TUTEUR anv J. GLOTZER ? 


| The favorable results obtained by the 
- use of chlorpromazine in the treatment of 
. psychiatric conditions has promoted the 
- search for additional derivatives of pheno- 
.. thiazine in the hope that modification of 
molecular structure might produce com- 
. pounds with fewer side effects and greater 
potency. Trifluoperazine is a new pheno- 
thiazine derivative with a formula of 2- 
trifluoromethyl-10-( 3- ( I"methyl-piperazinl- 
- 4")-propyl) phenothiazine diamaleate. 


— Mernops AND MATERIAL 
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_ Two groups of patients were studied ; 
.— one at the Galesburg State Research Hos- 
- pital including 47 chronic psychotic pa- 
: tients (22 females, 25 males), moderately 
. disturbed and with long histories of hos- 
. pitalization and ranging in age from 30 to 
.69 years. À second group was examined 
. at Elgin State Hospital and consisted of 
.12 acutely disturbed, recently admitted 
female patients, all schizophrenics ranging 
in age from 21 to 64 years. In these studies 
the double blind crossover method was 
employed. 
_ After a basic rating of the psychiatric 
. characteristics of each patient during a 
"non-blind" initial placebo period, evalu- 
ations of the patients were made every 3 
weeks, i.e., at the middle and at the end 
_ of each 6 weeks period. A standard unitary 
minimal dose of the drug (10 mg.) was 
- established. Its magnitude had to be such 
. as to allow daily adjustment of dosage for 
each patient by administering it in mul- 
tiples of 10 mg. until the best results were 
obtained. Thus the individual dosages 
could be flexibly adjusted in the relation- 
— ship to the changes observed and yet the 
- advantages of the double blind method 
were maintained. Treatment began in all 
patients with one 10 mg. capsule once a 
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lGalesburg State Research Hospital, Galesburg, 


Ill. . 
2Elgin State Hospital, Elgin, Ill. 


day (HS). After a few days the dosage 
was progressively increased according to 
the successive steps. 


REsULTS 


As to the nature and the degree of ameli- 
oration produced, trifluoperazine appeared 
to act similarly to other phenothiazine de- 
rivatives. Beside the overall calming effect, 
there occurs the mitigation of »sychotic 
traits such as delusional thoughts and 
complaints of hallucinatory experiences ; 
an amelioration of affective drive and pat- 
terns of behavioral adaptation to reality 
also result. Improvements of some kind 
were observed in about 69% of the chronic 
patients. At least half of these improve- 
ments consisted of a marked transforma- 
tion of the personality allowing satisfactory 
performance of the patients in the social 
milieu of the hospital with but little super- 
vision. The advantages of these results from 
the point of view of management prob- 
lems are obvious. We cannot express our 
results with the chronic patients in terms 
of social recoveries. For patients of the 
middle or old age group who have been 
institutionalized for many years, the prob- 
lem in arranging possibilities of life out- 
side the institution are formidable and 
are often as important in determining dis- 
charge as the clinical criteria. Of the group 
of 12 acutely ill psychotics at least 8 
showed improvement with trifluoperazine 
and 6 of them were discharged and con- 
tinued well on the outside on maintenance 
doses of the drug. ; 
Considering the side effects during tri- 
fluoperazine treatment we note that they 
are of the same type as those observe l 
with other phenothiazine derivatives 10- 
cluding extrapyramidal symptoms, but 
with some outstanding differences : ab- 
sence of significant changes in blood pres- 
sures ; no trend to decrease to low leve A 
was noted at any time during treatmen 


in those patients who had arterial 
ension of some degree. The fainting 
which occur, especially initially with 
the use of chlorpromazine and which are 
attributable to crises of orthostatic hypo- 


even 


THE EFFECT OF DEXTROSE, FAT EMULSION AND AMINO ACIDS 
ON THE RATE OF DISAPPEARNCE OF ALCOHOL 
IN THE BLOOD * 


J. SCHILLER, M.D., Pu.D., R. E. PECK, M.D. ANp M. A. GOLDBERG, M.D.? 


The contrast between the rapid absorp- 
tion and slow elimination of alcohol in a 
man has resulted in the search of substances 
capable of accelerating the rate of alcohol 
disappearance in the body. Among those 
Substances foodstuffs have been unequally 
investigated. Glucose in association with in- 
sulin has received most attention and is 
mw used in the treatment of acute 
Eten. By contrast, fats and proteins 

ave been tested to a lesser extent. The 
mechanism of action of foodstuffs on al- 
cohol metabolism is obscured by the differ- 
a tates of absorption from the digestive 

act when administered orally together. 

e present study deals with the effects of 

fat emulsion and of 5% amino acids on 


iu of alcohol disappearance in the 


us following procedure was adopted : 
TN spa given orally as 120 ml. of 100° 
D ^s skey and imbibed within 20 min- 
m ^s 1-2 ounces of water. Five hundred 

‘og vegetable fat was administered i.v. as 
Miis E uon in 5 patients. Amino acids 
Patients Sessio i.v. as a 5% mixture in 10 

"s va every single infusion lasted for 

B mates, Since the carrier for the 
Je Pe of substances was 5% glucose, 
tion iy ject received 1000 ml. of the solu- 
were: tain control experiments. All patients 
wards orn alcoholics kept on closed 
nutritional of any other pathology or of 
tests reveal deficiency. A battery of liver 
e vealed no abnormality. The patients 


Read į 
Anerian ^ ilim the te annual meeting of The 
: ric YR : 
- “lif, May 12-16, 1958. ssociation, San Francisco, 


J parti a 
(Un N, Y. ment of Psychiatry, VA Hospital, Manhat- 


tension, are not observed with trifluo 
zine. Another difference is seen 
matter of dosage. Trifluoperazine is effec- 
tive in much smaller amounts than chlor- 
promazine. ' 


were fasted overnight, blood samples we 
collected hourly for 5 hours, stored un 
refrigeration and alcohol determinatio 
done within one hour. Urine was poo: 
over the 5 hour period and the alcohol co 
tent determined. * 
The alcohol utilization curves in the 
trol experiments revealed that a peak 
ing from 65 to 85 mg.% was reached 
by the end of the first hour. When the 
periment was terminated after 5 hours 
blood alcohol curve had not yet reached t 
zero line and it was concluded that the i 
fusion of 5% glucose does not accelerate th 
rate of alcohol disappearance in the blood. 
The infusion of fat emulsion did not | 
any advantage over that of 5% glucose. 
though the base line was reached soon: 
4 out of 5 patients studied, the peak we 
high and the renal excretion of alcohol di 
not differ significantly from that in coni 
The effect of amino acid mixture on 
cohol disappearance rate was studied in : 
patients. Characteristically, the highest co: 
centration of alcohol in the blood was belo 
50 mg. by the end of the first hour (with 
one exception) and the base line was 
reached before the end of the 5th hour. 
The rate of decline per time unit did ni 
differ from that of control curves. Another 
characteristic feature was represented by 
the renal excretion of alcohol: the percen t 
output was significantly lower than in con 
trols and this, independently of the to 
amount of alcohol excreted over the 5 hou 
period which showed individual variation: 
In two additional experiments the 
acid infusion was started one hour aft 
the alcohol was imbibed, instead of sta ting 
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the two simultaneously. In both instances 

the curves fell between the 5$ glucose con- 
- trol and the zero hour amino acid curves. 
.. Because of the beneficial effect of amino 
. acids it became important to identify the 
- amino acid (s) most active in the mixture. 
- Two patients received respectively 12.0 gm. 
and 36.0 gm. of sodium glutamate in 5% 


“m 


y 

1 

2 

x 

a 

1 ‘That psychotherapy can be facilitated 
* by the adjunctive use of pharmacologic 


. agents is accepted by many. However, in 
— any practice, there are patients who fail to 
_ respond even when both drugs and psycho- 
uen are used, and a search for better 


and different drugs is desirable. The fol- 


P 


TX ri 


lowing is a report on 22 patients treated 
- with a new biochemical stimulant, Dean- 
— er.®* While the importance of large-scale 
"evaluation of psychopharmacologic agents 
cannot be minimized, the responses of the 
. patients included in this study were out- 
^ ‘Standing enough to justify publication. 
— . Deaner (deanol) is described as a “psy- 
— Chic normalizer." It is postulated that the 
_ CNS stimulant effect of Deaner may result 
- from its conversion in the brain to acetyl- 
- choline or some similar substance(1). Be- 
_ lieved to be a naturally occurring constitu- 
. ent of the body, Deaner has been found to 
. affect the electrical activity of the brain in 
. man and animals, and to block conditioned- 
avoidance responses. Clinically, the drug 
_ has been reported to relieve mental de- 
. pression and fatigue, to stimulate learning 
and to have an antischizophrenic effect. It 
has been reported to be free of toxic or 
.. serious side effects( 1-3). 

In the present series, Deaner was pre- 
scribed for 11 men and 11 women who were 
diagnostically categorized : psychoneurosis 
9, schizophrenic reaction 10, manic-depres- 


1159 Broad St., Middletown, Conn. 

2Deaner,® the para-acetamidobenzoic acid salt of 
deanol (2-dimethylaminoethanol) was supplied by 
Riker Laboratories, Inc., Northridge, Calif. 


glucose with no apparent effect. In vitro ex- 
periments indicate that amino acids with 
4-C or less may be the active factors. The 
hypothesis that the active amino acids are 
the aspartic acid which by deamination 
gives oxalacetic acid a component of the 
Krebs cycle and the couple alanine-pyruvic 
acid, is presently under investigation. 


DEANER AN ADJUNCT FOR TREATMENT OF 
SCHIZOID AND SCHIZOPHRENIC PATIENTS 


NINA TOLL, M.D. 


sive 2, and paranoid condition 1. Three of 
the psychoneurotics had a history of al- 
coholism. The essential complaints of this 
Eroup were depression, fatigue, lack of 
energy, insomnia, anxiety and feelings of 
dejection. All patients were ambulatory, 
seen in private psychiatric practice, and 
were receiving individual psychotherapy. 

Deaner was prescribed without the pa- 
tients’ being advised of the nature of de- 
scribed action of the drug. The daily main- 
tenance dose ranged from 25 to 75 mg. 
being usually 50 mg. taken by mouth as a 
single dose before or after breakfast. In 
most patients, therapy had been continued 
for 3 months at the time of this report. In 
some cases Deaner was added to a regimen 
of an ataractic drug, such as Compazine, 
from which inadequate benefit was being 
derived. 

The results obtained in the 22 patients 
were classified as follows : symptom-free 2, 
greatly improved 1, improved 9, no effect 
6, worse 2, inconclusive 2. Signs of apparent 
overstimulation, such as increased anxiety 
and irritation, were the reasons for con: 
sidering the clinical picture worse in 
cases. Therapy was most effective in 1n 
creasing alertness, awareness, spontaneity, 
energy and ability to concentrate. In some 
cases, headaches and depression were Y€- 
lieved. In the face of this improvement 1D 
mood and thought, there was, however; no 
impressive effect of Deaner on the deeper 
responses to psychotherapy. 

Side-effects reported in this series bu 
few and mild. During the first few days ° 


aic eT 


in several of the patients com- 
hoea, nausea, dryness of the 
ches. 

amatic results were obtained 
suffering from schizophrenic 


SuMMARY 


small number of patients 
this study, certain clinical im- 
ere formed: Deaner appears 
ther study in those conditions 
‘stimulation is needed. Its free- 
serious side-effects, and the 

nse produced in some cases 


suggest that the dud D vorthy of 
especially in schizoid and ic 
tients who have not 
therapies. 
BIBLIOGRAPHY 


l. Pfeiffer, C. C., Jenney, E. Hi 
Gallagher, W. : Science 126 : 610, Sept. 
1957. 

2. naro — A 


5 In ‘The Use of 


June 14, 1958. 


"sr 


THE AMERICAN JouRNAL or Psy- 


: e recent article, “The Misuse of 
Diagnosis Childhood Schizophrenia”, 
L. Mosse, M.D., demands clarifica- 
many counts, since it clearly demon- 
s a major problem confronting those 
rking with emotionally disturbed chil- 
i.e., therapeutic over-identification 
h the child and consequent denial of 
e studies of L. Bender and L. Tanner 
unquestionably proven that there are 
es of schizophrenia which are continuing 
ties from childhood to adulthood. This 
t be ignored even by such an ob- 
ly well-meaning individual, whose 
concern is over the use of mechanical 
apies in childhood. Many of us do not 
these treatment methods, but we do 


itor, THE AMERICAN JOURNAL or Psy- 
TRY: 
: In view of the fact that Dr. Colbert 
es not present any new data, I see no 

why I should not stand by my 
I should like to add that since 
d my paper at the International 
ss for Psychiatry in Zürich in Sep- 

er, 1957, my point of view has been 
üpp orted by the following studies : 
Dr. Leo Kanner presented several 
s in Zürich where he stated that his 
' infantile autism" is not childhood 
zophrenia and has to be studied as a 
ent condition. He also spoke before 
"European Union of Paedopsychiatrists 
n “Infantile Schizophrenia in Anglo-Saxon 
— Countries" and emphasized that other dis- 
-— eases are not carefully sifted out so that a 
"clinical hodge-podge" results. 

2. The cases presented by Dr. Leo Eisen- 


"wu 


CORRESPONDENCE 


CHILDHOOD SCHIZOPHRENIA 


not quote twenty year old references as our 
evidence. 

Not once in her paper does Dr. Mosse 
mention her criteria for diagnosing child- 
hood schizophrenia. Her case of "George" 
demonstrates, I believe, that absence of 
delusions and hallucinations is her method 
of ruling out the syndrome. If this is so, 
then she will indeed rarely see a schizo- 
phrenic child. 

I believe Dr. Mosse is “scientifically 
wrong" when she allows over-identification 
with her patients to becloud objectivity. 
Let her place less evidence on Mosaic tests 
and more upon the clinical appraisals and 
follow-ups involved. 


Edward G. Colbert, M.D., 
University of California 
School of Medicine. 


REPLY TO THE FOREGOING 


berg of Johns Hopkins at the 35th annual 
meeting of the American Orthopsychiatric 
Association in New York on March 5, 1958, 


are evidently identical with cases I de-. 


scribed in my paper. 

3. In the March, 1958 issue of The Jour- 
nal of Pediatrics (Vol. 52, No. 3, pp. 295- 
303) Kramer, Babkin and Spitzer published 
a paper on “Whirling as a Clinical Test in 
Childhood Schizophrenia”. Their study 
shows that the whirling response belongs 
to the “extent of the normal" I mention 19 
my paper and can not be used in support 
of the maturational-lag-theory of childhood 
schizophrenia, My associates and I have 
studied many children committed to state 
hospitals at “childhood schizophrenia 
where a positive whirling test had been 
considered one of the main symptoms. 

Hilde L. Mosse, M.D- 


New York, N. Y. 
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In addition to the personal appreciation 
of Dr. Daniel Blain by President Harry 
Solomon published in the February 1958 
issue of this Journal it seemed appropriate 
to add a brief review of some of the major 
accomplishments of Dr. Blain and his col- 
leagues since they took office in February 
1948. Undoubtedly a large scale history 
needs to be written for a better perspective 
and informed comprehension of the events 
which have marked our transition from a 
small professional society with limited re- 
sponsibilities to a large national organiza- 
tion which can act for the membership on 
appropriate questions in a systematic, 
judicial manner and which is also a large 
holding and operating corporation. For the 
Present we can view with justifiable pride 
à few of the activities which seem to have 
had a Strong impact on our profession and 
its relations to other professions and the 
public since the days when we practically 
s d ‘ad One annual meeting, one journal, 
DU. the officers and the Council were 
edi, a act in response to public and 
Min nal needs. It now seems far away 
iW "d To when in 1946, at wars end, 
HEA Gon dom à then numbering un- 

» : m with a budget of less than 
bt CUR stock of itself and the future, 
cussed by ram implement plans long dis- 

5s oo ‘spe to have a Central 

a stronger id wou d give the Association 
9 bring its entity through an instrument 
and to the Deme to its own members 

ip of mies no 1958, with a member- 
ing a million lon and a budget approach- 
ls from d ollars, of which two-thirds 
One-third f ings and grants and only 
Bis Tom dues, it seems unnecessa 
| Tecall t ms 


5 step, he cogent arguments against 


E TA eran: 
first Medios ation was fortunate that its 


Wi Director was iÍ ivi 
the, gressive so that osat IN 
beyond o has been accelerated far 
© original expectations. Dr. Blain 
© convince both the Association 


DR. BLAIN : AN APPRECIATION 


and its officers of the value of numero 
far-reaching enterprises and then was able 
to finance them by grants, loans, or self- | 
supporting measures. The Association | 
thus gained a much more definitive identi! 
in our own eyes and also in the eyes of tl 
public to the enormous benefit of both. — 

Dr. Blain brought about numerous me 
of communication within the Associati 
and for the public as well. A list of publi 
tions would exceed this article in length 
but no one can overlook the fact that the 
News Letter with its convenient M 
Pouch, Mental Hospitals, Regional Ri 
search Conferences, Fact Sheets, and the 
Annual Meeting Summaries are a few of | 
more prominent ongoing institutions whi 
make it easily possible for every mem 
to be well informed in numerous fi 
The functions now served by the Pub 
Information Officer, Mr. Robert L. Ro 
son, working with the Committee 
Public Information, represent an outst: 
ing job in helping members receive i 
ligent, sensitive interpretation from ski ed 
science writers and other journalists not 
only at national or regional meetings b 
in the interim. When the Council or tg 
Committees have authoritative professional 
statements to make, usually in answer to - 
responsible inquiry, this Public Inform 
tion Office can provide the means for - 
wide and efficient distribution. Numerous — 
conferences, seminars and assiduous com- - 
mittee work have resulted in many dis- - 
tinguished publications such as the reports - 
of the Cornell Conferences on Psychiatrie 
Education. 

The Medical Director has probably been - 
a major factor, together with the creation | 
of the District Branches and the Assembly, — 
to democratize the Association, for ^ 
have enabled more members to participate - 
actively and effectively in regional and - 
national issues. Dr. Blain has indefatigably - 
visited most of the 500 hospital or clinic 
units in the United States. He has 


the psychiatrists who work so valiantly 
, 369 


- state hospitals against serious odds to 
again take a major part in the affairs of 
the Association. His personal site visits, 
in addition to his attendance at the meet- 
ings of the District Branches, the Divisional 

_ Meetings, the Mental Hospital Institutes, 

the annual meeting, the fall committee 

. meetings, and the meeting of the Assembly, 
. have provided ample opportunity for most 
. active members to be influenced by the 
- Medical Director in his efforts to improve 
: the quality of psychiatric care for pa- 
. tients. He has helped public hospital 
_ psychiatrists in their fight to improve 
— budgets and public relations, recruit per- 
sonnel, and devise new techniques to solve 
‘old problems. Some of the landmarks of 
this campaign are improved standards for 
j psychiatric hospitals, new operations for 
. the Central Inspection Board, Hospital 
Administration Certification, Nomenclature 
of Mental Diseases, the Mental Hospital 

- Services, assistance to the states in survey- 
ing mental health needs, prize awards, and 
the Mental Hospital Architecture Project. 
‘It seems probable that the early success 
of this office assisted in the relatively 
speedy acquisition of funds from members 
- for a Washington, D. C. home. The Medical 
Director has initiated a program for the 
education of general practitioners in 
. psychiatry. 

_ The development by the Central Office 
of a system for recording the minutes of 
" - all official meetings and careful editing and 
= publication within two weeks in an easily 
readable format has been of crucial im- 
portance to our officers and the Council 


Fewer, RET NR 


n 


v 


-——A c 


I 


for the accurate and efficient conduct of 
Association business. The Membership 
Section of the office has been a great help 
to all in expediting essential routine 
business, 

It is incredible that Dr. Blain, in addition 
to the nationwide activities mentioned, has 
also been an ambassador of good will to 
many foreign countries. He has helped 
improve old friendships and opened new 
avenues for our participation with psy- 
chiatrists of other nations who have much 
to offer us and who are interested in our 
advances. His personal introduction can 
be a passport to American visitors. 

Even this necessarily incomplete account 
documents convincingly the tremendous 
importance and vitality of the Association 
and this office. The Association was indeed 
fortunate to have a leader who was able 
to conceive and execute so successfully a 
widely diverse series of important func- 
tions that will enable us to better fulfil 
our responsibilities to our national health 
and welfare, and also be of service to our 
foreign colleagues. Our histories may w 
record Dr. Blain as either “The Com- 
municator,” or “The Innovator,” to use the 
device he used in characterizing the work 
of past presidents in his summary speech 
in May 1958 at San Francisco. He has 
earned our admiration and gratitude by 
extraordinary abilities and much hard 
work. We wish him equal success in his 
new enterprise for developing the recruit- 
ment and distribution of personnel. 


Henry W. Bros, M.D. 


Advances in medical science may be amaz- 
ing from time to time, but let these not be 
confined only to reports from laboratory, 
operating room or general hospital wards. 
Contemplation of clinical psychiatry fur- 
nishes food for thought and satisfaction to 
the therapeutically minded. In the last 15 
years the great increase in the number of 
young psychiatrists and the rapid improve- 
ment in the quality of their training is show- 
ing significant impact on treatment proced- 
ures for patients. Some observers of the 
clinical scene are ready to agree that thera- 
peutic skill in psychotherapy is now far more 
specific than is any dictionary definition of 
the term, and is peculiarly effective either 
with or without those ever satisfying aids 
^ the management of patients known as 
Somatic therapies. Whatever the degree of 
this may „be, it does point the finger at sharp 
E in the changing role of hospitals, 
A general and psychiatric in their recep- 

n and treatment of psychiatric patients. 
Dey or more years ago the psychiatric 

ent was brought to the hospital by the 

s Et about as often as he was sent by 

urs Physician. Contacts with a psy- 
rarely dp ^ consultant were occasional, but 
Ei m d € psychiatrist follow the patient 
Dsychiatei ospital since, in most instances, 
medical FIC hospitals furnished full-time 
pitals tric, and nursing care. Hos- 
is ate any ried ip com 

Biréttinent sita e family very little in 
contact with th ion, and rarely had much 
fient had been © family doctor. After the pa- 
every way €n studied and given treatment in 
leave, the Possible, when the time came to 
door, ossa was literally handed out the 

ith no inii = d his work 
Particu -up by the hospital nor any 

QS with what medical care or 
other words * € available henceforth. In 
Nove Was no integration with 
that may haye Tad family personal setting 
Dees, nor ud to the formation 
* reorganizat; there planful, progres- 
lon of the post-hospital 

tien , except by those i . 
ient, incl ding € interested in the pa- 
e family doctor, who may 


CHANGING ROLES OF HOSPITALS FOR 
PSYCHIATRIC TREATMENT 
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have had little or no contact with the prog 
carried on in the hospital. Today, howew 
psychiatric hospitals are beginning to estab- 
lish a different procedure. In some instances . 
the majority of patients admitted are seen 
regularly by their referring physician as they 
are by the full-time hospital staff. The con- 
sulting psychiatrist, or the doctor, leads the 
patient by the hand to the hospital, continu 
his relationship with the patient during 
hospital treatment, and is involved in : 
When the hospital period is completed the 
doctor leads his patient back home to work 
and family, and a continued therapeutic pro- 
gram based on what is fundamental in psy- 
chotherapy. 

This procedure illustrates what is termed 
“the longitudinal pattern in psychiatric ther- 
apy,” which should be considered a new im- 
portant theme in psychiatric medicine. 

If any consistent procedure, based on com- 
monly accepted psychotherapeutic principle 
is developed in the near future, it me: 
many hospitals must modify their poli 
State and Federal Hospitals will have | e 
“closed” medical staffs, and outside practi 
ing psychiatrists will participate in the in 
mural program. This won’t be too diffi 
for the general hospitals, since such has been - 
the traditional pattern on medical and sur- 
gical services. The problem of teaching 
experience in psychiatry for the general prac 
titioner still exists. Interest in psychothera- 
peutic and other psychiatric treatment often 
exceeds the skill in application which som 
times proves to be embarrassing for both pa- 
tient and family doctor. Perhaps he may i 
never be a skillful psychiatrist, but both he 
and the psychiatrist can benefit through more 
professional shoulder rubbing. E 

The general practitioner is the first contact —' 
of the patient in the longitudinal pattern in - 
therapy. He sees the patient as an individual. id 
—mentally and physically in his growth from ^ 
childhood, in his school, in his church, in his — 
club, in his family, and in his movement into - 
adult life and mentally and physically in his — 
loves and hates, desires, and frustrations, in - 
his marriage and family, and in his progress - 


“a 


cal prevention are contained in all these areas. 
Pig he success in handling mental and nervous 
ess depends upon the amount of preven- 
n, the amount and quality of care and 


is NT acis ofthe pads 
with a psychiatric disorder. 

All physicians place themselves in the posi- 
tion where they exist as therapists in full 
measure, if they work together, both inside 
and outside the hospital. 

BS} 


RACISM 


This chapter of the pride of [the white] race is one of the strangest in the 
annals of the human Lilliput, one of the most grotesque antics of the all-important 


pigmy man. 


—GorpwiN SMITH 
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It is hoped that the members of The 
American Psychiatric Association will al- 
ways show that true modesty which is 
truly becoming. However, they will wish, 

- perhaps even pridefully, to make note of 
some occurrences of this year which are 
of considerable significance in our history. 
For the first time, the Executive Commit- 
tee of this very oldest of American medical 
associations of national scope met on 
June 28, 1958, in the first home that the 
Association has owned. The dedication 
ceremonies are to take place on October 31 
during the time of the meetings of all 
committees of The American Psychiatric 
Association in Washington with the princi- 
pal address being given by Mr. Arthur S. 
lemming, Secretary, United States De- 
Gey of Health, Education and Wel- 
=A The first meeting of the Council is 
: € held in the new headquarters on 
ot 21 and 22. Though pride may 
Eun the announcement of these events 

- ng place in our own home, it seems 
iiid compatible with true modesty 
Eu should be made the subject of 

irm record. 
bibo si meeting of the Executive Com- 
which " rie 28, a resolution was adopted 
,"à0uld set us on the road toward a 
"portant objective, The American 


Soest 
Spe Association, through its meet- 
and OP Olects and publications, gathers 


hein the scientific and professional 
Se of ten thousand psychiatrists, 
administr one teachers, investigators, and 
chiatric “asia In its transactions the psy- 
most fn Ought of the day is best and 
valuabl fy represented, This potentially 

© fund of knowledge and experience 


PRESIDENT'S PAGE 


should be available for ready use in the 
public interest. There is at present no — 
means to make it so. It is but rarely focused | 
by the testimony of accredited spokesmen - 
of the Association on the many parti 
projects proposed as being helpful in the. 
treatment of patients. Still more rarely are 
the guiding principles by which proje 
should be judged enunciated with cl 
authority in an official way for the use 
lay groups, the press, lawmakers, and a 
ministrators of public agencies. Instead, th 
pronouncements now accepted as evidence — 
come from many persons and sources,— - 
some of them well-informed, some illin- | 
formed, some lacking the ability of criti 
judgment, some pressed forward more b 
expediency and feeling than by sound 
knowledge. The result is that too ofte 
premium is placed on claim and asserti 
positively or facilely presented, rather than — 
on carefully evaluated evidence. At the - 
Executive Committee meeting of June 
the appointment of a Commission 
authorized to consider finding means 
remedy these conditions. It seems reason- - 
able to suppose that the resources of The — 
American Psychiatrie Association can ns 
made available for accomplishing the in- - 
tended purposes. The Commission has been - 
appointed. Its members are, Dr. Francis 
Braceland, Chairman, Dr. Leo Bartemeier, | 
Dr. Daniel Blain, Dr. Addison Duval Dr. — 
Jack Ewalt, and Dr. Sam Wortis. Hope- |. 
fully, we shall look for some means to be, = 
provided under the aegis of our Associa- - 
tion for presenting views on subjects psy- — 
chiatric that will be both well-spoken and | 
based on sound knowledge. 
Francis J. Gerry, M.D. 


OFFICIAL REPORTS 


REPORT OF COORDINATING CHAIRMAN 


The group of 10 committees of the APA 
— which has been designated that on “Com- 
munity Aspects" covers a wide range of 
interests and activities. Only one of these, 
the Committee on Public Information, has 
continuous and direct service responsibili- 
ties in the APA ; you have seen evidences of 
its work in the Press room and other in- 
formational services here at the meeting. 
Incidentally, this committee pleads that 
each member of the Association be as 
helpful as possible in maintaining our 
cordial relations with the present reporters. 
This committee is also responsible for the 
olume of summaries of papers available at 
this meeting. Even while carrying this 
large service burden, however, this com- 
mittee produces new material of its own, 
the most notable recent piece being the 
- glossary. This document has needed atten- 
_ tion during the last year to fill the frequent 
t requests for translation into languages other 
_ than English. A new publication on Public 
- Relations and Psychiatry is being worked 
on and there are awards determined, pro- 
gram planning done in collaboration with 
_ other professional and lay groups and many 
consultative services extended to authors. 
A movie is in production. I have singled out 
the Committee on Public Information to 
_ mention first in this report because I have 
_ been deeply impressed with the really 
. enormous load of work, both more or less 
. routine and also creative, this group does 
for all of us in the APA. 

The Committee on Religion and Psychi- 
atry is petitioning Council to be advanced 
from ad hoc to Standing Committee status 
this year. Its work has perforce been di- 
rected at finding its place in the field and 
to do this has prepared a file of material 
and resources. Standard setting, a time- 
honored function of our organization, has 
found its place in this group's work as it 
attempts to define the qualifications for 
hospital chaplains. 

There are three committees in the gener- 
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COMMITTEES ON COMMUNITY ASPECTS OF PSYCHIATRY 


al area of collaboration with government 
agencies, though this is not their exclusive 
field as will be noted by the title of the 
first to be discussed, that on Disaster and 
Civil Defense. This group earlier produced 
the extremely useful pamphlet with which 
you are all familiar. The committee is now 
concerning itself with the fact that sur- 
prisingly few mental hospitals are involved 
in civil defense planning. The committee 
will undoubtedly be urging that we psy- 
chiatrists look more carefully at our civic 
responsibilities in this area, as well as 
bringing the resources of the hospitals to 
the attention of civil defense authorities. 
The Committee on National Defense has 
been consulted by the services about psy- 
chiatric services within Medicare. Some of 
the congratulations due for the inclusion 
of these services in the plan (though not 
yet by law) is due to this committee. The 
schedule of proportionate values for dif- 
ferent psychiatric services was worked out 
by this committee and, after further study, 
endorsed by Council. This was reporte 
in detail to assembly of District Branches 
Monday May 12. The Civil Aeronautics 
Authority has requested consultation 0 
this committee regarding the setting 0 
standards for medical examination of e 
approximately 200,000 civilian pilots in the 
country. The group is working on this dur- 
ing the present meeting. The last commit- 
tee of this sub-group is that on Veterans. 
Its primary concerns this year have been 
two, the study of a series of cases of PSY : 
chiatrists who have left VA employmen 
to determine the causes and possible cor: 
rections so that losses might be redu 
and, secondly, a study of the operation 9 
the Career Residency plans. 

Other committees have also, of on 
collaborated with governmental agencies 0 
have attempted to stimulate action in we 
The Committee on Academic Educatiot 
has urged the formation of an informati g 
center on scientific material re P 


- youth Although unsuccessful in this, a 
- wedge has been driven that may yet pro- 


duce results. This committee has also col- 
laborated with the American Council of 
Education in the distribution of informa- 
tional material. The Committee on Leisure 
Time Activities has been most successful 
in establishing collaborative counterparts 
for itself in District Branches, a project 
many might emulate to good advantage. 
Bibliographies on the relation of use of 
lisure time to psychiatric interests are 
being prepared, as well as film lists. Àn 
informational pamphlet is near completion. 
Leisure time activities in youth are being 
considered as related to delinquency. Use 
of leisure in retirement is being studied. 
There are other things this committee is 
developing, but the list here gives a notion 
of the scope and volume of its work. 

The Committee on Industrial Psychiatry 
has a tradition of intensive educational 
programs which have continued, It pre- 
pared a manual on supervisory relation- 
ships and has collaborated with the new 
int AMA committee, which is a sub-group 
h the Council on Mental Health and In- 
M reu The exhibit on Mental 

1h 2 Industry is being revised. 

e i reventive Psychiatry Committee is 

A ng on bibliographies of materials use- 

o the public for various developmental 
epochs. This difficult task of listing and 
ng has been the principal work this 


UTOPIA 


In the Twentieth Century war will be dead, the scaffold will be dead, hatred will be 
Tontier boundaries will be dead, dogmas will be dead; man will live. He will pos- 
thing higher than all these—a great country, the whole earth, and a great hope, 


ead, f 
Sess 


the whole heaven. 


year, and some parts are nearing com: 
tion. 4 
The Committee on International Re 
tions will carry its usual service functi 
providing hospitality to our foreign gui 
at the meeting, a function its members feel 
we should think about more. Those. 
of us who have opportunity to travel can 
attest to the extreme kindness we are shown . 
when visiting our colleagues abroad. We 
are so scattered here that when there is th 
opportunity to make this gesture as a 
Association to a group of colleagues 
abroad, it seems the chance should cer- 
tainly be accepted most gratefully. 
committee has been concerned with whi 
the profession might do to advance wor! 
peace. It has also worked on proposals to 
make translations of current and historically — 
important psychiatric literature. ^ 
In summary, your Committees on the 1 
Community Aspects of Psychiatry has been 
active in many directions. They are in. 
collaboration with many different pro 
sional and lay groups, contributing oi 
insights to the interests of others and learn 
ing from others helpful ideas we can use - 
to enrich our own thinking. The group | 
carries service obligations, grasps educa- 
tional opportunities and when appropri 
does creative work in the various fields 


interest. 


Paur V. LeMkAv, M. D. : 
Chairn r 
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SOUTHERN PSYCHIATRIC Association ÅN- 
= NUAL MxzriNc.— The annual meeting of the 
- Southern Psychiatric Association will be 

held Oct. 5, 6, and 7, at the Andrew Jack- 
— son Hotel, Nashville, Tenn. President 
. Frank H. Luton, M.D., of Nashville, Tenn. 
will preside and the incoming president 
will be Dr. Joseph L. Knapp, Dallas, Tex. 
Clinical and research subjects of con- 
temporary interest will be discussed by 
. members of the Southern Psychiatric As- 
d sociation and in addition a number of emi- 
‘nent psychiatrists from the North will also 
participate. 


a 
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i; EASTERN PSYCHIATRIC RESEARCH ASSOCIA- 
. TION 3RD ANNUAL MkxrriNG.—The Associa- 


tion wil hold its 3rd annual meeting 
.. October 23, 24, 25, 1958, at the Brooklyn 
.. State Hospital, Clarkson and Albany Aves., 
_ Brooklyn, with the cooperation of the Inst. 
. of Psychiatric Treatment, Boston, Mass. 
_ The first two sessions on the 23rd and 24th 
. will be held at the Brooklyn State Hosp. 
. and the third session will be held at the 
_ Waldorf Astoria Hotel on the 25th, At the 
. conclusion of a varied program on research 
. and clinical subjects three prize awards 
_ will be presented by Dr. David J. Im- 
pastato, one of $100 for the best paper 
4 delivered during the year 1957-58 before 
the Association, and donated by the As- 
- sociation, and two for papers presented at 
. the current meeting—The Inst. of Psy- 
i chiatric Treatment of Boston, Mass. prize 


vi 


— of $100. for the best paper given during 
the first day of the meeting and the R. 

Thornton Wilson Prize of $1000 for the 
__ best paper on preventive and genetic psy- 
_ chiatry given during the meeting. 


. ILLINOIS STATE PSYCHIATRIC ĪNSTITUTE.— 
_ Dr. Lester H. Rudy, present superintendent 
- of Galesburg State Research Hospital, has 
- been appointed superintendent of the new 
- Illinois State Psychiatric Institute in Chi- 
cago. It is expected that this Institute will 

be completed early in 1959. 
Dr. Percival Bailey will be director of 
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research and Dr. Jules Masserman director 
of education. 

Dr. Thomas Tourlentes succeeds Dr. 
Rudy as superintendent of Galesburg State 
Research Hospital. 


Unrrep CEREBRAL PALSY RESEARCH AND 
EpucationaL Founpation,  Inc.—The 
Foundation announces three new training 
programs beginning with 1959: 1. Post- 
doctoral Fellowships in Brain Research; 
2. Clinical Fellowships in Cerebral Palsy 
for Physicians and Dentists; 3. Medical 
Student Fellowships in Cerebral Palsy. In- 
quiries may be directed to: Director of 
Research, United Cerebral Palsy Research 
and Educational Foundation, 321 West 
44th Street, New York 36, N. Y. 


Dn. Suacass GOES TO STATE UNIVERSITY, 
lowa.-Dr. C. Shagass, Director of the 
Laboratory of Electrophysiology in the 
Allan Memorial Institute of Psychiatry, and 
Assistant Professor of Psychiatry, McGill 
University, has been appointed Associate 
Professor of Psychiatry in the College of 
Medicine, State University of Iowa, and a 
staff member of the Psychopathic Hospital. 

It is expected that Dr. Shagass will play 
an important role in the expanding program 
of psychiatric research and teaching which 
has been undertaken by the Iowa Depart- 
ment of Psychiatry. 


SOUTHERN REGIONAL EDUCATION Boin 
Dr. Cyril J. Ruilmann, Director of Ment 
Health and Hospitals Board for Texas State 
Hospitals and Special Schools, has been 
elected chairman of the Southern Region 
Council on Mental Health Training an 
Research, for 1958-59. State Senator J. cd 
Hall, of Miami, Oklahoma, was elect 
vice-chairman. cM 

Miss Annie Laurie Crawford, psychiatrie 
nurse consultant, State Board of Healt d 
Florida, Dr. Hiram W. Davis, Commis 
sioner, Department of Mental Hygiene a 
Hospitals, Virginia, and Dr. John Seeley; 
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director of research, Alcoholism Research 
Foundation, Canada, will also serve on the 
Council's Executive Committee for 1958-59. 


Dr. GansER RErmrs.—On July 1 of this 
year Dr. Robert S. Garber, Medical Di- 
rector of the New Jersey Neuro-Psychiatric 
Institute, retired from State service, after 
devoting 20 years of his professional career 
to the mental hospital field. He plans to 
enter private practice in neurology and psy- 
chiatry in association with Dr. J. B. Sprad- 
ley of Trenton. He will also serve as medical 
director at The Carrier Clinic, a private 
80-bed psychiatric facility, in Belle Mead, 
N. J., on a part-time basis. 

Approximately 300 persons attended a 
testimonial dinner given in Dr. Garber's 
honor by the employees of the New Jersey 
Neuro-Psychiatric Institute on the evening 
of June 27. 


INTERNATIONAL SEMINARS ON MENTAL 
Heattu.—The Postgraduate Center for Psy- 
chotherapy, 218 East 70th Street, New York 
21, N. Y., will present the second series of 
international seminars in October 1958. 

ese seminars are conducted at the Post- 
graduate Center and at various points in 
the U.S.A., and are addressed by distin- 
guished scientists from abroad, 

T. Konrad Z. Lorenz, director of the 

ax Planck Institute of Westphalia, Ger- 
Many, will speak on his recent findings in 
e field of ethology at the New York Aca- 
jd of Medicine, October 10 at 8:30 pm. 
is NE seminars will be held in Prince- 
aad J., October 12-15, 1958 ; Yale Uni- 
i 958 7 School of Medicine, October 16, 
a i^ Hospital, Downey, Ill., October 

, ; Menninger Foundation, Topeka, 
ze October 21-24, 1958; American Mu- 

s Natural History, New York City, 

held 30, 1958. A special conference will 
abe cts 26, 1958, at the Post- 
vitation enter, New York City, by in- 


P BtocnaPmcan. Dmecrony or THE 
full hi e professiona] backgrounds and 
“graphical details of some 10,000 

- Public trists are currently available to the 
with the publication in August, 


1958, of the new Biographical Directory 
the American Psychiatric Association. — 
The Directory, which is almost 
larger than the last edition published in 
1950, includes all members of the APA, 
Alphabetically arranged with a geograp 
index, it offers in each biographical sketch 
such information as: medical and oth 
Doctor's or Master's degrees ; internshi 
residency training ; post graduate trainin, 
State licenses; certification ; profession 
experience, including consulting or atten 
ing affiliations, major research and priva: 
practice ; academic appointments ; profi 
sional memberships; military record 
books and articles published, as well as full 
name and address, and date and place 
birth. Other information includes the story 
of the development of the APA, its constit 
tion and by-laws, and a complete list « 
officers. q 

The Directory is published, in cooper 
tion with the APA, by R. R. Bowker Co 
62 W. 45th St, New York 36, from whom — 
it may be purchased at $25.00 postpaid. - 


A Psycutatric HosPrrAL IN FINLAND. 
In a letter from M. Olga Weiss, R.N., As- 
sociate Editor of Nursing Outlook, occu 
the following passage : à 

During my vacation I took the oppor- - 
tunity to visit some hospitals in Europe 
and was particularly impressed with a 
beautifully run and democratic little psy- — 
chiatric hospital in Finland. The adminis- 
trative staff, and particularly the director. 
of nurses, had the really sound idea that 
hospital for a disturbed person should be. 
as warm and friendly and homelike as 
possible, and the nursing director is a 
collector of art objects. As a result, in every | 
patient's room, in the corridors, and in the © 
dining rooms were some truly lovely paint- _ 
ings, statuary, and wall hangings. I found | 
that among other things were some early 
Italian madonnas and other really valuable 
bits of art. Certainly, patients could not 
help but get well in such lovely surround- — 
ings, and it was so much taken for granted 
there that I was really impressed. When I 
mentioned this to some of our editors, one 
of them said, "Well, you know here, we 
give lip service to doing this kind of 
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_ but apparently over there that's what they 
. actually do without giving it any thought." 
-. Certainly, should you have the opportunity 
to go to Finland, I would recommend your 
visiting this charming little hospital in 
Kellokoski. 


- Acapemy or PSYCHOSOMATIC MEDICINE. 
. —The theme of the 5th annual meeting of 
The Academy of Psychosomatic Medicine, 
E to be held at the Park Sheraton Hotel, New 
< York City, October 9-11, 1958, is "The 
- Psychosomatic Aspects of Internal Medi- 
cine." 
Some of the topics to be discussed in 
- the papers, symposia and luncheon panels 
P are : Emotional Factors in Cardiovascular 
- Disease; Pseudoallergic Schizophrenia ; 
Recognition and Management of the 
- Borderline Psychotic; Mental Health and 
the General Physician; Family Diagnosis 
in Emotional Disorders of Old Age ; Group 
- Treatment of Obesity ; Emotional Aspects 
of Somatic Disease and Disability; De- 
pression and Psychophysiologic Disease, 
and The New Psychotherapeutic Drugs— 
Their Use and Misuse. 
For further information write Bertram 
B. Moss, M.D., the Academy of Psychoso- 
matic Medicine, 55 E. Washington, Suite 
2 1035, Chicago 2, Ill. 


Turane  UwivEensrTY LECTURESHIP IN 
- Socrax Psycmarry.—Tulane University an- 
nounces the creation of a lectureship in 
social psychiatry jointly sponsored by the 
- department of psychiatry and neurology 
and the department of sociology and an- 
_ thropology and supported by the Mona 
- Bronfman Sheckman Foundation. Dr. 
John Spiegel, the first speaker in this 
. annual series of lectures, will discuss “The 
. Structure and Function of Social Roles in 
the  Doctor-Patient Relationship.” His 
presentation is scheduled for Thursday, 
October 23, through Saturday, October 25, 
1958. 
The guest lecturers will be alternately 
a social scientist and a psychiatrist. The 


lectures will be. published in monograph 
series. For further information contact the 
Program Co-chairmen, Dr. Harold I. Lief or 
Professor Forrest LaViolette, Tulane Uni- 
versity, New Orleans 12, La. 


D. G. McKerracuer, M.D., APPOINTED 
to Woro Hearts Bopy.—Dr. D. G. Mc- 
Kerracher, professor and head of the psy- 
chiatry department, University of Sas- 
katchewan, has been appointed to the 
expert advisor panel on mental health of 
the World Health Organization. He will 
serve for 5 years. Dr. McKerracher was 
formerly director of psychiatric services 
in the Saskatchewan Department of Public 
Health. 


New PUBLICATION FOR PSYCHIATRIC ÅIDES. 
—The National League for Nursing has 
published the first issue of The Corres- 
pendent, a newsletter for psychiatric aides, 
attendants, technicians and practical 
nurses. Comments, suggestions, and arti- 
cles on ideas for the improvement of pa- 
tient care are welcomed. 

For further details write The Corres- 
pondent. National League for Nursing, 2 
Park Avenue, New York 16, N. Y. 


Correction.—In the list of hospitals ap- 
proved and conditionally approved by the 
Central Inspection Board of the APA ap- 
pearing in the August 1958 issue of the 
Journal the Ingleside Hospital, Cleveland, 
Ohio, was entered as conditionally ap- 
proved. It should have been entered as 
fully approved. 

Dr. Max Fink of the Hillside Hospital 
reports that the A. E. Bennett Neuropsy- 
chiatric Research Foundation Award an 
nounced in the August issue of the Journ ad 
as having been awarded to him was shar 
by Drs. B. Zileli, A. DiMascio, L. Boling 
and A. Goldfein of the Massachusetts 
Mental Health Center for their work oe 
blood catecholamine response in com 
sive therapy. 


ad 


Tue Human Brain. By A. M. Lassek, M.D., 
Ph.D. (Springfield, Ill.: Charles C Thomas, 
1957, PP. 242, $4.75.) 


In charity to both the author and publisher this 
book should, perhaps, not be reviewed at all, for it 
is one of the most unfortunate performances which 
it has ever been my lot to encounter. The book is 
allegedly about the human brain, but there is very 
little indeed about the human brain in it, for it 
turns out to be a bolus of the author’s undigested 
conjectures and reflections, based on reading in 
which such authorities as Time and The National 
Geographic Play a not inconspicuous role cheek 
by jowl with the most conspicuous lacunae imagi- 
nable, The book is apparently written for popu- 
lar consumption, but I would venture to say that 
virtually any man on the street could, with less 
trouble than it would take him to read this book, 
come up with conjectures and speculations at least 
as uninteresting as those which the author pro- 
vides. The astonishing thing is that such a book 
should have found a publisher, for it is full of 
rig and misleading interpretations of the evi- 
ence on an innumerable number of matters. The 
author is a professor of anatomy at Boston Uni- 
versity and has written on neuroanatomy. In the 
ex volume he writes on the cultural evolution 
ái PORRA I fear, with about as equal ability as 
i? ority on cultural evolution might write on 
ing lage of the pyramidal tract. Without quot- 
ey ok a ample, I would say that there are on 
c "si of this book substantial errors of fact 
ire the ‘pretation, This would do no great harm 
etia errors limited to matters of historic or 
phe ric interest, but passages such as the fol- 

pe are really unpardonably irresponsible : 
tality” Nen with more modern man, the men- 

te think ones Eskimo is weakly developed. 
than the abstr only in terms of the concrete rather 
imaginative ract, Although his mind is vivid and 
incapable ct it is entirely visual, He is, therefore, 
ot synthesizing and mingling ideas into 

Pattern, His 


an obsession, Apparently, 
Ought can lodge in an Eskimo's brain at a time; 


me Advantage to this characteristic 
converge all of his mental energy 


BOOK REVIEWS 


too much thinking because he innately feels that 
keeps him awake, disturbs his digestion and m 
him dour. He actually can be insulted if cred 
with thought!” 

The book is full of such astonishing pas 
It has an oddly cranky flavor. It represents a 
mistake, x 
Asuirey Montacu, Pu, 

Princeton, 


A THERAPY ror Anxtety TENSION REACTIO! 
By G. B. Haugen, M. D., H. H. Di 
M. D. and H. A. Dickel, M. D. (New York : 
Macmillan, 1958. pp. 110. $3.50.) 


"Exploration into the reasons a patient. 
came tense is a waste of time." That is wha’ 
authors say right on page 41. Doctors Haug 
Dixon and Dickel are hostile to conventi 
psychotherapy, pychoanalytic or oth 
They prefer to teach the patient to relax, 
Jacobsen's methods. They firmly reject 
ard patient-participating psychotherapy. 
therapy that requires extensive mental pi 
ticipation by the patient is carried o 
under a severe handicap." They do not belie 
that "tranference" occurs, since the 
authors can exchange patients without distur 
ing the therapy. They charge that "the phy: 
cian who allows the patient to ventilate dos 
so largely because he (the M.D.) is ba 
It sounds incredible, but they actually don't. 
want the patient to think that his own (i. 
the patient's) ideas have any validity: 
not the patient run the show . . . If we allo 
him free rein to tell us what he thinks 


are wasting our time... 
assume that his ideas on the subject have in 
portance and validity." i 
The authors allege that the person who o 
reacts to stress does so because of the way h 
body is constructed. They think that the 
peripheral muscular tension comes first and 
that this causes the anxiety. They believe th 
if the patient can relax his peripheral muscle 
the anxiety will disappear. Another exam 
of the authors’ reasoning: "We have made. 
little mention of obsessions or compulsi 
We have ceased to pay much attention 
them. We see them merely as incident to 
tension reaction, requiring no more attention 
than does the tachycardia,” 
By now you should get the idea. Curiously, 
though, the authors say that their relax 
technic is psychotherapy—and it is d 


- therapy.” It is, apparently, a kind of anti- 

- psychotherapy psychotherapy. 

Henry A. Davinson, M. D., 
Cedar Grove, N. J. 


Chosen Ranxs. By Elaine Cumming and John 
; Cumming. (Cambridge, Mass.: Harvard Uni- 
versity Press, pp. 192, $3.50.) 


The authors of this book are a husband and wife 
~ team who seem to have collaborated well: the book 
is well integrated. They describe their book as an 
experiment in mental health education, a concen- 
trated yet unsuccessful effort to change attitudes 
toward mental illness and the mentally ill in a small 
d Canadian community. It would seem probable that 
a similar outcome would have resulted in any simi- 
= lar community elsewhere with the notable excep- 
- tion of certain therapeutically oriented communities 
in Europe. The book is well organized on a de- 
- scriptive psychological and sociological basis but a 
dynamic formulation is not particularly evidenced. 
Although the results seem predictable, the efforts 
re not wasted. The authors verify the familiar 
difference in orientation between lay people and 
- professional workers as to what constitutes mental 
illness and what can be done about it. 
.. One small community was used as a control and 
the other observed before and after an extensive 
educational effort through various media. The au- 
“thors note that although there was a considerable 
- difference in toleration toward the mentally ill 
among varying segments of the population, their 
program had no appreciable effect on the degree of 
= toleration. On the other hand their attempt to 
- modify attitudes resulted in anxiety that often took 
- the form of hostility on the part of the individual 
. and the community. It is inevitable that such a 
program would evoke latent feelings of guilt and 
attendant anxiety. 
. Tt was felt by the authors that the working prin- 
ciples employed in their mental health education 
may be inadequate and rest on false assumptions. 
— There may be a tendency to overlook the positive 
- social functions performed by so-called, "bad," 
community attitudes toward mental illness and to 
— disregard these when trying to understand and help 
- the mentally ill. 
_ The work is well documented with an extensive 
— bibliography, the various scales used, detailed ex- 
amples of the forms used in interviews. There are 
also elaborate tables on the analysis of results. The 
entire format makes for easy reading. 
It seems doubtful that any significant change in 
attitude toward others can be achieved without a 
‘concurrent change in the individual's attitude toward 
himself. Such a program even on a small scale 
would demand a gargantuan effort. It might be 
- possible to approach such a program with more em- 
phasis on the educational efforts in the schools be- 
fore there is too much rigidity of attitudes. It can 
not be easy to change man's inhumanity to man 
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which is so well exemplified in the usual attitude 
toward the mentally ill. 


Lrowamp M. Dus, M.D., 
Washington, D. C. 


UwsETILED CHILDREN And THEIR Fames. By 
D. H. Stott, Ph. D. (New York: Philosophi- 
cal Library, 1957, pp. 240, $6.00.) 


This is a familiar kind of book that might be 
characterized as "one man's opinion.” The author 
states in the foreword, “A family is a good one 
when the child can take its permanency and his 
membership of it completely for granted.” It is 
doubtful whether even a new-born child can expect 
unreserved acceptance. Nevertheless this is the 
author’s theme and he lists 12 types of family situa- 
tion that he believes cause unsettled children. At 
least this classification unsettled children is some- 
what original. “I have made bold to classify the 
sorts of family situations which are liable to pro- 
duce delinquent or other unsettled children.” 

He goes on to say, “My fundamental theoretical 
conception is that of the human being striving to 
maintain certain relationships with the world 
around him. The efforts made to re-establish cer- 
tain relationships when they no longer exist, or to 
make the best of things when this is impossible, 
are seen as standard and instinctive reactions.” No 
one can take issue with this but it does not go far 
enough. The inner world of the child is totally 
ignored. The author even says “Nine-tenths of our 
family troubles and of unsettledness to which they 
give rise can, I believe, be cleared up without psy- 
chiatric intervention. To have one’s private psy- 
chiatrist, official or unofficial is socially unhealthy. 
The idea of the ‘unconscious’ has a mystical almost 
occult appeal to those captivated by it, nothing else 
seems fundamental.” In further referring to this 
subject, “Repressions, or as I prefer to call it, 
avoidances, are rather the result than the cause of 
their emotional troubles. A parent who feels that 
he or she has been rather hard on the child will 
show compensatory kindness, the child who has 
been naughty will want forgiveness and may try to 
regain favour by being specially good and may 
help the parent with odd jobs. These are called 
guilt feelings by some psychologists but I think 
they are more accurately and usefully described as 
elementary reactions by which each member makes 
sure of his or her place in the group.” The author 
is unsympathetic to the point of ridicule in rega’ 
to psychological testing. “The intelligence test has 
become like the bottle of medicine which the 
patient expects to take away from the doctor's sur- 
gery, it seems to justify the psychologist's existence 
and has become the peculiar rite of his craft 
mystery." He substitutes most rigidly his ie 
orientation of family standardization. All who dea 
with unsettled. children have seen the type kor 
seems to invite rejection. This takes the form i 
repudiation, retaliation and rejection by alternately 
the child and the parent in a vicious cycle. 
author includes detailed case histories, but E 
no cognizance of problems in terms of ages. ~. 
dren show some differences in behavior 


infancy, childhood and adolescence independent of 
their particular family. 
The book and background are English, but any 
- seeming differences in types show apparent rather 
than real differences from the types with which 
weare familiar. Interpersonal relations are so com- 
plex that they cannot be understood if examined 
in the rigid context of family relatedness alone. 
There are orientations other than psychiatric for 
dealing with unsettled children. No matter what 
they be it would seem that they have to recognize 
the abilities, disabilities and potentialities of each 
individual concerned although the child is the main 
concern. It might be possible to conclude that suc- 
cess in dealing with children is more dependent on 
the personality of the therapist than the orienta- 
tion he utilizes, 
Leonarp M. Dus, M. D., 
Washington, D. C. 


PrscePrANALYsm. By Zygmunt A. Piotrowski. 


(New York: Macmillan, 1957, pp. 474 
$6.75.) 


This is a complete exposition of the 
Rorschach method of personality investigation, 
sad in a terse, lucid, eminently readable 

As several such expositions are already in 
PARS one might question the value of adding 
sd z number, But this book is written by 
ves the acknowledged masters of the 
to pu è man of vast experience who is able 

ring many new insights and principles to 
enm i subject. Dr. Piotrowski covers the 
E h ^a a the way from giving a. brief history 

e ^id in inkblots even before Rorschach, 

> orschach’s own contributions, and 
he e goes on to discuss the administration, 

E y interpretation of the Rorschach 

wy times simply elaborating accepted 
Principles, but often introducing modif ka 
and stipulations of his own, 
is a book for experienced Rorschach 
ea It d we probably have little meaning 
im Who have not used the test widely. 
ave 55355 (as well as psychiatrists) will 
“ave undoubted 
55 this reviewer’ 
is remarkab] 

author 
test in 


ly varying reactions to it. It 
S feelings that while the text 
y clear, Systematized, and logical, 
"* appears too anxious to make the 
not peal a scientific, but actually 
aii ; Instrument. As he states, “one of 
of tidvin oals was to contribute to the process 
b. a p and tightening perceptanalysis 
ve been procedure. When this process 
E "we. completed one day, we shall be 
erd dei data, scored, classi- 

fita 1 according to objective rules, 
Ens “4 machine which will take the drudgery 
thinking Consistently in terms of many 


" 


tion of the scored test data perfectly reliabl 
It is this reviewer's impression that the | 
constitutes a valuable new contribution, ni 
particularly revolutionary and undoubte dly 
too critical of the value of intuition in psych 
logical evaluation, but admirable and exce 
in its logical consistency. 
Hans A. Intinc, M. D, — 
Los Angeles, Calif. 


Recovery FROM SCHIZOPHRENIA. THE ROLAND - 
MeToo. By John Eisele Davis, Sc.D. 
(Springfield, Ill.: Charles C Thomas, 1957. 


The author of this book has been hitherto kn 
for his contributions to the subject of phy: 
therapy applied to mental cases, but here describ 
a form of treatment originated by one diff 
from himself, namely, Paul Roland, therapist, 
whom a brief account is given as an addendum 
this volume. 

The Introduction gives the Scope of the Proble 
of Presentation, and is followed by chapters ti 
The Problem of Chronicity, Organization of Special 
Treatment and Research Clinics, Historical Evoh 
tion, Characterization of the Method, Corrective - 
Therapy, Educational Therapy, The Downey Eval- | 
uation, Widening Scope of Method, Addendum, 
References, and Additional Bibliography. 

It is emphasized that each patient must be treat 
individually and the approach must be varied. 
suit the case. Some of the objectives may be: 
1. Improving or restoring knowledge and ski 
2. Socializing or resocializing. 3. Restoring use 
fingers, hands, arms, and organs of speech. 4. Modi 
fying attitudes. Measures for the attainment o 
all these objectives are fully given in consider 
detail. In fact, this is a very “meaty” book whi 
must be read to be properly appreciated. 

As to the success attained by the Roland Mei 
it is found that chronic cases may be restored 
their homes, to the community, or to become us 4 
members of the hospital personnel. A report is 
given of the results of the treatment at the Chilli- 
cothe State Hospital which is of considerable in- 
terest. 

Undoubtedly this book should be read by every 
psychiatrist and the principles given for appl 
the Roland Method should be put in service in all — 
hospitals for mental patients. ui 

With the present tendency to diagnose the mental — 
patient as schizophrenic, and the same tendency to - 
send such patients to state mental hospitals, any, 
measures to prevent overcrowding should T T b 

W.R.D. - 
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STUTTERING: A PSYCHODYNAMIC APPROACH To Its | 
UNDERSTANDING AND Treatment. By Domi- 
nick A. Barbara M.D. (New York: The 
Julian Press Inc., pp. 304. $5.00.) q 

In his preface, Barbara states that his book had | 

grown out of two fundamental sources; his o di 


personal experiences as a stutterer, and the years 
he had spent treating those afflicted with this si h, 


. disorder. Those who have worked with stutterers 
— will readily recognize that his approach to the prob- 
- Jem of stuttering reflects his acute ability to see the 
- problem from the ‘inside out’, as well as his keen 
analytical perceptions which have emanated from 
— his work experience. There has been a need for 
. such a book for a long time; in fact, no other of 
this calibre or kind exists, to this writer's awareness. 
Barbara has left behind those who continue to con- 
y sider stuttering in a static, ‘speech’ manner, and he 
- has given it the dynamic interpretation that prob- 
. lems based in the psyche of the individual must re- 
Ee Too many writers on stuttering have given 
E 


lip service only to its emotional components. Bar- 

bara has striven to unmask the nature of the core of 

-non-fluent communication, called stuttering. 

..,, Barbara's definition of stuttering is as follows: 
- “Stuttering ...is an outward expression of anx- 
- jety in conflict, secondary to faulty personality de- 
velopment, and which expresses itself specifically 
and implicitly in the speaking situation.” With a 
Karen Horney orientation, he goes into a detailed 
- account of the stutterer's personality structure, out- 
lining the nature of the sources of conflict. It is his 
contention that the stutterer's 'idealized image' can 
generally be described in terms of what he calls the 
“Demosthenes Complex," the viewing of self in the 
ca ole of flawless orator. In Barbara's words, "he 

es blinded by the compulsive need to have to 
rove himself, to become his Demosthenes image of 
imself. From these impossible heights he is bound 
-.. to be hurt and in his fall down to earth and to more 
solid ground he will experience terror, self-contempt 
- and misery.” In other words, the stutterer is not 
willing to face and accept himself in realistic terms 
for the person that he is today. Rather, he envi- 
ons himself constantly in the role of fluent, omni- 
ent maker of speeches, and whenever he does not 
2 unction in accordance with this ideal which is al- 
ost always, more anxiety is engendered. He oper- 
ates with neurotic claims ; i.e. because of his suffer- 
‘ing, he believes that he is entitled to happiness, con- 
sideration, understanding, and special privileges. In 
dition, Barbara recognizes that the stutterer is 
plagued by what he calls ‘the tyranny of the should,’ 
namely, that he should be the essence of goodness, 
ourage, dignity, generosity, understanding ; that he 
i hould be completely self-sufficient, in control of his 
feelings at all times, never fail, be able to meet and 
solve all difficulties, We thus see that his ‘Demos- 
thenes Complex’, his neurotic claims, and his com- 
. pulsions to appear the epitome of all that is good 
and perfect pull him in different directions at the 
- same time, making for uncontrollable anxieties and 
greater difficulties in meeting and communicating 
- with his external environment. According to the 
author, the only kind of therapy that can save the 
stutterer is that which is oriented to lead him to- 
- ward self-realization, rather than allowing him to 
- grope with his aims toward self-glorification or 
- self-idealization; namely, a therapy that will help 
him see that he is a human being among other im- 
perfect beings, and that he possesses resources 

"which, in times of crisis, he can learn to rely on. 

Furthermore, Barbara states, the stutterer to prove 


his self worth and ultimately achieve happiness, 
must come to realize that he has potentials that 
have heretofore never been seriously considered. 

Barbara believes that stuttering is primarily a 
personality problem. But he does not fall into the 
all too frequent trap of departmentalizing personal- 
ity and then evaluating categorically the nature of 
symptoms. He perceives the stutterer in an holistic 
manner, and states that his problem is essentially 
not one comprised of neurotic conflicts, tensions 
and speech difficulties, but rather, is one of faulty 
communication. He contends that in a total sense 
the stutterer has trouble communicating with his 
external environment, and in effect, has difficulty 
establishing proper communication with himself, 
has alienated himself from himself, making proper 
intrapsychic adjustment virtually an impossibility. 
In the author's words, the stutterer "does not feel 
himself as a human being with his own feelings, 
wishes, thoughts and desires. He is robbed of most 
spontaneity. He has little or no initiative. In place 
of any real and alive feelings, he is a harried slave 
to compulsive and relentless drives." Therapists 
who have worked with stutterers on a psychothera- 
peutic level will probably agree with Barbara that 
the stutterer as a total organism is 'out of tune 
with himself and his surroundings, and basically 
cannot communicate adequately, a symptom of this 
being his halting speech. 

A few criticisms can be listed in passing. It is 
not felt that Barbara's chapter entitled "Stuttering: 
Facts and Characteristics" in which he reviews the 
research in the field contributes much to the clari- 
fication of his thesis. He states the conclusions of 
other researchers with very little evaluation as to 
the merit of their work, A previous study of his, 
on stuttering in psychotics, is also given a chapter, 
and this section similarly contributes little to the 
elaboration of the central theme of the book. 

Secondly, when speaking of parents of stutterers 
and their influence in forming the matrix of stutter- 
ing, Barbara uses ‘parents’ and ‘mothers’ almost 
synonymously. Other investigators have recently 
been examining the role that fathers play in this 
problem, and some evidence exists to substantiate 
the fact so many more males stutter in ratio to 
females primarily because of improper of inade- 
quate father-son relationships. n 

Finally, Barbara does not deem that statistical 
studies on stuttering have too much value. He i 
lieves that only through the psychodynamic FA 
proach will the final answers on stuttering be founds 
While this reviewer approves of the author's ori- 
entation, he cannot help but recognize that most 0 
what we know about stuttering today has come from 
painstaking statistical experimentation, and sinc? 
this is true, no damper should be placed on any 
avenue of investigation which might lead us closet 
to a fuller understanding of the mysteries 
some degree still enshroud stuttering speech. 

Murry A. Syyoer, Pa. D: 
National Hospital for 
Speech Disorders, 
New York, N.Y. 


| (Danville, Ill., The Interstate Publish- 
ing Co., 1957, pp. 142. $3.50 cloth, $1.50 paper ; 
L. P.s at $3.00.) 


, ing is as old as language; but now the 
answer to the riddle of the disorder seems close at 
hand” With this sentence Bluemel concludes his 
— bo. It would be most comforting to be able to 
j e the author's confidence, but if this book has 
xen Written to answer the riddle, this reviewer has 
b. been successful in discerning the material 
— wherein the answers lie. In 1913, Bluemel wrote 
j- ering and Cognate Defects of Speech” 
E Ee he considered stuttering as being indica- 
tive of a condition which he called ‘transient audi- 
tory amnesia.’ In his present book he restates his 
" thinking, but perhaps in different words. 
believes that stuttering points to a cognate 
ty, namely, that in the stutterer’s conceptu- 
tion of the words he intends to use, he either 
balks or blocks. In 1913, he considered that the 
bip image of the word was faint or weak, and 
Fit could not readily be recalled to the speaker's 
mind. He now thinks that the stutterer's mental 
Speech is "quenched, and thus there is a period of 
mutism in which oral speech becomes impossible.” 
Outside of this slight revision, his thinking on 
not perceptibly changed, and if in 
Ee 45 years his theory has not brought us 
Min wee the enigma of stuttering, neither 
: test work, 
Pome Outstanding contribution is made in The 
Riddle of Stuttering. Bluemel believes that a dis- 
‘Should be made between stuttering and 
talk ha g. He classifies those who in learning to 
AA ave not as yet been able to develop an or- 
Speech pattern as stutterers, while those 
» because of emotional or other factors, 
Kee duorgonised as stammerers, In 
3m Stuttering is immature speech which 
vu Ner Physiologically organized into an effec- 
o i of oral expression.—Stammering is dis- 
Ef nx E rather than non-organized speech. 
unmaking ^ a in the making, but speech in the 
— disregard . n recent years, clinics have tended to 
: € particular nature of the non-fluency 
pos by their patients, It was enough 
Who exhibited a disrupted speech be- 
E to stuttering into a common diag- 
Bt Ere all somewhat similarly accord- 
- à entation of the clinic involved. Blue- 
E S Our attention that not all 
Birra i ut he also presents a different 
dicho or each, There is some validity 
who do for quite frequently we do see 
Which 4 not present the typical emotional 
, Stuttering he to accompany and produce 
L Stem, because of There are many stutterers who 
oad neurological deficiencies, not to 
Bluemet’s thinkin: Jet an organized speech flow. 
$ mas 1n this area should provoke re- 
vestigate the conclusiveness of his 


) 
| 


Concedes that stuttering (which he pre- 


fers to call stammering) involves a good deal more 
than speech. He states that the "stutterer's per- 
sonality, his native non-fluency, his environmental 
stresses, his disorganization in the sphere of speech, 
his struggle with the speech block, his condition- 
ing experiences" and his compulsive phobic reac- 
tions to his stuttering, influence his approach to 
the task of talking. He agrees that the treat- 
ment of stuttering requires something more than 
speech correction, and that there exists the need 
for a broad psychological approach. But his reply 
to all this by way of therapy resembles strongly 
the advice of the ‘positive thinker? He writes, 
for example, that “the self-educating stammerer can 
cultivate decisiveness—he can learn to react in many 
situations with a measure of precision—He would 
do well to fortify his ego by cultivating a more 
forthright manner. At first one may feel uncom- 
fortable in the assumption of self-confidence; but 
soon the confidence becomes real, and it constitutes 
a genuine asset of personality.” Such statements 
seem to imply that the stutterer has not wanted 
to be decisive, precise, self-confident. He does not 
need some one to tell him to develop in these areas. 
Rather, he wants to be shown how. 

In conclusion, although Bluemel claims through- 
out his book that stuttering represents an emo- 
tional disorder with psychosomatic overtones, his 
emphasis is on the patient's need for training in 
mental speech. He considers speech to be nothing 
more than ‘thinking out loud,’ although it has be- 
come evident to most workers in the field that 
speech is as well a kind of ‘feeling out loud.’ Blue- 
mel would probably agree with this, but little or 
no provision for treating the abnormalities in the 
patient’s feeling can be found in this book. 

Murry A. Snyper, Px. D., 
National Hospital for 
Speech Disorders, 
New York, N. Y. 


Prescription For Survival. By Brock Chisholm, 
(New York: Columbia University Press, 1957, 


pp. 92. $2.50) 


The four lectures comprising this short but meaty 
book were delivered on the Bampton Foundation at 
Columbia University in 1957. Like everything Dr. 
Chisholm writes, they are very much worth read- 
ing. The author's lucid style makes this an ideal 
book to place in the hands of parents and almost 
everyone desiring a sound and simple prescription 
for survival. Dr. Chisholm's plea is for the de- 
velopment of a scientific attitude in connection with 
all problems of human behavior, and the applica- 
tion of the knowledge we already possess to our- 
selves first before we begin applying that knowledge 
to others. His elucidation of the meaning of love 
and its importance in the harmonic development of 
the human being is admirably done, and it is to be 
hoped will be widely read. This is altogether an 
excellent little book. 

ASHLEY MONTAGU, 
Princeton, N. J. 


 "THronv AND ProsLems or Cup DEVELOP- 
MENT. By David P. Ausubel. (New York : 
Grune & Stratton, 1958, pp. 650. $10.00.) 


Dr. David Ausubel has already put us into 

his debt with two excellent volumes, Ego De- 

p t and the Personality Disorders 

. (1952) and Theory and Problems of Adoles- 
cent Development (1954). With the present 
volume, Theory and Problems of Child De- 
velopment, Dr. Ausubel puts us further into 
his debt. Intended as an advanced textbook 
for students in psychology and education, and 

| as a reference work for educators, pediatri- 


- cians, clinical psychologists, psychiatrists, social . 


- brings them into relation with children, the 
proper conviction that the time was ripe for 

. failure to develop a systematic body of de- 
. Ausubel has attempted to introduce a sem- 
This rather gargantuan task has called for 

- dowed, namely, the ability to distinguish be- 


. book owes its being to the authors very 
: a systematic stocktaking in theory and prob- 
i velopmental theory in this rather complex and 
- blance of order by theoretically systematizing 
3 many qualities ; among the most pre-eminent 
eem a fact and a theory and the capacity 


workers and others whose professional work 
lems of child development. There has been a 
- much-worked field of child development. Dr. 
_ the vast accumulation of empirical findings. 
. of those qualities, Dr. Ausubel is well-en- 
to resist the temptation of the obvious con- 


clusion. Indeed, if Dr. Ausubel errs, it is upon 
the side of conservatism. But in a textbook 
_ this is perhaps a virtue, Were it fair to accuse 
_ a writer of an original textbook of lack of 
imagination, this criticism might be made of 
Dr. Ausubel of the present book. But it would 
jj ‘not be fair, and Dr. Ausubel is far from lack- 
ing in imagination, though at some points his 
admirable cautiousness leads him to be over- 
- cautious. I think, for example, that there is 
| pretty good evidence for "the trauma of 
7 birth both of a psychological and physiologi- 
- eal kind. Dr. Ausubel does not. His concep- 
_ tion of the nervous system seems to me rather 
. outmoded by the facts—surely we need to 


replace the old conception of the nervous 
system by the newer one of the neurohumoral 
system. On the first conception it is' quite im- 


possible to understand or explain the manner - 


in which a pregnant mother's emotional states 
may affect the development of the fetus 
and influence its postnatal development, on 
ithe second conception it becomes both under- 


'standable and quite possible of explanation. 


But this, again, is perhaps an unfair criticism 
since Dr. Ausubel is aware of the existence of 
a neurohumoral system, but it does not seem 
that he makes enough ot its importance, On 
the subject of love it seems to me that Dr. 
Ausubel is quite inadequate in view of the 
work that has been done in this connection 
during the last decade, although the author 
makes quite adequate references to the related 
variables of "attention" and "mothering" I 
wanted to know when babies begin to weep, 
and what the variability might be in this 
respect among babies, but I couldn't find a 
reference to the subject in this book 
but nor could I find one in innumerable other 
books on child growth and development. Be- 
cause Dr. Ausubel is so good, we expect to 
find in his writings what we do not find in so 
many of the writings of others, namely, com- 
pleteness and wide coverage, and this, indeed, 
is what his book approximates. He has of 
course, been forced to omit much, especially 
by way of references. I miss many references 
that I think should be here, but that is simply 
an oblique way of saying that the literature is 
so vast that no man can be expected to com- 
pass it all. Each of Dr. Ausubel’s chapters 5 
fully documented by an extensive list of ped 
ences following it. There is an author index 
and a general index. 4 f 
Finally, it may be said, that this is one e 
the best books on child development eve 
written, and though it is too early for 8 k 
hannes Muller of child development to aah 
Dr. Ausubel has approximated as near d for 
role for child development as Muller did to 
physiology. Auiuee MONTAU 
Princeton, N+ J 
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SCHIZOPHRENIA : A 30-YEAR FOLLOW-UP STUDY ' 


PATRICIA O'NEAL, M.D. anp LEE N. ROBINS, Pu.D.* - 


INTRODUCTION 


During the course of a follow-up study 
of children who were seen 30 years ago in a 
child guidance clinic, some of these former 
patients were diagnosed as having schizo- 
phrenia when they were interviewed as 
adults, In a previous paper on this follow- 
up study(1) we reported that many of 
those diagnosed schizophrenic as adults 
had been sent to the clinic because of some 
kind of anti-social behavior, such as run- 
ning away, aggression or incorrigibility. 

The purpose of this report? is to com- 
pare the childhood history of the former 
clinic patients who are now schizophrenic 
with the childhood history of a group re- 
ferred to the same clinic who also had a 
high rate of anti-social behavior but who 
às adults are psychiatrically normal In 
this comparison there emerge some special 
features of the childhood history which are 

aracteristic of the  pre-schizophrenic 
Child. Awareness of these special features, 
which will be described, may call attention 
to a pre-psychotic condition even in the 
absence of the usual definitive diagnostic 
signs of schizophrenia and may allow for 
early constructive management. 

Method of Study. The present report is 
Part of a larger study of 526 children who 
Were seen 27-32 years ago in a child guid- 
ance clinic, The study also includes 100 
control subjects selected from public school 
pad. Out of the total group of 626, 86% 
ave been located; 284 patients and 68 
pond Subjects have been interviewed. In 

S report the 28 former patients now diag- 


1 
E Pun at the 114th annual meeting of The Ameri- 
Sychiatric Association, San Francisco, Calif., 
z 12-16, 1958. 

Bap the. Department of Psychiatry and Neu- 
St Louis Ss a University School of Medicine, 
i Runde for this project have been provided by the 
i s Fund for Research in Psychiatry and the 

c~ S. Public Health Service, Grant #M-1400. 
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nosed schizophrenic are compared with 57 
former patients now diagnosed as having 
no disease. The remaining interviewed pa- 
tients, who have other psychiatric dis- 
eases, and the controls are not included in 
this report. The methods of selecting the 
patients and of obtaining data about them 
have been described in detail elsewhere 
(1). All individuals interviewed have been. 
asked standardized questions which in- 
vestigate in detail psychiatric and medical 
symptoms, as well as social history and 
adjustment. Interview information is veri- 
fied wherever possible by systematic check- 
ing of public and private records, e.g. 
hospital records, social agency records, - 
physicians records, police records. The 
significance of differences between schizo- 
phrenic and no disease groups have been 
determined by the X? test. H 


RESULTS 
General Characteristics of the Group. 
Out of a total of 284 patients interviewed, 
10% were diagnosed as schizophrenic and 
20% as no disease; 74% are male. The 
schizophrenic group is almost entirely male 
—934. In the no disease group, 88% are 
male. Both of these groups have a higher 
ratio of males than is found in patients - 
with other diagnoses (p.01). At the time 
of referral the age range in the pre- 
schizophrenic group was 7 to 17 years; 
median age, 14 years 2 months. In the no 
disease group the age range was 18 months 
to 17 years ; median age, 13 years 4 months. 
Both groups were predominantly lower or 
lower middle class in socio-economic status, 
but the no disease group also included 9 
individuals whose fathers had executive or 
managerial occupations. The rate of broken 
homes was high in both groups at the time 
of referral: 68% in the pre-schizophrenic 
(26% by divorce or separation) and 56% 
in the no disease group (16% by divorce or 
separation). LQ. scores ranged from 80 
385 | 
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CHILDHOOD PATTERNS PREDICTIVE OF SCHIZOPHRENIA 
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TABLE 1 
PuysicaAL History IN CHiLDHOOD 
Pre-Schizophrenic 


Abnormality 


; Severe infectious disease in infancy 
_ Retarded development 

. Hearing difficulty 

Disfigurement 

Walking difficulty 

Feminine appearance 


Speech difficulty 
* p<.05>.02 


A ords, 46% had anti-social behavior but no 
_ Court record, and 29% had only neurotic 
_ problems. In the no disease group, 32% 
= were referred as court cases, 33% with anti- 
social behavior, and 35% with neurotic 
^ problems only. 


CHILDHOOD HISTORIES 


= The childhood histories of the schizo- 
. phrenic adults differed from those of 
. adults with no disease in several important 
. respects. More of the pre-schizophrenic 
. group had severe infectious diseases in the 
_ first two years of life than did the no dis- 
. ease group. They also more often had cer- 
_ tain physical handicaps, particularly hear- 
. ing problems, (a difference between the 

two groups which approached statistical 


in locomotion. The pre-schizophrenic boys 
po 


No Disease 


N % N % 
4° 14 i^ 2* 
4 14 3 5 
5 18 2 4 
3 11 1 2 
4° 14 15 2 
5 18 0 0 
7 25 12 21 


feminine appearance. None of the boys in 
the no disease group were so described 
(Table 1). 
The symptoms which the schizophrenics 
presented as children were different both 
in quantity and quality from those pre- 
sented by the no disease group. They may 
be categorized as those involving the social 
or "acting out" sphere, and other psychia- 
tric symptoms. The most characteristic fea- 
ture of the pre-schizophrenics in the 
"acting out" sphere was the presence of 
physical aggression, and a second differ- 
entiating symptom was pathological lying 
(Table 2). This latter is defined as telling 
unbelievable and untrue stories without à 
rational motive (not lying to protect them- 
selves nor to involve others in trouble). 
Other symptoms in the "acting out" sphere, 
while not significantly more frequent than 
in the no disease group, merit coran 
because they are different from those ordi- 
narily expected in the pre-psychotic Med 
phrenic personality. More than half of the 
pre-schizophrenic youngsters were con- 
sidered incorrigible and disobedient. More 


TABLE 2 


ANTI-SOCIAL SYMPTOMS 


E significance), disfigurement, and difficulties 
% were frequently described as having a 
P 


: Symptoms 


Physical aggression 
Pathological lying 
Vandalism, destructiveness, arson 


Vagrancy, runaway 
Non-physical aggression 
Incorrigibility 

Juvenile arrests 

Sexual 


* p.001 


Pre-Schizophrenic pen rea 


“than half (57%) had a juvenile arrest record 
(not necessarily at the time of referral, but 
at any time during their childhood or 
adolescent years). More than one-third 


— were runaways. 


While only slightly more of the pre- 
schizophrenic group exhibited some kind 
of anti-social behavior than did the no dis- 
ease group, the pre-schizophrenics ex- 
pressed this behavior in a greater variety 
of social relationships, including relation- 
ships with their parents, siblings, con- 
temporaries, and adult authority figures. 
In the pre-schizophrenic group, 57% showed 
anti-social behavior in 3 or more kinds of 
relationships, as compared with 33% of the 
no disease group (p.05). 

Many symptoms other than anti-social 
ones occurred in the pre-schizophrenic 
child. The physiological function of eating 
(appetite and food preferences) was more 
often disturbed in the pre-schizophrenic 
group than in the no disease group (Table 
3). While sleeping disturbances were more 
Common in the pre-schizophrenic group, 
the amount of difference from the no dis- 
Te group falls just short of the 5% level 
t significance, The so-called neuropathic 

aits (nailbiting, eneuresis, thumbsucking) 
pos in about one-fourth of the children of 

ach group, and do not differentiate the 
groups, 

The more characteristically psychiatric 
hin which occurred in the pre- 
do phrenic more frequently than in the 

"mal group were definite fears and 


phobias, tics and mannerisms, feelings 
depression and chronic unhappiness, N 
of the no disease group was described 
being depressed or chronically unha 
Odd ideas and paranoid trends occurred 
one-third of the pre-schizophrenic 
and were not described at all in the noi 
group. For the most part these “odd i 
were vaguely paranoid ideas such a 
feeling that other people were never ho 
est, and that other people thought the 
patient had germs. None of the pre-schizo- 
phrenic group was definitely diagnosed as 
psychotic at the time of his clinic conta 
but there was some suspicion on the 
of the examining physician, based 
marily on the expression of odd ideas, tha 
3 of the pre-schizophrenic group might 
psychotic youngsters. A striking finding 
the pre-schizophrenic group was that | 
were much more often over-depend 
on their mothers. This over-dependenc 
was evident in very gross ways, €B 
patient's being afraid to let the mother 
of his sight for fear she would die, Eviden 
of mood disturbances, worrying, brooding, . 
and rumination, occurred more often in - 
pre-schizophrenics. m. 
Several features which have been 
ported as typical of pre-schizophren 
occurred no more frequently in this group 
than in the no disease group. Among these 
are the symptoms of restlessness, distract- - 
ability, inattention, low energy, laziness, | 
fatigue and sensitiveness(2). Nor was the — 
high incidence of retarded developmen ta 


TABLE 3 
Ornen SYMPTOMS 


o =: Un 
> a Symptoms 


Over dependent on mother 
S orried, brooding 
ecd symptoms 
appetite, poor eating, etc. 
» Unaffectionate 


ideas, paranoid ideas 


S C$, mannerisms 
ee 
TP«.001 —— 


$P<.o1 
PX.05 


Pre-Schizophrenic 


jn schizophrenic children, reported by 
others, found(3). Among these patients, 
the rate of retarded development was 14%, 
only slightly greater than in the no disease 
group (5%). Speech difficulties were the 
most common abnormalities in both groups 
and were not different in their rate of 
occurrence. Since stammering and stutter- 
ing were the most commonly described 
- speech difficulties in both groups, speech 
. difficulties in the pre-schizophrenics do 
not resemble the ones described for au- 
tistic children(4). 
= Overt sexual problems were not an 
important source of difficulty for the pre- 
schizophrenic children. While there were 


. a few incidents of perversion (homosex- 


- uality rape and incest) in both groups, 
. 79% of the pre-schizophrenic group had no 
difficulty in the sexual area. Eighteen per- 
- cent of the no disease group had non- 
— marital heterosexual relations, whereas 
this kind of sexual experience occurred 


K 


1 
À 


not at all in the pre-schizophrenic group. 
S It should be remembered that most of the 
^ subjects in both groups were boys. The 
. association found between “normal” hetero- 
‘sexual relationships and adult psychiatric 
health cannot be assumed for the girls 
seen, In contrast, many of the girls referred 
. to the clinic were referred primarily be- 
cause of heterosexual activities, and have 
— & high incidence of psychiatric disease as 
adults. 
: Almost three-fourths of the children in 
- both groups had some school problems, 
chiefly retardation and/or truancy. The 
school, however, was the referral source 
in less than 15% of either group, and learn- 
ing problems were the chief reason for 
. referral in the same small percentage. It 
seems to be typical of children with be- 
havior difficulties that they have school 
problems no matter what their diagnoses 
or eventual outcome. 

Total Number of Symptoms. The total 
number of all types of symptoms found 
in the pre-schizophrenic group was much 
greater than in the no disease group, as was 
the total number of areas these symptoms 
involved. The pre-schizophrenics had 10 or 
more symptoms each in 64% of the cases, 
while only 33£ of the no disease group had 
this many symptoms. The median number 
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TABLE 4 
NuMBER OF SYMPTOMS 

Number of Pre- No Disease 

Symptoms Schizophrenic 
N % N % 
1-4 1 4 |17 30 
5.9 9 32 21 37 
10-14 11 39 12 21 
15-19 6 21 6 17 
20-24 0 0 1 2 
25 or more 1 4 0 0 


Median number of childhood symptoms in the pre- 
schizophrenic = 11.0 

Median number of childhood symptoms in the no 
disease = 6.9 


In an attempt to summarize problem 
behavior, areas of the patients life in- 
volved were classified in 11 categories. 
These were the areas of eating, sleeping, 
personal cleanliness, school, work, mood, 
social relationships, health and physical 
skills (speech and coordination), reliabil- 
ity, morality (respect for property, truth, 
etc.), and sex. All the children in this 
study had disturbances in at least one of 
these areas but possibly could have ha 
disturbances in all of these areas. Not only 
did the pre-schizophrenic group have more 
individual symptoms than did the no dis- 
ease group, but these symptoms involve 


TABLE 5 


NUMBER or Areas OF DISTURBANCE 


No Disease 


Number Pre-Schizophrenic 
N — $ % 

1 I 4 10 17 
2 2 7 13 88 
3 2 1 8 HM 
4 9 | 59 9 16 
5 7 25 9 E 
6 4 14 $a 
yi 1 4 3 1 
8 2 7 1 0 
94 0 0 0 0 
None 0 0 0 

more areas of their lives (Table 5). It wa 


found that 82% of the pre-schizophrenict 
had disturbances in 4 or more areas, 


[ November 
of symptoms of all kinds was 11 in the 


pre-schizophrenics, and 6.9 in the no dis- 
ease group (Table 4). 


" 


compared with only 46% of the no disease 


oup. 

P Adult Adjustment. The adult arrest rec- 
ord of these two groups gives one measure 
of the fact that the pre-schizophrenic 
group continue their anti-social behavior 
long after the no disease group have given 
it up. More of them have adult arrest 
records, although they do not differ in their 
rate of juvenile arrests. If we omit traffic 
violations, only 25% of the schizophrenic 
group had no adult arrest whereas 62% of 
the no disease group had no arrests. This is 
a highly significant difference (p<.001). 
More of the pre-schizophrenics also were 
chronic offenders (3 or more arrests) even 
though many of them have been institu- 
tionalized for long stretches of time 
(39% vs. 11%; p<.01). 

It is our clinical impression, based on 
hospital records and interviews with pa- 
tients and their relatives, that most of the 
schizophrenics had the onset of their 
frankly psychotic symptoms (delusions, hal- 
lucinations) in early adult life. For a 
Period, however, their acting-out behavior 
continued to be treated as criminal, with 
à result that three-fourths of them have 

een arrested and one-fourth imprisoned. 
Eu the better adult adjustment 
"n e no disease group is implicit in their 
num. some measure of their adjust- 
"am may be ascertained by looking at 

i rate of mental hospitalization and 
B present work record. In the no disease 

D, one patient only has ever been a 


TABLE 6 


PATRICIA O'NEAL AND LEE N, ROBINS _ 


rc 


* 


patient in a mental hospital. This pati 
admitted that he and his mother lied about - 
his symptoms because they preferred hos- 
pitalization to arrest and imprisonment 
In the schizophrenic group, 20 of the 
have been hospitalized at some period i 
their lives. Some of these have been hos- 
pitalized repeatedly. It is of interest 
only 6 of this group are permanent hosp 
residents. ; 
In the area of employment, only two 
the men with no disease are temporarily 
unemployed because of some physical ill- 
ness while all the women in the no disease - 
group are functioning adequately as house- — 
wives. The two schizophrenic women are 
hospitalized. Of the schizophrenic men wh 
are not permanent hospital residents, three 
are unemployed and presumably unem- 
ployable. There is no striking difference in | 
the major categories of occupations in. 
which the schizophrenic patients and the 
no disease group are employed (Table 6), 
except that the schizophrenics more o: 
maintain employment where they are com: 
paratively protected from competitive 
standards by self-employment or provisions 
of job tenure. They are however, co 
spicuously less successful if one conside 


tainment, (Table 7). 


DISCUSSION 1 
This paper describes a distinctive pat 

tern of symptoms which occurs in 

childhood histories of people who becom: 


MAJOR OCCUPATION CATEGORIES 73 


B ———Á 
———— 1 — izophreni No Disease | 
Occupation Non-Hospitalized Scüisophrenic (excluding housewife) | 
Sel ip oyod wid et i 
or by family member) | 
agp service man 7 h 
semi-independent) 
Construction (short duration) : s 
osely supervised in private 3 p 
c enterprise 
jugement - 3 
U dependent Salesman il i 
nemployable 5 * 
100% 100% 
N=18 xm 


. CHILDHOOD PATTERNS | 


* 
' 


Income 
Self-employed 


Under $80/week 
$80-$100/week 
Over $100/week 
No information 


Supervised, private industry 


Under $80/week 
$80-$100/week 
Over $100/week 
No information 


Government 


Under $80/week 
$80-$100/week 
Over $100/week 


. Salesmen (Outside) 
Over $100/week 


adult schizophrenics. The data described 
OW that in contrast to the no disease 
group the pre-schizophrenics had a greater 
number of childhood symptoms and their 
havior problems involved more areas of 
eir lives. The most striking factor in 
eir histories is that they had more anti- 
social behavior of many kinds, including 
physical aggression, incorrigibility, vandal- 
_ ism and pathological lying. They more fre- 
. quently had difficulties simultaneously at 
home, at school, and in their social re- 
lationships rcs ~ siblings and con- 
temporaries. The no disease group typically 
“had difficulties in fewer tty The all- 
_ pervading nature of the symptoms in the 
_ pre-schizophrenic child not only differ- 
_ entiated them from the no disease group, 
but accentuated the seriousness of their 
first recognized disturbance. Half of the 
children who became schizophrenics as 
adults had some police difficulties or ju- 
venile court records at the time of referral 
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or were later arrested as juveniles. In more 
than one-half of those who became e 
phrenic repeated arrests continued un 
the patients were in their middle twenties, 
when they were finally recognized = 
psychotic. Those who are now du 
no disease, in contrast, have given up s 
anti-socia] behavior, and many fewer hav 
adult arrest records. 3 mis 
The pattern of symptoms which occur 
in the selected group of children descri s 
in this paper is not the set of npe pi 
typically ascribed to pre-psychotic $ S 
phrenics. Few authors have emphasi in 
the presence of anti-social hese i 
the pre-schizophrenic or schizop tat 
child(3). Since the data presented ar 
indicate that this behavior pattern cog: 
exist in the pre-schizophrenic did ue 
nition of this fact would seem to ter 
first important step in the psychiatric T8 io 
than penal treatment of pre-schizop 
individuals showing such behavior. x 
ne - 
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SuMMARY AND CONCLUSION 

A 30-year follow-up study of 526 chil- 
dren seen in a child guidance clinic shows 
that of the 284 so far interviewed, 10% 
were diagnosed in adult life as schizo- 
phrenic and 20% were diagnosed as no 
disease. The childhood histories and adult 
adjustment of the schizophrenic and no 
disease groups are compared. This com- 
parison shows the following : 

1. In childhood the schizophrenic group 
have more symptoms of all kinds than the 
no disease group including a large number 
of anti-social symptoms. 

2, More areas of function were dis- 
turbed in the pre-schizophrenic child than 
in the child who in adult life had no psy- 
chiatric disease. 

3. As adults the schizophrenics have a 


higher rate of mental hospitalizations t 
the no disease group. 

4. The schizophrenic adults have 
higher arrest rate than the no di 3 
group. The schizophrenics are consequently | 
often treated as criminals rather tha 
mentally ill persons. 
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AN APPROACH TO THE PROBLEM OF HOMOSEXUALITY IN THE 
MILITARY SERVICE * 


LOUIS JOLYON WEST, M.D.?, WILLIAM T. DOIDGE, Pzu.D.?, AND 
ROBERT L. WILLIAMS, M.D.* 


Since ancient times there have been at- 
tempts to utilize the homosexual person in 
time of war. In fact, certain types of homo- 
sexuality were encouraged in the armies of 
Greece during the Golden Age, and some- 
times entire units of homosexuals per- 
formed with outstanding gallantry. In mod- 
ern times, however, the occasional efforts of 

= various nations to employ homosexual 
. units in their armies and navies have not 
. been successful. The Armed Forces of the 
. United States do mot officially accept a 
. homosexual. In fact, during the last 5 years 
- governmental policies concerning homo- 
. sexuality have become much more puni- 
. tive. Special military regulations have ap- 
. peared, placing more emphasis on the 
necessity for identifying and disposing of 
the homosexual person’, It is the purpose 
n of this paper to review briefly the present 
. Situation, and to suggest a new approach 
. fhat could lead to improvements from 
medical, military, and humanitarian points 
of view. 

Medical regulations(1) classify homo- 


—— Ld 
Y Read at the 112th Annual Meeting of the Ameri- 
~ can Psychiatric Association, Chicago, Ill, April 30- 
— May 4, 1956. 
$ ? Professor and Head, Department of Psychiatry, 
_ Neurology, and Behavioral Sciences, University of 
_ Oklahoma School of Medicine and University Hos- 
pitals, Oklahoma City, 
8214 Bridget Court, San Antonio, Tex. 
‘Clinical Associate Professor of Neurology, George- 
town University Medical School, Washington, D. C. 
5In 1951 the Department of Defense directed the 
military services to institute special regulations con- 
cerning homosexuals. The present paper refers to 
Air Force regulations for which the Army and Navy 
have counterparts. The new regulations were an 
outgrowth of the political climate of 1950. Breaches 
of security in the State Department were alleged to 
have occurred as a result of the special risks posed 
by homosexual employees, The Senate Investigation 
Sub-Committee on Expenditures in the Departments 
made its unprecedented investigation and widely- 
publicized report on the subject in 1951. The Armed 
Forces had previously handled cases of homosexuality 
by quiet local investigations and prompt discharge 
(under existing administrative regulations) of those 
individuals found to be definitely homosexual. 
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sexuality as a symptom complex sometimes 
seen in schizophrenic and obsessional re- 
actions, but usually including cases former- 
ly classed as “psychopathic personality with 
pathologic sexuality.” Standards for enlist- 
ment(2) do not specifically mention homo- 
sexuality, although they specify that “per- 
sonalities usually classed as normal (show) 
conventional attitudes toward sexual prob- 
lems.” Standards for commission(3) are 
somewhat vague. They state, “Sexual devi- 
ation, including latent and overt homo- 
sexuality, transvestism, are unacceptable. 
Then they go on to say, “History of uncon- 
scious or conscious mild, latent, deviate 
sexual tendencies, easily controlled, are not 
disqualifying in stable individuals.” 

The regulation covering psychiatric con- 
ditions(4) describes the homosexual as a 
well-developed long-standing pathological 
personality classified under character and 
behavior disorders. But individuals diag- 
nosed as character and behavior disorders 
may not be separated under medical regu: 
lations, regardless of the type or severity 
the disorder. They may receive a Gener 
Discharge®, as unsuitable(5), if they are 
merely inept, unstable, unadaptable, or 
markedly immature. Individuals with more 
serious behavioral disturbances are Cb 
charged as unfit(6), receiving an Undesir- 
able Discharge’. of 

AFR 35-66 is entitled Discharge i 
Homosexuals(7). This regulation states : 
"Homosexuality will not be permitted m 
the Air Force and prompt separation © 
true, confirmed, or habitual homosexuals 
is mandatory.” The regulation descri ; 
3 classes of homosexuals : Class I (sem 
offenders using force, fraud, or intimidatio 
or seducing a minor. Such cases are d 
tried by general court martial, an ax 
usually sentenced to imprisonment, d 


6 A General Discharge is "under honorable «0f 
ditions,” resembles the Honorable Discharge- ditions 

T An Undesirable Discharge is "under con " x 
other than honorable," resembles the Bad Con 
Discharge and Dishonorable Discharge 
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and punitive discharge) ; Class II (“Cases 
wherein personnel have wilfully engaged 
in one or more homosexual acts or where 
the evidence supports proposal or attempt 
to perform an act of homosexuality, which 
do not fall into the Class I category.” Such 
cases usually receive an Undesirable Dis- 
charge, with their homosexuality indicated 
on the discharge paper by referring to 
AFR 35-66. The vast majority of all cases 
separated under the new regulations fall 
into Class II) ; and Class III (those cases 
wherein personnel exhibit, profess or ad- 
mit homosexual tendencies or habitually 
and knowingly associate (sic!) themselves 
with true confirmed homosexuals and 
wherein there are no specific homosexual 
acts or offenses). 

AFR 35-66 further states : "Every mem- 
ber of the military service will consider it 
his duty to report to his commander any 
facts concerning overt acts of homosexual- 
ity by any other person which may come to 
his attention.” A commander who receives 
information indicating that a person in his 
command possesses homosexual tendencies 
or has ever engaged in an act of homosexu- 
ality must report the information to the 
Office of Special Investigation (OSI). The 
OSI then conducts an extensive investiga- 
tion. Upon completion of the OSI investiga- 
tion a medical evaluation is obtained “to in- 
clude, if feasible, a psychiatric study.” Any 
Physician or psychologist who learns of the 
existence in a patient of homosexual ten- 
dencies, or a history of a homosexual act 
at any time in the past, is duty-bound to 
Teport it to administrative officials. Need- 
ess to say, this requirement is a source of 
Breat distress to psychiatrists, and leads to 
Considerable soul-searching. 

Officers falling into Class II or Class III 
are usually given the opportunity to resign 

or the good of the service” in lieu of other 
action against them, Enlisted men, how- 
ever, must either meet a board of officers 
or (waiving the right to appear before a 
AM apply for an Undesirable Discharge. 
of rough the regulation permits retention 

eterosexual individuals who under un- 
Usual circumstances have committed a 
e nosemual act, it is relatively uncommon 
Hie Such a person actually to be retained. 
the GAP report of January 1955(8) 


points out, discharge of personnel actuall; 
suitable for retention often results 4 
failure to distinguish individuals who have — 
engaged in relatively insignificant homo- | 
sexual acts, from the "true, confirmed 
habitual homosexuals." 


STUDY OF HOMOSEXUALITY AT A MILITARY 
PSYCHIATRIC CENTER i 

At a large Air Force psychiatry clinic, - 
during the 4-year period 1952-56, 458 mili: 
tary personnel (16% females) were ex- - 
amined during the course of investigations | 
for homosexuality. Table I summarizes the — 
psychiatric evaluations of these individuals. 


TABLE 1 $ 
RESULTS OF PSYCHIATRIC EXAMINATION OF 458 - 
PERSONS UNDER INVESTIGATION FOR HOMO- 


SEXUALITY 
Routine Certificate 74.08 — 
Immaturity Reaction 12.2 
Other Character and 
Behavior Disorders 6.6 
Homosexuality 3.5 
Psychoneurosis 1.5 
Psychosis 0.9 
Mental Defective 0.7 A 


In 75% of cases no diagnosis was made 
and a routine certificate was prepared, in- - 
dicating that the subject had been found . 
able to distinguish right from wrong and - 
to adhere to the right, able intelligently to 
cooperate in any proceedings concerning — 
him, and in sufficiently good mental health — 
so that a medical discharge was not in . 
order. Of this group some were persons . 
who had confessed a homosexual act org 
who had been apprehended in such an act. — 
Many were not true homosexuals, but were - 
sufficiently incriminated to make their die 
charge as undesirable virtually a foregone - 
conclusion; a good number were persons - 
who had been named as suspects but - 
against whom there was no real evidence 1 
and who should clearly be retained. Re- - 
tention was specifically urged in 69 cases 
in which it seemed that a psychiatric 
recommendation to this effect might be 
needed to resolve the issue. In a few cases 
it seemed worthwhile to confirm the diag- i 
nosis of homosexuality. A diagnosis of char- 
acter and behavior disorder was made in 
nearly 19% of the cases ; two-thirds of this 
group were immaturity reactions. Many of. 
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these individuals were recommended for 
General Discharge, in the belief that 
their homosexual acts did not indicate 
a well-developed sexual perversion, but 
rather were minor by-products of emo- 
tional immaturity in one way or another. 
Follow-up data on these cases are in- 
complete. However, a representative sam- 
ple group of 201 cases has been followed. 
Final dispositions are summarized in Table 
2. The percentage retained (16.4%) ap- 
s to correlate closely with the fraction 
of the total (15%) recommended by the 
psychiatrist for retention. This is mislead- 
ing, however, since many of those retained 
were clearly retainable members of the 
“routine certificate” category. A large num- 
ber of those specifically recommended by 
the psychiatrist for retention were never- 
theless separated with an Undesirable Dis- 
charge. 


TABLE 2 


FINAL DISPOSITIONS OF 201 PERSONS INVESTI- 
GATED FOR HOMOSEXUALITY 


Undesirable Discharge 74.6% 
Retained 16.4 
General Discharge 5.0 
Other Administrative 

Discharges 2.0 
Resignations (Officers) 1.5 
Medical Discharge 0.5 


The careful procedures employed by the 
Air Force in processing each case are 
perforce time-consuming. In 141 cases it 
was possible to determine the elapsed time 
from the completion of the OSI investiga- 
tion (itself often several months long) to 
the date of separation. This period ranged 
from 1 to 15 months, with an average wait 
of 5 months. During this period the accused 
was usually on casual status, in a special 
barracks with assorted sexual and other 
offenders awaiting separation from the 
service, These men were assigned to work- 
details, but were almost never permitted to 
continue their regular duties. 

A special study was undertaken in the 
psychiatry clinic over a 9-month period be- 
ginning in July, 1955. One hundred fifty 
individuals, including all referrals for homo- 
sexuality, were carefully examined by a 
team of psychologists, a psychiatric social 
worker, and a psychiatrist. On the basis of 
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psychiatric history and examination, the 
subject was rated on a heterosexual-homo- 
sexual continuum using the scale employed 
by Kinsey, Pomeroy, and Martin(9). Crit 
teria in making the ratings included overt — 
experience with and without orgasm, mas 
turbation fantasies, content of sexual 
dreams and day-dreams, parent-figure iden- 
tifications, mannerisms, etc. Each subject 
was given a battery of psychological tests 
including the Rorschach, Minnesota Multi- 
phasic Personality Inventory (MMPI), 
Blacky Pictures, Farber Anxiety Scale, 
Self-concept Inventory (Worchel), and 3 
tests devised especially for this study: 1 
Food Aversion and Preference Scale; % 
Sexual Identification Survey ; and 3. Homo- 
sexual Homonyms. 

Details of method and results will be re 
ported elsewhere. However, there were 
certain observations worth noting here. To 
begin with, most of those subjects pre 
to be homosexual on the basis of 
original referrals admitted some homosex- 
ual behavior. However, only 25% were 
predominantly homosexual. The others 
were primarily heterosexual, although à 
few were more than incidentally homo 
sexual, and a few others were malingering: 
The latter were mostly homesick adoles- — 
cents who had heard that “they'll send you~ 
home if you tell them that you're a homo- 
sexual.” 

Most of the gross psychopathology was 
concentrated in the 25% who were € 
clusively or predominantly homosexu and 
established by OSI investigation, 855 < 
usually freely admitted to the psychiatric — 
examiner. Such individuals were USES b 
diagnosed severe psychoneurosis Or iif. p 
acter disorder. They all obtained si um 1 


cantly pathological scores on most of 
psychological tests. The remaining | dd 
(predominantly heterosexual persons) $ 
not deviate significantly from n 
group of airmen awaiting separation © 
various administrative reasons, 4 p 
ated only slightly from a group 0 ea 
controls who had no gross adaptation 
difficulties. Many of the 75% were d 
good candidates for retention ; 
seemed to deserve no worse than @ 
Discharge, as unsuitable because 
maturity. 
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Discusston 

In our experience the psychiatrist, the 
psychologist, the legal officer, and the 
thoughtful military leader share certain 
reservations about the current approach 
to homosexuality in the military service. 

1, The present method fails sufficiently 
to distinguish the “true” homosexual from 
the “incidental” homosexual and the “acci- 
dental” homosexual. 

A confirmed homosexual differs from 
a person who, by chance or transient 
impulse, engages in an isolated homo- 
sexual act. Yet nearly everyone who 
admits a single homosexual act, or who is 
proved to have performed or attempted 
such an act, is called a Class II homosexual 
and is highly likely to receive an Unde- 
sirable Discharge. Thus the same fate may 
await the basically normal 17-year-old re- 
cruit caught in homosexual horseplay in the 
shower room, as awaits the experienced 
predatory homosexual who seduces re- 
cruits, 

Case 1. Airman E was a 17-year-old basic 
trainee who, like most trainees, slept nude or 
in his underwear. One hot midsummer night 
he was asleep with no covers and was seen 
by a homosexual barracks guard to have an 
erection, The guard performed an act of fel- 
latio on the sleeping recruit. E, awakening as 
ejaculation began, was bewildered for a mo- 
ment. Then he struck the guard, called the 
Sergeant in charge, and reported the incident. 
Both E and the guard were immediately re- 
moved from the flight and a complete OSI in- 
vestigation was begun. For 3 months E re- 
mained in the casual barracks with an assorted 
foe of minor criminals, ne’er-do-wells, and 

omosexuals including the former guard. 

ite a psychiatric report stating that E 
Ed to be normal and urging his re- 
Dadon in the service, he finally received an 
ndesirable Discharge. 
b 2. Valuable personnel may unnecessarily 
e lost to the Service. 
anh Aviation Cadet A was top man in 
and had a ve romising future as 
a fighter pilot. He wu XD ceed 

SUE lovely fiancee, had never engaged in 
mural activity other than some mutual 

iy ation around the onset of puberty. 
with shied night he drank too much beer 
Cadet 3 et Z. Weaving up the barracks stairs, 
to hel appeared to fall. When A leaned over 

P him, Z reached up, unzipped A’s trous- 
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ers and took A's penis in his mouth. A im- 
mediately pushed Z away, went to his room, 
and, after consulting his roommates, told his — 
superiors about Z. Z admitted his homosex- — 
uality. A and Z were both immediately re- — 
moved from the Cadet program. After 5 
months on casual status, A was given an Un- 
desirable Discharge despite the protests of his 
commander, and despite a psychiatrist's 3-page — — 
certificate describing A as a highly superior, | 
sexually normal individual, strongly recom- — 
mended for retention in the service and restor- 
ation to the Cadet program. A follow-up letter 
from A disclosed that he was doing manual | 
labor far from his home, to which he could not. 
bring himself to return. With his Undesirable - 
Discharge (specifying the "homosexual" regu- - 
lation under which he was separated) he could — 
not get a better job. : 
3. Safeguards for the individual seem at 
times to be insufficient. : 
The person who is accused of homo- 
sexuality faces a grave danger. Not only - 
is his good name at stake, but his ability — 
to earn a living is threatened. If he - 
is returned to civilian life with an Uns — 
desirable Discharge, his employability is - 
jeopardized, not merely because govern- 
mental and military jobs are closed to him, — 
but because most employers insist on see- 
ing a job-hunters discharge papers. The . 
person discharged under AFR 35-66 mot . 
only must reveal that his discharge was — 
under conditions other than honorable, but k 


for separation. 
branded as a homosexual. This possibility 
is a terrible threat to any person. If he is — 
primarily heterosexual and falsely accused 
or innocently involved, or if his participa- 
tion in a homosexual act represents some- 
thing other than the presence of a true t 
sexual perversion, the severity of the threat 
is obviously excessive. E 

The ordinary protections of a civilian - 
courtroom are not provided for the soldier — 
accused of homosexuality. He may never - 
know who has accused him, and he may . 
never see any of the evidence against him, 1 
AFR 124-1, 12 July 1951, 7, b, states: . 
*...8t no time will reports of investiga- — 
tions be delivered or shown to any subject - 
of such investigation (for homosexuality) 


$ 


pen 


... This has been interpreted to mean 

that, in any proceedings where OSI reports 

of investigation are to be admitted as docu- 
. mentary evidence in support of the pro- 
ceedings, neither the respondent mor re- 
spondent's counsel will be permitted access 
to them. 

The following case demonstrates the de- 
gree to which the mere accusation of homo- 
sexuality can harm a man. 

Case 3. Basic Airman John J. Doe was 
abruptly removed from duty and sent to the 
= casual barracks to await the completion of an 
_ OSI investigation for homosexuality, He des- 
. perately attempted to discover why he was 
|o sus but several weeks passed and he was 
unable to do so. He developed severe anxiety 
m with insomnia, anorexia, palpitations, and 
_ diarrhea. Finally he sought psychiatric assist- 
. ance. The psychiatrist discovered that a known 
* homosexual had recently named several con- 
tacts in John J. Doe's group, including Airman 
John X. Doe, who had meanwhile been trans- 
. ferred. The homosexual admitted that John 
.. J. Doe was not the man he had meant. Never- 
. theless, 3 more months went by before the 
T investigation, having been initiated, was finally 


4 


completed and John J. Doe was restored to 

- duty. Meanwhile, word had gone back to his 

- home town, by grapevine, that he had been 
_ found out to be a homosexual. His financee 
— broke off their engagement. His emotional 
. reaction to this was so severe as to require 
_ psychiatric hospitalization. He felt that he 
.. would never be able to go home again, and 
= that he was stigmatized for life. 

4. Serious inequities may result from fac- 
tors of time and place. 

. Within the Armed Forces there are con- 
; siderable variations in policies concerning 
. homosexuality. Although these differences 
. are not as great as can be found among 
_ the various states of the United States, they 
o are sufficient to make the outcome of a 
_ given case dependent in part on the time 
and place. 

Case 4. Sgt. W. was celebrating his separa- 
tion from service in 1950 by drinking with 
Sgt. Y. The two intoxicated friends encoun- 
tered a Lieutenant who invited them to stay 
with him at a hotel rather than to return to the 
base. At the hotel the Lieutenant performed 
an act of — on each of the inebriated 
sergeants. Sgt. W. was dimly aware of what 
E happened. The next morning he wrote a 
report of the incident and took it to the Provost 
Marshall. The Lieutenant proved to be homo- 
sexual and resigned “for the good of the 
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service.” The Sergeant was commended, He 
was not held or even investigated and soon 
(since his enlistment was up) left the service, 
Several months later the Sergeant re-enlisted 
to serve in Korea, which he did with dis- 
tinction. In 1954, having become a Master 
Sergeant, he successfully applied for Officer 
Candidate School in order to advance himself 
and earn a better living for his wife and two 
children. He was half way through the course 
—doing very well—when his role in the old 
1950 investigation for homosexuality was dis- 
covered in the records. Despite a psychiatric 
certificate stating that the man was not a 
homosexual he was removed from the school 
and, after a prolonged investigation and many 
unsuccessful pleas on his behalf by everyone 
who knew him, was separated from the 
service with a General Discharge after 8 
years of outstanding service. Only the most 
vigorous representations by several high-rank- 
ing officers prevented him from receiving an 
Undesirable Discharge. 

5. Medical factors may not always re- 
ceive sufficient consideration. 3 

Unless a man is legally insane, it is never 
certain that a psychiatric disorder, however 
much it may extenuate the patients ~~ 
posed perversion, will receive the type o 
consideration that it deserves. 

Case 5. Technical Sergeant D. was a vet- 
eran of World War II and of Korea, wid 
numerous citations and awards. Since Wor! 
War II, D had suffered from psychiatric symp- 
toms including obsessive ruminations, Ec 
pulsions, phobias, feelings of anxiety, inan 
sion, and guilt. After the Korean War, betw! E 
enlistments, he became homosexually yrs 
(for the only time in his life) in a brief a 
with an older man. After re-enlisting 
symptoms became worse. He began to has 
about his homosexual experience and fin 2 
in a state of marked anxiety and with rh 
bidly self-punitive guilt feelings, he wen 4 
the nearest military hospital and vate is 
to be locked up, stating, “I am a se as! 
vert.” An OSI investigation was begun. sufer- 
while, examination revealed him to be He 
ing from a severe psychoneurotic d ded 
met a medical board which recomm i 
Honorable Discharge under medical regu 
tions. This recommendation was shel geant 
ever, and after 7 months of delay the bio 
received an Undesirable Discharge as & 
sexual. yina 

6. The psychiatrist may find himse 
dilemma, because of conflicting 
sibilities. 


Case 6. Basic Airman H, who has been in 
the Air Force a month, comes to the psychia- 
trist as a self-referral. He asks if he may speak 
in confidence. On being reassured, he tells the 
doctor that he is very disturbed by the all- 
male environment, and fears the strong homo- 
sexual impulses (previously acted out) which 
he impulsively joined the Air Force to escape. 
The psychiatrist decides that the patient is 
immature and emotionally unstable. He calls 
the patients commander and recommends 
prompt General Discharge for unsuitability ; 
this might take only two or three weeks. But 
the commander is new and doesn't know the 
psychiatrist personally; he doesn't see too 
much wrong with the airman. Therefore he 
fails to act on the doctors recommendation. 
Gradually the patient's symptoms become 
worse and he develops a full-blown panic 
reaction, for which he must be hospitalized. 
Technically speaking, the patient now suffers 
from a service-connected psychiatric condition. 
The psychiatrist does not wish to report him 
as a homosexual for medical-ethical reasons, 
and also because he feels that nothing will be 
gained by retaining the man for a prolonged 
expensive investigation to prove what is al- 
teady known. At the same time he hesitates 
to separate the man for a service-connected 
anxiety reaction because he feels that the 
responsibility for the disability should not 
rest with the government. He is not permitted 
to Initiate a General Discharge for the patient 
who is unsuitable because of a character dis- 
order or immaturity reaction. His only alterna- 
tive is to diagnose a “medical” psychiatric 
condition, such as anxiety reaction, existing 
prior to service (EPTS). If he does this, the 
i receives an Honorable Discharge un- 
it aaa and the doctor has distorted the 


7. The prolonged procedures are stressful 
and expensive. 
ü d homosexuals are markedly un- 
able individuals whose mental health is 
a inhale matter at best. The stresses of 
D Onged investigation and the anticipa- 
in of inevitable punitive discharge are 
i etimes too much for them. It is not in- 
mi for such persons to develop acute 
oma nizations or severe neurotic reac- 
i fo Tequiring hospitalization. Since it is 
AER iei conclusion that these homo- 
ER must leave the service anyway, it 
migh appear that a considerable saving 
» id accrue to the government—in hos- 
zation costs as well as wasted pay and 


r 
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ordinary maintenance—if prompt 
tion could be made. TW 
Lengthy OSI investigations are also quite _ 
expensive. In certain instances (breaking 
up a homosexual ring, for example), they — 
may be justified. But in many cases (e.g. 
the 17-year-old recruit who naively admits 
experiencing mutual masturbation at 15 
the effete youth who is accused of hom 
sexuality “because he looks like a queer" 
the clear-cut homosexual who becom 
panicky after two weeks in the service an 
confesses his history), it would appear 
that prompt decisions could safely be mad 
on a local level without prolonged an 
costly investigations. ] 
8. Homosexuality may actually be stim- — 
ulated in certain situations. Ava 
Boys who are mild, latent, or inci. 
dental homosexuals, for whom a hopeful | 
prognosis might be formulated in terms — 
of ultimate sexual maturity, may for 
several months in the casual barracks 
be thrown into contact with actively 
practicing confirmed homosexuals (also | 
awaiting discharge) who accept them | 
warmly at the very time society is rejecting 
them. This may actually prove harmful with — 
regard to the ultimate sexual development. iM 
of the immature individual. The static view — 
of homosexuality which obtains in the | 
present system not only fails to allow for 
rehabilitation of hopeful cases, but may . 
actually prevent it. Ne 
9. Unduly punitive policies weaken — 
rather than strengthen the cause of security. — 
A certain number of undiscovered homo- _ 
sexual men and women are undoubtedly 
serving honorably in uniform at this very — 
moment. Those who are relatively stable a 
and discreet, and who have adjusted to- 
their homosexuality, may continue to serve 
undetected. The degree to which such in- _ 
dividuals may or may not constitute : 


disposi- — 
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security risks is not a subject that will be 
discussed in this paper. It is important, 
however, to consider the degree to which 
unduly punitive attitudes toward the homo- 
sexual may harm rather than aid the cause — 
of security. If he fears that drastic punish- - 
ment and official disgrace will result from 
the simple disclosure of his condition, the - 
homosexual's stability will be made more - 
dubious, his efforts to conceal his nature 


will be greater, and his susceptibility to 
blackmail will be increased. When unduly 
punitive attitudes extend to include anyone 
who might possibly engage in an isolated 
homosexual act (or be lured or tricked 
into one), a large number of individuals 
become security risks by fiat, and an ex- 
panded state of blackmailability is created. 

10. Medical-legal and  ethical-humani- 
tarian considerations. 

One wonders about the morality and 
the ultimate legality of a procedure in- 
volving a 17-year-old boy, as a result 
of which he is permanently stigmatized 
and his life-long employability is seri- 
ously impaired. Very frequently such 
a person experiences nothing resembling 
. "due process of law." Instead he is easily 
= persuaded to waive his right to appear be- 
_ fore a board, and he agrees to accept an 
Undesirable Discharge “because it will 
save time” or because it means that he will 
- more quickly escape an intolerable situa- 
tion. Does such a person truly waive his 
_ rights when he signs the waiver? Can he 
= do so even if he wants to? Does a pro- 
. cedure that denies him access to the ac- 
..eusatory evidence violate his constitutional 
_ rights? If there is a doubt about his being 
a "true, confirmed, or habitual homo- 
.. sexual,” should he be permitted to accept 
an Undesirable Discharge as such ? Perhaps 
. most significant of all for the psychiatrist 
. is the doubt that any history of homosexual 
behavior during adolescence should be 
justifiably accepted as proof that a man is 
“a true, confirmed, and habitual homo- 
sexual" without a definite psychiatric diag- 
.. nosis to that effect. 

It has been claimed that the new trainee 
who reports himself because of a pre- 
military history of homosexual acts is 
a fraudulent enlistee; he should have 
checked "homosexual tendencies" on his 
medical history form at the induction sta- 

. tion. But intent to defraud is usually con- 

- sidered to be of importance in using the ap- 

propriate regulation (AFR 39-21) to dis- 

charge such a person. Furthermore, there 
is frequently a lack of understanding by 
the enlistee regarding the meaning of 

“homosexual tendencies.” Finally, even 

were it understood, suppose everyone who 

has engaged in homosexual play were to 
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report himself as having “homosexual 
dencies” at the induction station! 
might affect more than one-third of 
candidates for enlistment. 

Approximately 25% of the picked 
of normal controls in our special study gave 
histories of sexual "irregularities" during 
childhood and adolescence, im 
sexual contacts with parents and sibling 
(both hetero- and homosexual), with farm 
animals, and even (in three cases) with 
watermelons. These were basically well. 
adjusted 17- and 18-year-old airmen who 
were doing well in their training and who 
presented no signs or symptoms of ab- 
normality. Nearly half had at one time or 
another engaged in homosexual play. To- 
day their unfortunate counterparts, (be- 
wildered and confused in struggles with 
complicated regulations), actually no more. 
“perverted” sexually than many in the nor | 
mal control group, may be found awaiting 
stigmatizing discharge certificates on many 
military bases. Most military people who 
study this problem sooner or later develop 
the hope that some modifications can B® 
evolved. 


A NEW APPROACH TO THE PROBLEM 


The subject of homosexuality is presently 
under discussion by responsible mi 
colegal groups whose purpose is to WT . 
the law of the land. The American e 
Institute at its meeting in May, 1955, vol 
35 to 24 to recommend that sodomy f 
tween adults “be removed from i x 
of crimes against the peace and dignity in 
the state"(10). Bowman and Engle lu 
their exhaustive review of laws pert "o 
to homosexuality(11), conclude tha : 


i is that in WE 
most reasonable view is m 


and that mutually consenting & de 
gaging privately in any non OMM i 7 
sexual act should not be consider Ü 
nals. 

; erv- 
It is not suggested that the military be 
ices alter their policies regarding at 7 
elimination of the “true, cO mew oo 
habitual homosexual.” Indeed : 
proach might actually incre - 
ciency of such dispositions. However A 


oie 
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tive changes probably cannot originate 
with the Army, Navy, or Air Force; a 
new approach must be initiated by the De- 
partment of Defense, or, ultimately, by 
Congress. 

The following points are suggested as 
bases for a new approach to the problem of 
homosexuality in the Armed Forces. 

l. Punitive official attitudes should be 
modified. The usual rationalizations for 
punishment under the law (deterrent to 
others, a lesson to the culprit, revenge and 
protection for society) cannot be seen to 
apply very clearly to the homosexual mere- 
ly on the basis of his psychological dis- 
turbance. Military law is sufficiently broad 
to cope with any acts (such as assault, 
seduction of minors, disturbing the peace, 
unbecoming conduct, etc.) that might 
threaten the community. There are no in- 
herent requirements to punish an indi- 
vidual for having homosexual feelings. The 
stated policy of the Armed Forces is to get 
confirmed homosexuals out of the Service. 
Insofar as punitive measures impede the 
rapid expulsion of the homosexual, they 
work against security, and against the 
Policy. The more elaborate the punish- 
ment, then the more time is required for 
Preparation, the more safeguards must be 
taken, the more reviews must be undergone, 
the more appeals must be heard. A non- 
Punitive attitude permits the objective 
Selection of the most efficient means to 
accomplish the basic end: rapid separa- 
tion of the true, confirmed, or habitual 
homosexual, 

b 2. Extensive routine investigations should 
d eliminated. There would appear to be 
P. automatic requirement for an OSI in- 
cation of many self-confessed homo- 
a particularly when they have re- 
alle Y joined the service, and when their 
eu Esd acts preceded enlistment. It is 
^ ond the responsibility of each unit 
ec to initiate action for the sep- 
au d of homosexual persons. If he were 
b. orized to call the OSI only when it 
rd that the case definitely required 
and gating, a large number of fruitless 
Fu Vante investigations could be 
and (e In many cases the commander 
with ie physician can solve the problem 

ttle difficulty. A man who is un- 
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suitable because of his immaturity (marked - 
only in part by homosexual impulses) can | 
be sent home with a General Discharge - 
soon after his condition is brought to 
light, just as though he were unsuitable - : 
because of enuresis or stuttering or lack | 
of physical stamina. y 
3. Separations should. be on the basis of E 
the primary disorder. Most of the "true" — 
homosexuals are found to be suffering from 1 
character and behavior disorders of one - 
kind or another. Current practice is to 4 
T 
À 
1 


separate such persons as unsuitable, with — 
a General Discharge, unless they have - 
actually created some disturbance or have - 
violated regulations, in which case dis- - 
ciplinary or punitive action may be justi- - 
fied. Certainly within the first 60 days of 

service General Discharges could effective- 

ly be utilized to separate those immature, - 
passive-aggressive, or inadequate persons — 
who happen to have homosexual symptoms 
as well as those who haven't. ES. 

4, The special stigma should be elimi- — 
nated. The use of special colors for psy- — 
chiatric discharges, or the statement of — 
separation under “Section 8,” was quite — 
properly abandoned long ago. Nothing ; 
constructive is accomplished by making it E 
harder for the homosexual to adjust to — 
society after leaving the service, and so- — 
ciety itself suffers in the long run. Thereis — 
no necessity for specification of homo- . 
sexuality as the basis for any individuals 
separation. Some of the designations now — 
in use (Undesirable, Bad Conduct, etc.) < 
are stigmatizing enough, without singling — 
out the homosexual for special disgrace. 

5. Investigation should be a benign pro- — 
cedure. It is very traumatic for someone to — 
be removed from his duty without explana- 
tion. It is even more traumatic if he is 
told that an investigation is under way 
and that he is a security risk until proved _ 
otherwise. It is most traumatic if others — 
learn what is happening, regardless of | 
eventual proof of guilt or innocence. Great . 
care should be exercised to guard the - 
dignity and person of the individual being 
investigated. If it is decided that he must. 
be removed from his job for security rea- 
sons, a quiet transfer to a relatively insen- 
sitive assignment would seem to be in 
order. Decisions regarding housing and . 
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] other treatment of a person under investi- retained. That this is a conservative esti- 


gation or awaiting discharge should be in 

. the hands of the man's commander, who 

. can decide on the basis of the known 
i ordinary behavior of the individual in ques- 
|. tion. 

— 6. Present retention policies should be 
— given a fair trial. AFR 35-66 at present 
_ provides for the retention of many indi- 
— viduals who, not being homosexuals, have 
. on some occasion been party to a homo- 
= sexual act. However, by the time retention 
is finally decided upon, the patient may 
_ be ready for the hospital because of the 
- strain and prolonged uncertainty. A pos- 
sible modification of procedure would 

make retention a matter of local decision, 
- without the necessity for review in Wash- 
-. ington, in a Class II or III case when: 

. l The commander decides the man is 

- worthy of retention, 2. The investigation 

_ (if any) fails to reveal any information of 
. -eounterintelligence significance, and 3. 
_ The psychiatrist gives the necessary clear- 

. ance. Such retention might be on a trial-of- 

. duty basis, with the subjects dossier to 
| be shelved after a 6-month period of satis- 
-. factory performance of duty. Formal policy 
~ Statements should encourage the rentention 
_ of the basically heterosexual individual 

who is well motivated for service, relatively 
_ stable, and whose isolated homosexual act 
_ is a result of inexperience, immaturity, 
_ undue pressure by older or higher-ranking 
~ persons, experimentation, intoxication, and 
~ the like. The statement of the psychiatrist 

. in these cases should be given particular 

weight, and his analysis of the significance 
_ of a given homosexual act should be an 
-important basis for disposition. 

- . ]t is calculated that nearly $15,000 is re- 
.. quired to induct and train a basic airman. 
.. À skilled technician may be worth as much 
E $80,000 to the government in terms of 
. replacement costs. A highly qualified jet 
. pilot may be worth $500,000. If the very 
-. modest figure of $25,000 be estimated as 
~ the replacement cost of the average homo- 
sexual suspect throughout the service, the 
. government will save one million dollars 
= for each 40 suspects retained. If a more 
. scientific evaluation of the suspect as a 
_ “homosexual” is accepted as the basis for 
= retention or separation, hundreds can be 


mate will be appreciated when it is realized 
that 4,380 cases involving charges of sexual 
perversion were handled by the Armed 
Services from January 1, 1947 to October 
31, 1950 (8), and it is unofficially estimated 
that nearly 10,000 cases were handled from 
November 1, 1950 to December 31, 1955. 

The further economies that would result 
from curtailment of unnecessary, pro- 
longed, and expensive special investiga- 
tions under the approach recommended 
above is difficult to estimate, but there is 
little doubt that savings would run into 
seven figures. In addition, the simplified 
non-punitive disposition of routine cases of 
homosexuality would certainly represent 
a great saving in time and trouble, as well 
as money, for the government. The saving 
in terms of prevention of suffering for the 
patients involved—and a psychiatrist cannot 
help viewing these unfortunate individuals 
as patients—can never be measured in dol- 
lars and cents. 


SuMMARY 


The problem of homosexuality in the 
Armed Forces is briefly discussed. A cri 
tique of the present approach to the prob- 
lem is offered. In the light of observations 
made in a controlled clinical study, and à 
review of four years’ experience wi 
cases, a number of suggestions are offered 
for a new approach, These include : l 
Modification of punitive official attitudes; 
2, Elimination of routine extensive invest 
gations; 3. Establishment of the primary 
disorder as the basis for discharge ; 4- Elim- 
ination of the special stigma ; 5. Utilization 
of benign investigation procedures; am 
6. Fulfillment of present potentially libe 
retention policies. 
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IPRONIAZID CHEMOTHERAPY IN MELANCHOLIA' 
ROBIE, M.D.? 


"i THEODORE R. 


In April 1957 at the APA research meet- 
ing in Syracuse, Nathan Kline and his co- 
. workers announced that they were having 
. real success in overcoming melancholia by 
the use of Marsilid, the trade name for 
= Hoffmann LaRoche’s chemical iproniazid. 
Kline and his co-workers categorized this 
chemical which had been used 5 years be- 
fore in treating tuberculosis as a psychic 
energizer. My relatively brief experience 
.. (6 weeks) with the drug at that time had 
already convinced me that a chemical had 
- been discovered that could reverse the 
severe mental depressions we so frequently 


es ee 


observe in human beings. 

=- Accordingly, I adopted a.policy of giving 
. each new melancholy patient a trial course 
f of Marsilid therapy;? provided ample super- 
^ vision of suicidal patients was assured, and 
_ if the suicidal aggressiveness could be con- 
trolled by those supervising the patient. I 
have been astonished to see how many 
P fare, or moderately depressed persons 


- can be returned to a normal state of well- 
being on this chemotherapeutic regime, 
y without resorting to ECT. By November 
_ (8 months later) I had concluded that the 
p aos use of this drug, with proper safe- 
- guards, could reduce the need for ECT by 
. as much as 50% and even 60 or 70% as we 
. learned more about its use and advantages. 
My data suggest that 53 out of 87 cases, 
who have received Marsilid, have had ECT 
obviated by this therapy (even better than 
50%). (See Graph 1.) | 
I have not been oblivious to the possi- 
bility that some aggressively suicidal per- 
_ son may outwit the supervision and succeed 
in self-destruction because it is now well 
known that many persons taking Marsilid, 
. even on a beginning dosage of 150 mgs. 
. daily, do not experience the desired im- 
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! Read at the meeting of the Society of Biological 
Psychiatry, San Francisco, May 10, 1958. 

2 Address : 676 Parke Ave., East Orange, N. J. 

8 Generous quantities of iproniazid (Marsilid 
Roche) were supplied to the author for this study 
by Hoffmann-LaRoche, Inc, Nutley, N. J. and of 
pyridoxine and panthenol for supplemental studies. 
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provement for at least 3 or 4 weeks. We all 
know that the field we practice in is a pre- 
carious one. One of my colleagues reported 
that a patient who came to his office severe- 
ly depressed, for whom he emphatically 
advised ECT which was refused by patient 
and family, was given Marsilid as a second 
best procedure. The patient, however, ac- 
complished suicide in the next 24 hours. 
Obviously, Marsilid cannot help any person 
out of a depression in so short a period. The 
fact that it does require more time than 
electroshock must always be kept in mind. 
Since beginning the policy enunciated 
above, there have been only two depres- 
sives that I had to change to ECT from 
Marsilid. With one male who was just as 
depressed after 2 weeks on 150 mgs. of 
Marsilid daily, I dared not continue since 
suicide was being threatened constantly. 
He was accordingly changed to succiny* 
ized ECT and is completely recovered an 
back on his job, one of very considerable 
responsibility for the welfare of some 200 
other human beings. In one other, a female 
patient, the urge to suicide had become 
so insistent after only 5 days on Marsili 
that I again dared not wait longer am 
quickly changed to succinylized 
thereby inducing a remission after the usu 
12 electroconvulsive treatments. Hower 
in this case the remission lasted less than 
months and accordingly we had to resume 
ECT ; and now we are in the process o 
weaning her from ECT to Marsilid which 
in other cases has maintained an E bs 
duced remission apparently indefinitely: 
There is a third case still in deep PA 
mitting melancholia despite 12 days i 
Marsilid therapy. However, this patient 
severe recurrent manic-depressive, DP) 
died during very prolonged apnoea p 
different occasions during her last ( 
course of ECT in 1950. - 
Perhaps the strongest influence that Es 
vinced me of Marsilid's Mee m y 
satisfying remission induced in 8 s. 
cardia’ dont Two other psychiatrists, 
each consulted in turn, nearly lost her give 
single ECT each of them ventured to 
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her. Each one described very prolonged 
post-convulsive apnoeas, and each was 
utterly hopeless of her recovery, but when 
she did recover, neither would consider 
giving her further ECT. She repeatedly de- 
manded a large quantity of pills (barbitu- 
rates) to use for suicide. The energizer can- 
not do the impossible—it could not over- 
come the steadily worsening cardiac lesion, 
but it did void the extreme all-engulfing 
depression which in a breakdown 8 years 
before required ECT. à 
Although recovery from depression via 
Marsilid, without resort to ECT is a most 
satisfying experience, considering the ex- 
pense saved the patient, often the preserva- 
tion of his job by avoiding the amnesia and 
emotional trauma that ECT causes, never- 
theless one faces many unhappy moments 
during the 3 or 4 weeks before the full 
remission develops. The psychiatrist's 
power to influence his patient via sug- 
gestion therapy is taxed to the utmost 
during these weeks of waiting. He must 
give continual reassurance that with pa- 
tience and with full confidence in this 
chemical, recovery will come. But, mean- 
while, the patient insists day after day that 
Suicide is his only way out. This can well be 
the reason why some psychiatrists have not 
been willing to place their confidence in 
s chemotherapy. However, the occasional 
case that recovers a normal mood of eu- 
Phoria in a week or 10 days and the rare 
one that shows substantial improvement in 
2 or 3 days, give one confidence to carry 
on with those who require the 3 or 4 weeks 
usually necessary for a full return of happy 
Mood, and enthusiastic interest in every- 
v activities, 
t is indeed satisfying to report after 14 

Rus work that of approximately 100 
ases of various types of mental illness 
(mostly depressives) treated by the Marsi- 
a "PSychotherapy regime, 78 showed im- 
ment, or full remission. The system 
: evaluation of results provides for the 
Podbiltty of attaining 1 to 4 plus marks 
one, po ovement in any one of 6 items, No 
attain ever, was allowed more than 4+ 
attainment, 


^ plus was given for improvement in any 


"ej of the following categories : 


Emotional status (including eros). 


s 


Verbalizing capacity (enhancing p 
chotherapy ). i 
Intellection (perplexity eli ted 
Physical Status A=Blood Pressu 
better. ; 
Physical Status B=Weight Gain (o 
reduction if indicated). 
6. Convulsive therapy obviated. 1 
If, for any reason, the treatment failed, — 
a minus sign was used. In a very few when 
status may change, a + was assigned. — 
It is to be noted that the majority, 61, « 
these good results fall in the 34+ and - 
4-- group, and these constitute full re 
mission. While 19 were categorized as 2- 
improvement and 7 rate 1+ nevertheles 
any of these cases may add an extra + as | 
time goes on and thus swell the number of 
3-L or 4+ cases. In some this has already - 
happened. Practically every case is still — 
under psychotherapeutic observation, with ' 
Marsilid dosage either being adjusted | 
downward or discontinued and consequent 
ly further betterment is possible. y 
Furthermore, although the 21— rated 
cases and the 3+ cases are chaff so far as 
betterment of my statistics are concerned 
there is always the possibility that new 
developments will bring a few of them into 
the partial or fully successful list shouk 
they resume Marsilid, or attain a good re- 
sult through altered dosage or some other 


2: 


3. 
4. 


j 
|] 
Ri 


5. 


depressives particularly, might have been - 
helped if treatment had continued longer. 
With 4/5ths of these cases with various 
diagnoses showing various degrees of im 
provement, it is my belief that this show: 
strong evidence that Marsilid chemother. 
apy is a distinct advance in our therapeutic | 
armamentarium in psychiatry, Since I d 
not believe there is anything extraordinary 
in my methods, it seems probable that many — 
other psychiatrists will duplicate the gen- — 
eral trend of statistics given here, even — 
though they may use different and per- — 
haps much better yardsticks for evaluation. ' 


x) 


BLOOD PRESSURE EFFECTS 

Analysis of the statistics of the effect of E 
Marsilid on blood pressure shows that in - 
known hypertensives the drug reduces BP, ' 


v 
4 


an 
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often to a striking degree. Normal BP is 
also reduced in nearly every case even 
though weight gain frequently occurs, and 
increased serenity develops concomitantly 
with these two seemingly contradictory an- 
atomical alterations. 

These facts, striking as they are, need 
to be taken into account by every clinician 
who administers this potent drug since they 
involve a two-edged sword. Because there 
is no way of determining what persons may 
‘have coronaries that are bolstered for hy- 
pertensive BP levels, it is my belief that 
lowering the blood pressure, however 
advantageous, should be gradual and mod- 
erate in all known hypertensives, to allow 
nature to make the necessary adjustments. 
This means that every psychiatrist must 

record the blood pressure regularly every 
_ time he sees the patient, and particularly 
before treatment is started (repeatedly 
4f possible) to provide a basis for later 
comparisons. In the beginning the pa- 
tient must be checked twice weekly 
since no one knows in advance who 
possesses excessive volatility. Furthermore, 
even after these office visits are de- 
creased, reappraisal of the Marsilid dos- 
age is essential since the continued in- 
take results in gradual decreasing of the 
BP level necessitating further dosage de- 
crease. In one case, BP level was lowered 
. in 4 months to 108/70 from an initial 


196/96. In another case, it was lowered 
from 170/96 to 112/74 in 9 days’ time, In 
both instances, the dosage of Marsilid had 
to be adjusted to allow for this factor. 

In my data there were 22 cases with 
hypertensive blood pressures, all of them 
reduced from 20 to 50 points while on 
Marsilid. There were 47 cases whose nor- 
motensive blood pressures were reduced 
from 12 to 24 points. This excluded many 
who were reduced only 6 or 8 points. Ten 
cases showed little or no change. Two 
showed constructive improvement, i.e. a 
rise from 90 to 100 in one malnourished 
depressive and from 100 to 104 in another. 


INFLUENCE ON WEIGHT 


Without doubt one of the most remark- 
able effects this new chemical has is the 
ability to induce weight gain, particularly 
in asthenic malnourished persons, without 
causing increased blood pressure. Also of 
significance is the fact that improvement is 
almost always concurrent with weight gain. 
Some patients are slow in starting to gam, 
and their mental improvement likewise 
lags. The amount of weight gain is not 
particularly significant, i.e., if only 6 or 8 
Ibs. are gained in those who are especially 
malnourished, it makes for tremendous bet- 
terment personality-wise. However, there is 
added advantage to those asthenics who 
gain enough to bring their gross weight uP 
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to that expected for their age and height. 


Exceptions to the axiom that clinical 


(mental) improvement occurs concurrently 


with weight gain are the persons who are. 


overweight and are warned in advance to 
decrease their caloric intake because of 
appetite increase they will experience when 
taking Marsilid, especially in the beginning 
when dosage is high. Some obese persons 
are able to hold their weight down by 
dietary restrictions, despite the appetite in- 
crease, and a few even lose a few pounds 
while clinical improvement is induced by 
the Marsilid. This applies particularly to 
the young woman proud of her attractive 
figure who may weigh exactly the correct 
amount. She can keep her attractive figure 
and prevent weight gain while taking 
Marsilid if she watches the calories. 


In considering the effect of weight gain 


on the depressed or discouraged personal- 
ity, it should be remembered that it is very 
difficult to induce weight gain in mal- 
nourished persons. Thus a 5 or 6 lb. gain 
has been difficult to accomplish with meth- 
ods available heretofore, except by in- 
sulin hypoglycemic therapy, an expensive 
and slow procedure. Yet with this simple 
tablet we can frequently induce an 8 to 15, 
or even 20 Ib. gain in less time than by 
insulin. Most melancholics have lost weight, 
and recognition of their illness usually 
enc with the recognition of weight 
oss. Thus it is not surprising that as the 
Marsilid-induced weight gain occurs, the 
disconsolate status recedes. 


Case 1. Mrs, X, age 58, has weathered many 


“ee ap catastrophies without breaking 
wh er the strain, Her second husband, with 
eed She had adopted her now married 
bis ter, had to be divorced when he deserted 
th or another, Meanwhile he had so spoiled 

€ adopted daughter that she had forsaken 


er {oster-mother because of the money he 
x shly showered upon her during late ado- 
cence in effort to win the child away. Ulti- 


mately Mrs, X assumed res ibili 
. ponsibility for the 
daughter whose suicidal breakdown following 


et poe in her early 20's, necessitated ECT. 
M oster-father had died a short time before. 
, Meanwhile, Mrs. X had married a third 


ein à divorced man and a confirmed drinker, 
steadily became an incessant alcoholic 


t 


^N 


consciously aiming at self-destruction. Al- 


gh repeatedly advised to divorce him, Mrs. 


X could not face this decision until 15 years of | 
hopeless marital disharmony had elapsed. At — 
this point she developed a profound re- 
active depression and came to me exp 
ing I would advise ECT, since I 
administered the ECT successfully to her f 
ter-daughter several years previously. Foi 
added handicaps to her mental serenity she 
had undergone neurosurgery for ruptured in 
tervertebral disk, and also had developed — 
steadily progressive arthritis of the hands 10. 
or more years ago for which no one had yet — 
prescribed meticorten. ; 

In less than 2 weeks after first taking Marsi- 
lid she became gay and chipper despite the — 


rehabilitating herself satisfactorily in a Be E 
community. 


refused to return for further treatments al- 
though her melancholy state persisted. Tw 
months later with melancholia so much wors 


only a few months later, it was suggested tha 
Marsilid be tried for at least 4 weeks. She was — 
started on a dosage of 125 mgs. per day and — 
was reduced to 75 mgs. after she gained 4 lbs. 
in 4 days, and already showed almost a com- - 
plete remission of depression. The remission 
persisted on this dosage and after 6 weeks — 
Marsilid was further reduced to 50 mgs. and - 
a month later to 25 mgs. daily. E "n 
She had meanwhile gained 10 Ibs. and signi- 
ficant reduction in BP had occurred while she — 
continued to maintain a serene emotional ad- 
justment. She even went out and secured a 
job to improve the precarious family budget, - 
an impossible step during the 8 months of — 
severe melancholia. 


Thus we have a woman who has main- 
tained an excellent remission for 7 months — 
who previously could not be brought to — 
remission via repeated shock therapy—a - 
truly remarkable chemotherapeutic effect. 

The physician must never lose sight of | 
the fact that the major consideration in the - 


treatment of mental illness must be psycho- 
- therapy. The mission of the somatic thera- 
. pies is to make the patient accessible to 


psychotherapy. Tranquilizer chemotherapy 


is included now with the various shock 
therapies under the general term of so- 
matic therapy, and energization must be 
added as the latest contribution of chemo- 


3 physiological research toward better treat- 


ment of mental illness. 


DOSAGE 


Since I have received many phone calls 
from psychiatrist friends who have won- 


-dered what their course should be following 


LOK M4 AU xg 


- cal 


the recent adverse publicity concerning the 
drug, I am outlining the general policy 
followed when a patient is given this chemi- 


Unless there is a history of known manic 
episodes, the average patient should be 


Started on 150 mgs. per day, given either 


100 mgs. on arising and 50 mgs. at noon, 


. 0r the full dose in the morning. The patient 


Should be seen twice a week or oftener 
during the first two weeks of treatment and 
the BP, weight and knee reflexes should all 


_ be checked and recorded each time. A pre- 


treatment BP must be recorded, and more 


_ than one, if possible. While some show a 


slight initial rise after starting treatment, 


_ the great majority show a gradual lowering 


of BP level and as this occurs the dosage 
should be lowered by gradual increments. 

While treatment can never be inflexible, 
nevertheless an average case would show a 
record similar to this. The Marsilid dosage, 
starting at 150 mgs. per day would be re- 
duced to 125 mgs. between the 3rd and 
Tth day of treatment, then reduced to 100 
mgs. between the 7th and 12th day, and 
reduced to 75 mgs. by the l4th to 16th 
day, continuing on this course through the 
4th or 5th week, not reducing to 67 or 50 
mgs. unless some definite reason becomes 
apparent. 

The average depressed case may need to 


- be continued on a 50 mg. dose for some 


weeks—unless the euphoria becomes too 
marked, and then lowered slowly to 37 and 
later to 25 mgs. and ultimately by further 
gradual reductions to 10 mgs, per day. Some 
may need to be carried on this low dosage 


* Diuril : trade-name for chlorothyazide (Merck). 
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for several months, but the .clinician will 
decide when he can gradually taper down 
to 5 mgs. and then ultimately discontinue 
the drug. The total period of treatment may 
run over several months with psychothera- 
peutic sessions each visit. A few cases at- 
tained good results on a daily dosage of 75 
mgs. gradually lowered to smaller amounts. 
However, the vast majority have required 
100 to 150 mgs. in the beginning weeks of 
treatment, to set the stage for adequate re- 
mission of melancholia. It should be kept 
in mind that those who attain a satisfactory 
remission on the lower dosage regime are 
usuall persons of normal weight when 
started on Marsilid, Producing the over- 
weight or obese state that could be induced 
by larger Marsilid dosage, would introduce 
new and possibly more serious personality 
problems. Thus, normal weight or over- 
weight should be an indication for starting 
on much lower Marsilid dosage. , 

If at any time the patient gains weight 
too rapidly, or if the blood pressure ranges 
downward too precipitately, Marsili 
should be stopped entirely for 2 or 3 days 
and then resumed in half the former dosage 
or less, and should again be quickly re- 
duced further if the physiological changes 
persist. Also if the knee jerks become ex 
cessively active, dosage should be reduce 
as such patients will otherwise ep 
hyperkinesis (quick spontaneous leg kic 
ing in bed at night). 


SIDE EFFECTS 


Any other untoward developments should 
signal cessation of medication tea pu 1 
till the complication is cleared up. Ede = 
of the ankles occurs in perhaps 8% of 
at some stage of treatment. This clears UT 
in 24 hours as a rule on adequate Di e 
treatment and the Marsilid can be wen 
soon in much smaller dosage—ha 
former dose is a good rule. coat 

Decrease in libido may occur !n "Du 
sex—this is obviated in most cases by haps 
thenol 40 mgs. bid. or t.i.d., or Le 
the simultaneous addition s borns y 
a arenterally. It is of cou x 
uw to ius. the Marsilid dosage 4 
same time, unless so doing — in e 
of the depressive symptoms. Deiat 
have a ied patient than no patient 


1958] 


all and it must never be forgotten that we 
are treating potentially suicidal persons and 
therefore our dosage estimate must be tem- 
pered accordingly. 

I have not seen any case of jaundice or 
other serious side effects but certainly I 
have seen enough indications of what might 
have occurred had I not stopped or reduced 
Marsilid temporarily during the course of 
treatment. Being forewarned of possible 
pitfalls, all of us must keep our clinical 
judgment constantly alert when using 
Marsilid. 

Because some patients have shown peri- 
pheral neuritis when taking Marsilid alone, 
most of my patients have been given a 
tablet of Marsilid combined with pyridox- 
ine. None of these cases has shown any 
signs of peripheral neuritis but a few of the 
earlier cases did complain of finger numb- 
hess after taking plain Marsilid for some 
time. The addition of pyridoxine thereafter 
quickly eliminated this symptom. 

Constipation is a frequent complaint and 
Particularly when the patient is gaining 
weight ; the physician must be sure this is 
i spurious (i.e, weight gain due to ob- 
Em. In rare instances this can con- 
a vam to a spurious rise in blood pressure 

th headache, In one such case the BP rose 
rae concomitant with an unexpected 

"s Ap of 5 pounds but promptly 
E to its previous normotensive level 
den sent with the 6 pound loss of 

xa t induced by Fleets phosphosoda. 
dung E E" 19 years that I have been 

i for melancholia, there have 
What ned Occasions when I have seen 

NE like a miracle as a severely 
ency after "a. emerged from despond- 
years Lh à few treatments. But in the 33 
10 expe ae been practicing there has been 
occasional j as satisfying as observing the 
his despond epressive who emerges from 
lid. To be ency after a few days on Marsi- 
spond so Sure there are very few that re- 
te wh quickly, but it is astounding to 
More oa it does occur! It demonstrates 
researcher con 8ly than any statement any 

emical ae make, what a remarkable 

its field 5 is and how widespread will 
Required th of usefulness, once we have 
ty that © accurate methods of prescrib- 


are necessary to assure its safe 


application in each case. 
A few highlights of dramatic results: — 


1. The effectiveness of Marsilid was im- 
pressively demonstrated by the relatively sud- 
den recovery of a hopelessly depressed chronic - 
alcoholic of many years duration. ECT had - 
been refused, delirium tremens had developed, » 
and an excellent executive salaried position al- 
most lost, before the discovery that this chemi 
cal could induce very constructive eudaemonia | 
in place of the long existent retarded depr 
sion that perpetuated dependence upon 
cohol. "Y 
2. A 66-year old widow whose paranoid in- - 
volutional melancholia induced loudly shouted 
laments following husband's death, disturbing 
neighbors for a year before she accepted the 
ECT which induced remission. But she 
gressed in 4 months and the disturbed neigh- 
bors again complained to me. This time the 
widow refused ECT, but Marsilid, usually n: 
effective in involutional disorders, induced 
good remission in less than a month. Thi 
been my most astonishing result, and suggi 
that under certain circumstances Marsilid 
be dubbed “The Widow's Delight.” 

3. During her third pregnancy the wife of 
man whose depression a year before requi: 
ECT, became melancholy and expressed homi- . 
cidal ideas about her children. He insisted on — 
her consulting me, believing she would 
quire ECT, but was happily relieved when - 
both suicidal and homicidal ideas evaporated 
in less than 2 weeks on Marsilid. Furthermore, - 
the medication delivered more than was ex- — 
pected by inducing so noticeable an increase | 
in eros following delivery that the low dosage 
had to be reduced almost to zero because her 
husband found her erotic demands beyond | 
his capacity ! - M 

4. A 68-year old woman who required ECT _ 
for severe depression 9 years ago, had a re- 
currence. Marsilid induced a remission in 3 
weeks and even greater improvement as time ' 
elapsed. E 

5. A 47-year old women had required ECT 
over a year before for a severe depression, - 
completing her treatments about the time - 
Marsilid's effectiveness in depression was Tec- 
ognized. When depression recurred 10 month 
later she achieved one of the 4-L successu. 
outcomes induced by Marsilid in my detail 
tabulation. This was accomplished despite a” 

10-day bout of a virus infection, a factor thal 


marginal economic leve had 
courses of ECT in a tric insi 
when brought to me in 1956 for her 4th co 


E" ' 


She displayed constant sobbing, hopelessness, 
severe perplexity and malnutrition and despite 
improvement from this 4th course of ECT, 
- she regressed in a few weeks. Maintenance 
ECT was then given every 2 weeks to maintain 
a partial remission of depression. After several 
months of this she became one of my earliest 
cases placed on Marsilid. The drug induced a 
— remission that has continued well over a year, 
- the longest one since onset of severe depression 
_ 4 years ago. There have been temporary com- 
plications, including constipation, edema, mi- 
— graine, etc., but each has been successfully 
abated. In addition, she now accepts with 
= equanimity her husband's impotence of long 
-. duration, although formerly it had been one of 
= her major sources of agitation ! 


While psychotherapy played a major role 
in these remissions, its effectiveness has 
been immeasurably enhanced by the aston- 
- ishing chemically induced improvement in 
- rapport which might not have been secured 
E without the Marsilid. 


- CONCLUSIONS 

1. Chemotherapeutic remission of melan- 
_ cholia can now be accomplished, in a ma- 
jority of cases, without resort to ECT, by 
carefully supervised administration of 
Marsilid, Roche iproniazid (1-isonicotinyl, 
.2-isopropylhydrazine phosphate). 
- 2. However, until methods are discov- 
ered for accelerating Marsilid’s effective- 
. mess in the first few days of treatment, the 
: "aggressively suicidal case must still be given 


i 


_ ECT, which assures most immediate remis- 
_ sion of depression. Each case must be care- 
fully evaluated when first seen. 
__ €. This chemical, introduced 6 years ago 
- for the treatment of tuberculosis, is now 
» found to possess much wider scope in 
. medicine including therapeutic efficacy in 
.. some apathetic and withdrawn, seclusive 
— types. 
: 4. A major factor in the effectiveness of 
. this chemical in accomplishing psychic 
us energization is the prevention of inactiva- 
_ tion of the brain-stored powerful hormone 
serotonin, by its amine oxidase inhibitor 
action, but other equally powerful chemical 
interactions may be simultaneously in- 
volved, 
5. The powerful chemical forces released 
may induce serious complications unless 
the physician psychiatrist is constantly alert 
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to the need for frequent alteration of dos- 
age as indicated by his physical findings, 

6. Excellent antidotes for certain compli- 
cations are available. 

7. A by-product of major significance is 
the enhancement of psychotherapy through 
increased spontaneity, improved sense of 
well being and resulting betterment of 
rapport. 


A HYPOTHESIS ON THE POSSIBLE CAUSATION OF 
HEPATITIS IN ASSOCIATION WITH IPRONIAZID 


Without doubt the major enigma in ad- 
ministering Marsilid lies in the fact that in 
rare cases the iproniazid becomes bound in 
the brain in some unknown way. When this 
occurs even a small dose :an push the BP 
very low and keep it there. The only anti- 
dote for this is Cortisone, . fact that is not 
well known. It is these rai: cases that may 
well have resulted in acute hepatitis and 
death since the BP may have remained low 
without the doctor's knowledge with hepatic 
anoxic effect inducing acute yellow atrophy. 

In discussing this problem, a well known 
pathologist, Dr. Edwin Albano ( Coroner 
of Essex County, N. J.) pointed out that 
anoxia can cause acute hepatitis. Therefore, 
it is possible that anoxia alone may have 
been a mysterious X factor we have been 
seeking to explain through allergy or some 
thing else, Therefore it is quite poss! le 
that the liver damage cases that have been 
reported (with a few deaths) may have 
been due entirely to anoxia. How? " 

This study, although it contains a T€? 
tively small number of cases to be ^i 
establishes the incontrovertible fact pE 
iproniazid has a hypotensive effect in d 
great majority of cases. My experien? 
shows that this is so frequent that it 5 
almost a universal effect. Heo 

There could be no possible way 9 
termining continuously what the id 
pressure level is over a 24-hour P 


for any patient, but it is perfecit poss 
that in the variable gyrations n at shows 


that could occur, any patient : 
marked gyrations as a result of pes 
irrespective of the dosage, could have eo 
tensive effect of such degree as to Chyi 
temporary anoxic effects in the liven a 
might occur not only once but eri cin 
ly while the patient was taking the ve 


ra , 

It is possible that in the rare fatal case, 
the outcome might have been prevented if 
BP determinations had been frequent, and 
excessive hypotensive effect thereby pre- 
vented by reductions in Marsilid dosage 
in accord with the degree of hypotension 
observed. 
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THE SEMANTICS OF PSYCHOTHERAPY * 
HENRY A. DAVIDSON, M. D.? 


In the area of psychotherapy, we suffer a 
breakdown in communicating with other 
professional personnel. We use the word 
“psychotherapy” in a unique sense. We 
psychiatrists have a simple and, we think, 
logical concept of psychotherapy. “Ther- 
apy” means treatment of disease. So psy- 
chotherapy is the treatment of disease by 
mental means. Treating disease is a monop- 
oly of physicians. Psychotherapy is one of 
several treatment methods. It must, there- 

. fore, be a medical procedure. We feel 
= secure in this formula, and are hurt and 
. angry when we fail to get the idea across 
. to others. It all looks so simple. 

We are accustomed to arguments about 

- what is and what is not therapy. Actually, 
. the greater difficulty is in defining disease, 
. mot in defirling treatment. But most of the 

thinking, writing, and talking—especially 
. talking—has been trying to define the word 
.— “treatment”. 

This open-end question will never be 
answered until we have defined "illness". 
_ There are at least two different concepts 
- of psychotherapy. By a broad definition, 

any emotional contact that makes somebody 
. feel better is therapy. By a narrow defini- 

tion, psychotherapy is an interview technic 
practiced purposively by people trained to 
do it, who aim at getting the patient better, 
and who, in the patient’s eyes, are healers. 

By the broad definition, the kitchen at- 
. tendant practices therapy if he hands out 

à plate of beans in a manner that makes the 

patient feel accepted. 

So, from the beginning, the word "psy- 
chotherapy" is plastic enough to cover two 
different concepts. Some of our doubletalk 
trouble is due to shifting from one defini- 

‘tion to the other without warning. For 
example, you can get into an argument as 
to whether the nurse practices psychothera- 
py. If you use one definition and your col- 
league uses the other, of course you won't 
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1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal. 
May 12-16, 1958. 
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get anywhere. Somebody—maybe our As- 
sociation here—ought to agree on which 
definition should be used, and then we can 
adhere to that. Perhaps we should distin- 
guish between a therapeutic orientation 
and therapy as a specific technic, The good 
kitchen attendant provides a helpful atmos- 
phere, or, in more elegant terms, a “thera- 
peutic climate”, if he makes the patient feel 
that he belongs. I would:’t dignify it by 
the word “psychotherapy”, but you would 
have a right to do so, unless we can agree 
on which end of the spectrum psychothera- 
py is going to be placed. 

But our semantic troubles are only be- 
ginning. Even if we agree on the narrow or 
broad definition, we still cannot fix the 
frontier between therapy, on the one hand, 
and counseling or case work on the other. 
Clergymen see more bereaved people than 
psychiatrists do, because at almost every 
death a clergyman is there to solace the 
survivors. The psychiatrist has to wait unti 
he's invited. In many cases, the clergyman 
starts with a deeply depressed survivor, 
and through the magic of his pastoral rela- 
tionship, he leaves the bereaved much more 
at peace with himself. From the clergy- 
man's viewpoint, this is simple p 
solace. But, in our language, he has effecte 
a recovery from a depressive reaction. He 
did it through mental, not physical, means: 
In all common sense, then, this is psy¢ er 
therapy. But the clergyman doesn’t want d 
call it that-and we psychiatrists wou 
prefer to label it “pastoral counseling : 
challenge anyone to write a definition 
psychotherapy that would exclude t s 
kind of activity. You can't draw the distin é 
tion on the basis of depth, because T 
recognize the existence of superficial 2 
supporting psychotherapy. / 

We have tha same problem with Ee 
work. Let me give you the late Dr. eU 
definition of the casework process(1). 
says that 
people who have been interviewed by Sth 
workers . . . say that they like to be talk 6 
in this way ; that they gained insight, cam! 4 
understand some of the reasons for their PP 


dd 


£e 


lems, and got some inklings of the way out 
of their difficulty . . . The case worker observes 
moods, hesitancies, and emotions . . . ex- 
pressed in subtle ways. He tries to trace prob- 
lems to their roots. He accepts the person as 
he finds him, without blame . . . Often the 
client's anxiety is drained off and his hostility 
and guilt are lessened. He is freed from the 
blinding effects of these emotions and he sees, 
for the first time, psychological connections of 
which he had formerly been unaware. 


Now here, in the words of a distinguished 
psychiatrist, is a definition of case work— 
and it's as good a definition of psychothera- 
py as you can find. 

We could go on forever drawing imagi- 
nary lines around the definition of psycho- 
therapy. You cannot distinguish it from 
counseling or case work unless you can 
relate it to the concept of illness. 

And here is the major source of our fail- 
ure to communicate. As doctors, we see any 
major deviation from the norm as un- 
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delinquent, an unhappy wife or a bereaved — 
husband. We are, in generous mood, will- - 
ing to let other professional people, | 
“use psychological understanding in carry- - 
ing out their professional functions" (3). We - 
say, further, that these other professions 
are, “entirely autonomous when medical | 
questions are not involved; but when 
they contribute to the diagnosis and | 
treatment of illness, their contributions 
must be coordinated under medical re- - 
sponsibility’(3). Here then we have the 
nub of the matter. Medical questions and 
illness are the shibboleths. When we are | 
asked to define illness, we retort that an 
illness is anything listed in our grey book, © 
which is where we came in in the first . 
place. Practically everything is listed in - 
the grey book. 

This, then, is the point of semantic break- — 
down ; the concept of illness. Consider the | 
people we fail to communicate with. In | 


the first place, all psychiatrists will not buy | 
this concept. Some psychiatrists say that 

juvenile delinquency, speech disturbances, - 
learning difficulties, and so on, are not al- - 


healthy ; and therefore, any such deviation 
is ill-health or sickness. Thus, in our book 
we include as mental disorders such devia- 


tions as learning difficulties, stress reactions, 
sexual deviations, mental deficiency, anti- 
social behavior. By book, I mean the 
volume called Diagnostic and Statistical 
Manual of Mental Disorders, published by 
this Association. Now mark this well—it is 
going to haunt us, This is a list of mental 
disorders, It says so on the cover. There- 
ore "transient situational disturbances — 
so listed must be mental disorders ; so are 
alcoholism, habit disturbances, dyssocial 
reaction, conduct disturbances, mental de- 
Ciencies, speech disturbance, and so on. 

«, Out official policy (2) is that, and I quote, 
oe illnesses are well defined entities 
oe described and delineated in the 
beat ard Nomenclature ; the diagnosis and 
a Co of mental illnesses remains a 
€dical responsibility". 

erefore, these deviations are illnesses. 
ee aoe are so broad that we could 
aueeze into them such concepts as hos- 
cud to an employer, or marital discord 

money, 

I5 puts us on a semantic merry-go- 
are d Observe the beauty of it. Sicknesses 
you fargo ay in our little book. Therefore, 

i eat illness if you do psychotherapy 
à maladjusted employee, a juvenile 


ways to be classed as sicknesses, even if we - 
do have words for them in our grey book. 

But we cant have it both ways | 
If emotional sickness is anything listed in - 
the book, then all the problems of the 

world can become the monopoly of psychia- 

trists. If some of the items listed in the book - 
are not sicknesses, then we have lost the - 
yardstick on which we had been relying so 
heavily. | 

We also fail to communicate with our 
medical brethren. Try to explain to the 
average physician a concept of illness which | 
includes antisocial reactions or learning | 
disturbances. Or just look at the psycho- 
physiologic disorders. In our book, listed as _ 
mental disorders, are atopic dermatitis, 
hiccoughs, hypertension, and mucous coli- 
tis-they all appear on page 30 of a book 
which, on its cover, says this is a list of 
mental disorders. I know what we mean by 
this, but the average nonpsychiatric phy- 
sician doesn't see it that way. We just don't 
communicate. 

When we leave the medical profession, 
the semantic breakdown gets worse. 
many people now have insurance or other 
pension or compensation rights, that the 
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. definition of sickness has become an eco- 
. nomic problem. People have Blue Cross 
. and Blue Shield, VA entitlements, social 
security disability, commercial health in- 
surance, retirement benefits, and so on. 
Now, suppose a beneficiary gets drunk and 
- enjoys a lost week-end. We say that alco- 
holism is sickness ; therefore, he is entitled 
= to the benefits because he was sick this 
. weekend. No adjudicator is going to see it 
- that way. We say "sickness". He says “non- 
sense”. We're just not talking the same 
— language. 
—.. We can’t communicate with administra- 
E tors either. For instance, here is an Air- 
Force Regulation: "Fear of flying is not 
T considered to be a medical illness. Flyers 
giving evidence of fear of flying are con- 
_ sidered to be physically qualified to fly." 
- A Obviously, we psychiatrists have failed to 
. communicate to the Air Force our concept 
- of anxiety reaction. We say psychoneurosis 
_ is illness. They say that this kind of anxiety 
. is not, in their phrase, “a medical illness". 
. Indeed, they say that the victim of this 
. anxiety is physically (meaning “medically” ) 
. qualified to fly. This is intended to lead to 
. 8 disposition of the pilot through non-medi- 
. cal channels, What's wrong with our 
semantics here ? The same thing—the verbal 
- wilderness surrounding that word "illness". 
. . Another example of the ambiguity of the 
_ phrase “mental disease” is in the Durham 
. decision (Durham v. U.S.A. 214 Fed. 9d 
... 873). Here the court ruled that the accused 
. was not criminally responsible if the un- 
— lawful act was the product of mental di- 
sease. If by "mental disease" the judge 
meant psychosis, no one here will quarrel 
with him. We don't want to punish a person 
whose act is the product of a psychosis, But, 
in our vocabulary, alcoholism is a disease, 
and therefore the Durham decision might 
mean that you can get yourself drunk and 
commit a crime with impunity. Nobody 
wants it this way, but this possibility grows 
out of the semantic quicksand. If mental 
disease excuses, and if alcoholism is listed 
in our book as mental disease, then alco- 
holism excuses. And we can't escape that 
one by trying to differentiate between di- 
sease and illness. In the Durham decision, 
Judge Bazelon used the word "disease", 
but in his recent article on the subject(4), 
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he said that this decision “opens a doorway 
to constructive collaboration between law 
and psychiatry in cases involving mental 
illness”, The author of the decision appar- 
ently considers, as do most of us, that, in 
an operational sense, sickness, disease, and 
illness all mean the same thing. 

I could bore you with an ever-growing list 
of examples where we fail to communicate 
because we use illness more broadly than 
do other people. In the legal area, for ex- 
ample, we believe that the ranks of the sick 
include juvenile delinquents, sex psycho- 
paths, and drug addicts. In the sociologic 
field, we think we have a legitimate interest 
in such deviant behavior as truancy, di- 
vorce, and adolescent rebellion. We assume 
that the interpersonal tensions associated 
with marriage breakdown are deep-seated 
neurotic conflicts requiring psychotherapy. 
But the rest of the community places the 
whole field of marriage counseling com- 
pletely outside the medical profession, ac- 
cepting the psychiatrist as a peripheral 
consultant, but not putting him in a cen 
position. ^ 

In my first draft of this paper, I had in- 
cluded consideration of many other prob- 
lems which, in the interests of time, I now 
omit, The items appropriate to further 
study of the semantics of psychotherapy 
include the following: the distinction, 
any, between care and treatment; the 
question of whether psychotherapy is & 
science in the same sense that pharmaco 
logic therapy is a science ; the problem o 
whether psychiatry is, essentially, a medio 
or a social science; of whether training à 
mental defective is a form of treatment E 
if so, if it is psychotherapy ; the seman! nf 
of that word "supervision", and its distin 
tion from consultation ; the patients Ts 
image of the healer—that is, whether ri 
psychotherapy at all if the patient does ilo 
see the therapist as a healer ; the sema?" 
implications of the word "patient “ig al 
tinct from “client”; and the sacer " 
quality of healing, with the concep ia 
the priest and the physician have inhe m 
an apostolic mantle from their commi p 
cestor, the physician-priest, along wi this 
perfectly serious question of whet al 
mantle can be transferred to the voca™ 
guide, the marriage counselor, the 
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chologist, or the social worker, who are not 
symbolically or emotionally in this line of 
historical succession. 

I conclude by hoping that we will agree 
to speak the same language as others in the 
human relations and behavior field. As the 
word is generally used, "sickness" does not 
include such deviations as stress reactions, 
personality disorders, and learning disturb- 
ances. We are practicing magic if we think 
that we can make these deviations into 
sicknesses merely by listing them in our 
own little book We emulate Humpty 
Dumpty(5) when he said: “When I use 
a word, it means just what I choose it to 
mean—neither more nor less”. Nor can we 
stretch the meaning of a word by doing as 
Humpty Dumpty did. He said “When I 
make a word do a lot of work, I always pay 
it extra”, 


Of all branches of helping people, psy- 
chotherapy is the one most concerned wii 
words. Let us pause and look at our words. 
They are our tools. Let them be kept sharp 
and in good order. 
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AN EXPLANATION FOR TRANSFERENCE CURE : 
ITS OCCURRENCE IN PSYCHOANALYSIS AND PSYCHOTHERAPY? 


LAWRENCE C. KOLB M.D. Aw» JOHN MONTGOMERY, M.D.? 


The concept of transference cure has 


— been used to designate those instances in 


which the symptomatology of a patient 
has undergone marked improvement, short- 
ly after entering a psychotherapic relation- 
ship. Freud pointed out that the establish- 


. ment of the transference relationship alone 


f, 
+ 
! 

" 


frequently suffices to cause disappearance 
of the symptomatic expressions of the ill- 


. nes. He indicated that under such cir- 


cumstances improvement was merely tem- 
porary and persisted only as long as the 
transference relationship was maintained. 


- To him, such change could not be ascribed 
. to psychoanalytic treatment and could be 
. considered nothing more than the conse- 
- quences of a suggestion. He indicated that 
the term psychoanalysis might be applied 
. only when the intensity of the transference 
- had been utilized to overcome the resist- 
E. ances, thus making the maintenance of the 
- illness impossible even though the trans- 
; ference was dissolved as the termination 
. of the treatment required. 
Later Oberndorf, Schilder and Alexan- 
der reported on the occurrence of "trans- 
- ference cures" which persisted indefinitely 
over long periods. Such "cures" presumably 
. occurred without the patient analysing the 
_ transference relationship and the resist- 
ances and thus took place without insight 
. Or changes in the personality structure of 
. the individual. To Oberndorf the physician 
provided a sustaining force due to images 
. of him which each of these patients re- 
tained over the years. Oberndorf states that 
sometimes neither the physician, even 
though he be a psychoanalyst, nor the pa- 
tient may be entirely aware of the mech- 
. anisms that brought about the improve- 
ment. To Fenichel, the improvement which 
occurs during a transference cure, does so 


1 Read at the 114th annual meeting of The Amer- 
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as the therapist influences the patient in 
the same way as the educational method of 
the parent. Improvement symbolizes the 
expectation of an attractive reward in 
which the giving up of the symptoms ob- 
tains the appreciation and love of the 
therapist. He indicates that such cures oc- 
cur in a dependent passive narcissistic re- 
lationship through which the patient gains 
power and strength from the omnipotent 
physician. Another explanation is that 
either in analytic or non-analytic therapies, 
repression is released in one area but re- 
enforced in another. Thus original symp- 
toms are replaced by a substitute neurosis 
which may be evaluated as effecting con- 
siderable clinical change. , 
Alexander has repeatedly emphasized 
the importance of the study of transference 
cures as a means of providing new under- 
standing of the psychotherapeutic process. 
In reviewing the sparse literature (there 
are only 4 case reports on this subject) 
several points are worthy of note. At the 
time Freud, Schilder and Oberndorf mu 
their statements about such "cures, ke 
were young, inexperienced and had E. 
been personally analyzed nor had they ve 
opportunity of supervised apprentices ip 
under other analysts. There is no repo” m 
the literature in which the recovered pe 
tient provides his associations as to 
reasons that led to his improvement. 
The following clinical observation, mà id 
in the course of treatment of a patient HR 
mitted to the New York State Psychiatrie 
Institute with a character neurosis 8550 
ciated with a chronic depressive ren 
suggests that the mechanisms produce 
rapid clinical improvement are some ok 
the result of the patient's capacity to d 
through a transference distortion O te 
therapist beyond the awareness ee 
therapist. The therapist, in this instan 
was a male psychiatric resident 
limited psychotherapeutic experience. ide 
The patient was a highly intelligent © et 
tellectual young man, whose father, * rong 
had received psychoanalytic therapy. 
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his literary and psychological studies he had 
undoubtedly developed knowledge regarding 
personality development. 

He was admitted to the hospital shortly 
after his wife advised him that she was in 
love with another man and requested a di- 
vorce. At this time he was so severely de- 
pressed that he had to give up his schooling, 
and was preoccupied with suicidal thoughts. 
It was learned that he had been moody and 
isolated from others since his graduation from 
high school and had made one overt suicidal 
attempt while in college. At times he drank 
heavily; also he had suffered from episodes 
of confusion and indecisiveness. While in col- 
lege he married an attractive and self sufficient 
girl who assisted him in developing a greater 
degree of social ease and who supported him 
during the period of his education. However, 
as time progressed the drinking increased, his 
sexual interest waned and he became more 
irresponsible at home. With his wife's preg- 
nancy he became anxious and seriously con- 
sidered obtaining a position which would take 
him away from the country. 


The significant observation, upon which 
this paper is based, occurred some 6 
months after his hospital admission. At 
this time the patient was brought before 
a clinical conference for discussion relative 
to the nature of his personality disorder 
and for planning future treatment. His psy- 
chiatrist presented the patient as a man 
With constant depressive mood, aloof and 
indifferent to others, stating that there had 
been a marked improvement in his be- 
havior within recent weeks. He was now 
friendly and outgoing, actively interested 
in the problems of others, and in a cheerful 
mood. The cause of this change in behavior 
was not explained from any material made 
E to the therapist in the course of 

€ psychotherapeutic interviews. The at- 
tending staff of physicians and nurses em- 
Phasized a striking change in his behavior. 

Tt was decided that the patient would be 

TOught before the conference and re- 
“Seba to describe his own subjective 
E imate of his current adaptation and any 

Xplanation he might have for the change. 

€ came to the conference and confirmed 
mo s at hr gan of marked improvement in 
P clarification of his attitudes toward 
inti and a hopeful attitude toward the 
in € with interest in pursuing further 

tment. He stated that on Christmas 


T 


day, about 2 weeks before the conference, - 


he suddenly emerged from a rather severe | 


episode of depression. 

He said that over the months of therapy 
he had perceived the therapist as a deny- 
ing, disinterested individual whose sole 
purpose in life seemed to be to make him 
"squirm" and feel as uncomfortable as 
possible. He now recognized that his per- 
ception of the therapist had been incorrect, 
that the therapist was a reasonable, well 
intentioned person who was trying to help. 
him. The appearance of the therapist in 
the ward at Christmas time had impressed. 
him particularly as inconsistent with his 
previous perceptions of him. He went on 
to describe his recognition that he had for 


L 


a long time regarded most men of impor- _ 


tance to him as cold, distant, and un- 
friendly in their dealings with him. Also 


he stated this characterization of men came ~ 


from his perception of his father; that he 
recognized that if he saw his physician as 
an accepting person different from his. 
father, he must give up certain other ideas 
and attitudes. He described a previously 
undeclared but powerful picture of him- 
self as a "tragic hero," brooding over the 
ruin and waste of human existence, es- 


sentially nobler than others but cut off - 


from the rest of the human race who were 
happy in their simple and coarse pursuits. 

In subsequent treatment sessions, the 
"tragic hero" fantasy emerged as the hither- 
to unrecognized basis for his depressive. 
attitudes in many different areas of living 
and at many different times in his life. It 
became clear that the fantasy motivated 
much of his self-imposed isolation from 
others and interfered with full use of his 


capacity for work and study. It became . 


apparent that the origins of the fantasy 


and misperception of his relationships with — 


others lay in the early dealings with his 
father. 

In subsequent months, various events 
produced brief depression and withdrawal. 
On each occasion, close examination re- 
vealed the recurrence of the “tragic hero” 
fantasy as the accompaniment of the re- 
gressive movement. The depression and 


withdrawal were aborted when this was - 


brought to verbal (conscious) expression. 
He then began to discuss conflicts in the 


E 
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psychosexual area, in particular, his am- 
bivalent feelings to female figures. At no 
time did he revert to a persistent depres- 
sion nor did he relapse after discharge from 
the hospital He continued in outpatient 
therapy on a once-a-week basis for about 
6 months and in the past two and a half 
years has had no further therapy. 
Information in regard to his later adapta- 
tion was obtained by a recent interview 
with the patient and his second wife whom 
. he married about 2 years ago. For the past 
.. 8 years he has successfully pursued his pro- 
= fession, and his marriage seems stable al- 
. though he shows evidence of inner conflict 
. jin that area. During the course of the 3 
. years it was necessary for him to face the 
- stress of certain false accusations made 
. against him by a colleague. Those who 
r observed his behaviour indicated that he 
- had conducted himself successfully and 
= well at the time. Furthermore he did this 
" without hostility, withholding some in- 
formation which would have disgraced his 
accuser. 
The history of his illness and develop- 
ment as obtained in the therapeutic hours, 


4 


y 
f 
f 
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is as follows: 


Y 
= .. The patient declared that his mother had 
Y been virtually his only parent in childhood as 
his father had little interest in him until he 
reached an age when his intellectual prowess 
became apparent, His father, a teacher, was 
.. outwardly sociable but inwardly moody and 
. insecure. He played a minor role in the home 
. and provided his son little incentive for identi- 
fication. The mother, an attractive and intelli- 
.. gent woman, was excitable, unpredictable, and 
— loud in her complaints about her husband. She 
lavished a great deal of time and attention on 
her son, was overprotective and frequently 
demanded assurance of his love for her. When 
the patient was 15, she became increasingly 
disturbed following a hysterectomy. She drank 
excessively, screamed, made suicidal threats, 
and assaulted her husband. The parents di- 
vorced when the patient was 15, when he be- 
came more closely allied with his father. 

The patient stated that he had never been 
close to his sister, who was 7 years younger. 
In childhood he was unhappy and difficult, 
frequently reacting to trouble between his 
parents by running to seclude himself in a 
closet. In school he performed erratically, al- 
though his work was generally superior. Even 
here he alienated teachers and schoolmates 
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alike by his aloof and antagonistic manner and 
seclusive ways. In adolescence he was vic- 
timized by a gang of boys who tried to force 
him to engage in homosexual practices with 
them ; an experience which severely frightened 
him. He avoided girls and turned to interest 
in science and philosophical thinking. While 
in college he consulted a psychiatrist con- 
cerning his mothers condition. The psychia- 
trist found the patient to be disturbed and 
reported that he suffered referential ideas and 
neglected his personal care. He recommended 
hospitalization, which was not accepted. 

During the early weeks of hospital psycho- 
therapy, the young man spent much time 
intellectualizing and displaying his consider- 
able erudition, He expressed persisting feel- 
ings of depression over the loss of his wife 
and the resulting blow to his self-esteem. 
However, his demeanor on the ward was 
calm and he established contacts with several 
of the more intellectual patients. His dis- 
turbance of mood gradually lessened, Two 
months after admission he underwent a re- 
currence of severe depression. He received 
word that his wife was not to be dissuaded 
from her plans for a divorce and he was in- 
formed that his therapist was leaving the 
hospital. 

At the time of his assignment to the second 
therapist, his condition was such that he was 
under suicidal and escape surveillance. He 
expressed feelings of hopelessness and futility 
a condition that continued for approximately 
a month. He then was able to make mode 
ly provocative and disparaging remarks to à 
therapist and turned his attention in Heu 
to the loss of his wife and his longing for her 
return. His depression subsided slightly ap 
he hesitantly confessed that he had P 
menced to spend some time with one O af 
female patients at the hospital. As pc 4 
progressed he was covertly hostile towar deos 
therapist, initially through hints of ie: 
descension toward the therapists inte 
tual qualities. The therapist was under ei 
impression that the apparent hostility eh 
displaced from his feelings toward his ew 
and attempted to interpret his ambit ^ 
to female figures. Later, when the por the 
drunkenness and tardiness in returning " 
hospital from weekend passes made DW di 
sary to confine him to the ward, it was x 
that the hostility to the therapist was 9 
basis. No attempt made was to interP 
patient's feelings about the therapist. ap 

In the course of treatment it 
parent to the therapist that there 
pleasure and self-dramatization 


dieu is 


LAWRENCE C. KOLB AND JOHN MONTGOMERY 


the patient's manner of expressing his de- 
pressed and hostile mood. In one session, the 
patient gazed out of the window at the large 
bridge which dominated the view and de- 
clared that he might enjoy looking at it but 
he only felt sad to realize that others had built 
it; he said that when he sat down to a meal, 
he failed to enjoy it as he thought of the 
millions of starving people all over the world ; 
he then referred to the beauty of nature and 
the sky and commented on the pathetic contrast 
they provided to the sordidness and futility 
of human existence. With a degree of irrita- 
tion and impatience, the therapist bluntly 
stated that other people did not feel this way 
and that his thinking was abnormal. Other 
than for the histrionic quality of the patient's 
statements, the therapist did not recognize any 
specific motivating factors and there was no 
interpretation of the significance of the pa- 
tient’s remarks in the context of his relation- 
ship with the therapist. However, the physi- 
cian’s challenge was in sharp contrast to his 
persistent attempts previously to avoid say- 
ing anything upsetting to the patient. It was 
clear that it had made an impression. The pa- 
tient again became acutely depressed and 
upset. It was felt that there was a potential 
tisk of acting out or a suicidal attempt and it 
was decided to hold the patient in the hospital 
over the Christmas holidays. 
Christmas morning he was dour, sullen, and 
refused to participate in any of the holiday 
activities on the ward. Later that day, the 
therapist who happened to be on duty, en- 
countered him in the ball. In a brief conver- 
sation the therapist dropped his usual reserve 
and caution and chatted with the patient in 
a friendly and joking manner ; remarks were 
Passed about the quality of the hospital food 
and there was mutual commiseration over be- 
ing in the hospital on Christmas day. That 
fr ernoon, the patient was observed to emerge 
ite his depressed and withdrawn mood ; he 
Ppeared cheerful and friendly, engaged in 
group activities he avoided before, and he 
9pened a large number of gifts which he had 
ignored all morning, 
ing Psequently he wrote a long letter detail- 
g » thinking behind his change in mood ; 
Tg ange in his perception of the therapist, 
iur puto of his misperception of many 
A ad Nite past, md the duceret 
iously unrecognized “tragic hero” 
aay. The marked change in his mood and 
the rs was unmistakable ; yet, in spite of 
ideas rush and further development of these 
uring subsequent treatment sessions, it 
not clear to the therapist what had 


happened or what significance to attribute 


to the patient's explanation of his thinking. 
The therapist was inclined to feel that the 
patient had simply experienced a greater mood 
swing than before and was indulging his 
penchant for intellectualizing. It was not until 
the events in treatment had been reviewed 
with the supervisor and presented at the 
clinical conference that it became possible to 
construct an explanation of the change in be- 
haviour and affect that had been noticed. 
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It is believed that the sudden transforma- | 


tion of this young man's psychopathological 
state, as a result of the period of brief psy- 
chotherapy might be classified as a "trans- 
ference cure" Prior to the sudden change 
in his personality functioning, the patient 
had been seen in treatment over 80 hours. 
The psychotherapeutic procedure was con- 
tinued for an additional number of months 
for 50 hours. 

External to the therapeutic situation and 
before a group assembled for a clinical con- 
ference, the patient produced material 
which indicated that he conducted an anal- 
ysis of a transference distortion beyond 
the awareness of the therapist. It may be 
mentioned that this explanation of “the 
transference cure” is not provided by any 
other writer on the subject. 

The transference cure is generally re- 
garded either as 1. A superficial modifica- 
tion of psychopathology due to reduction 
of anxiety on the basis of the patient's 
transference of dependency needs to the 
physician ; 2. As the patient's unconscious 
identification with a physician ; 3. As a con- 
sequence of the restoration of the ego's 
integrative capacity in the face of some 
event leading to an acute emotional dis- 
turbance or 4. Again as a shift in the 
neurotic defense of the individual with 
disappearance of severely disrupted symp- 
tomatology and replacement by other 
symptoms. French explains the permanent 
transference cure on the basis that the 
patient, in unburdening his difficulties to 
the therapist, brings about a change in 
attitude that effects a better adjustment to 
the real life situation. This better 
adjustment so modifies the life situation 
of the patient that after a time he no 
longer needs the support of the therapist. 
He regards the transference cure as essen- 


tially a change in psychopathology brought 
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about through environmental treatment 

rather than through a basic modification 
. of the personality. Thus, the basis for the 
- “cure” is explained in establishment of 
positive supportive transference situation 
—a relationship in which the patient relates 
to the physician with trust and confidence 
but has not been brought to analyze the 
_ distortions that exist in the transference re- 


lationship between himself and the physi- 
cian or other significant persons. 
1 By analysis of the transference, the pa- 
tient systematically examines his percep- 
. tions and emotional reactions to the phy- 
sician. In the course of such analysis he 
; . discovers how his perception of the phy- 
.sician is distorted in terms of the way he 
3 has learned to perceive and react to others 
_ throughout his early experiences as a child. 
- From the repeated confrontation of such 
.. distortions of reality, as they pertain to the 
physician, the patient comes to discrimi- 
. nate more clearly the reality of his personal 
_ contacts in his daily environment. The anal- 
_ ysis of transference distortions essentially 
. means that the perceptual capacity of the 
. individual is modified through discrimina- 
tive expansion, thus bringing about a 
- change in the function of the ego. With the 
= successive discriminating expansions in the 
field of social perception, the ego deals 
. more effectively with social reality. Re- 
sistances may also be seen as a phenomenon 
relating to transference distortions. Resist- 
ances may be considered an expression of 
d 


an on-going transference distortion of the 

therapist, a false perception of him as one 
— who would respond unfavorably if the 
~ patient verbalizes or acts out certain for- 
= bidden impulses repressed as a conse- 
quence of the early interaction with his 
parents and other representatives of au- 
thority. 

It appears that two events in the treat- 
ment of the patient set a process in motion 
- that resulted in his recognition of an im- 

portant distortion of his perception of 
others. Firstly, a direct challenge to certain 
statements of the patient was made when 
the therapist became irritated ; secondly, a 
friendly encounter between patient and 
therapist which represented the only time 
the therapist had ever related to the patient 
in any way other than a cautious, highly 
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structured professional way. The first event 
challenged the patienťs belief in the idea- 
tional content of his distortion of percep- 
tion of people and the second undermined 
his distortion in perception of the therapist. 
It is our interpretation that these two 
events occurring in nonanalytic psycho- 
therapy led the patient to analyse the trans. 
ference distortion of the therapist as an 
individual relating to him in the way that 
his father had done before him. As a con- 
sequence of this successful discrimination 
his social perception of men was modified. 
He has since dealt more effectively with 
the men to whom he has related and also 
has given up the character defense that 
lead to his social isolation and vocational 
defeats. It is not asserted that this patient 
has worked through all his transference 
distortions or resistances. Yet the instance 
given represents to us an ego modification 
with change in perceptual capacity. 

The differentiation petron Pya 
therapy and psychoanalysis is essenua" 
s ud on ho basis of the fact that in 
the latter the analysis of the transference 
and resistances is effected. Tt is stated that 
the difference between psychotherapy an 
psychoanalysis is that the former brings 
about a change in the structure of person- 
ality, a modification of the ego. Kurt Eissler 
makes the point well in stating: 


A structural change, is an internal change 
which leads to mastery. It is a change pe 
formed in and on the ego in respect to T 
tending its area of capacity, mainly by 
elimination of certain defense mechanism 

He points out that psychotherapeub'® 
which leads to a change of content 0 ^M 
channeling of energy on the basis © i 
placement, new repressions, or an exc p 
of illusions, or the building up ofa ma 
belief, or an imitation may not be un 
sidered as attaining the goal of PS 
analytic procedure. He indicated aga in f 
necessary to keep in mind the eis 
changes of content that are possib : (psy 
out changes of structure. In ration jb 
choanalytic) psychotherapy Eissler $ ee 
secrets between the analyst and the [s e 
As soon as truth becomes evident the pe 
alyst shares his knowledge with had the 
tient. In this instance, the patient : 
secret and attempted to share it wi 


e 
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therapist. On the other hand magie psycho- 
therapy is presumed to be secretive. 

A point that might be raised in discuss- 
ing the significance of this case is whether 
the friendly encounter between patient and 
therapist might not have resulted in clinical 
improvement on the basis of the dependent 
patient magically gaining strength through 
his alliance with the power of the omni- 
potent therapist, as suggested by Fenichel 
and others. However, such a magical al- 
liance is unlikely to be accompanied by 
awareness of hitherto unrecognized pat- 
terns of behaviour, and, if some insight is 
professed, it is usually little more than 
parroting interpretations made by the 
therapist in order to win his approval. In 
this case, the interpretation of the distor- 
tion was never made by the therapist ; the 
patient provided it himself. Also, clinical 
improvement based on a magical depend- 
ency would not be expected to outlast the 
dependency relationship. Here, the pa- 
tients improvement has persisted two and 
a half years since the last contact with the 
therapist. ' 

_ Among the characteristics that the pa- 
tient brought into treatment were intelli- 
gence, an introspective nature, and con- 
siderable psychological knowledge. It is 
Possible that these qualities might have led 
to insight or comparable intellectual mas- 
tery of his life situation without treatment, 
Or is it possible that the primary effect of 
hospitalization and psychotherapy was 
Simply to foster the patient’s introspection 
Without assuming any specific catalytic 
action on the part of the therapist? It 
Seems likely that these qualities played an 
Lent part in the ability of the patient 
© recognize his distortions of perception. 
Ed able to take a concrete event, con- 
3 an from it a generalization, and then 
xa y it to many other concrete events. 
" 4 to the insight, these qualities served 
in © major source of resistance and de- 
fet, against insight; innumerable refer- 
bie n made to literary works to sup- 
thro is misperception of the world ; 
Sie dia his intellectualization the patient 
aloofa e to maintain his characterological 
vm n and distance in the relationship 
us therapist. The vital events in the 

nt seem non-intellectual in nature 


and occurred in the emotional interaction — 
between patient and therapist. One may - 
argue that in these days, with the wide — 
dissemination of knowledge of personality 
functioning through the medium of the 
press, the theatre, television and books, the 
psychological set of the general population — 
has greatly increased. With this cultural 
background, the possibility of more patients - 
making the appropriate interpretations of 
the on-going interaction between them- | 
selves and their therapists is immeasurably _ 
increased. It is to be expected that there — 
will be many other occasions in which 1 
similar patient insights occur though pos- — 
sibly without clear conceptualization and 1 
capacity to describe verbally. 
One further point is worth comment. It — 
may be noted that the incident which per- _ 
cipitated the patient's capacity to focus - 
upon the transference distortions of the - 
physician occurred outside the ordinary | 
therapeutic setting—the chance meeting on 
Christmas morning. This leads to con- | 
sideration of the necessity to try variations - 
in the standardized psychotherapeutic - 
technique of isolating patient and physician - 
in a private office throughout each meeting. 
Inadvertent breaks in the technique have . 
been observed by many psychoanalysts and — 
psychotherapists as providing precipitating 
possibilities for active psychotherapeutic 
work in treatment of a number of patients. 
Oftentimes psychodynamic psychotherapy 
and psychoanalysis become fixed with 
long periods of relative immobility. The 
inadvertent interruption of the traditional 
setting not infrequently mobilizes the pa- 3 
tients anxiety and stimulates an active - 
period of working on a subject that has | 
been repressed. The incidents in this case —' 
alone suggest that the stabilization of the 
psychotherapeutic frame to that of tradi- — 
tional psychoanalysis should and must be - 
reexamined again and again particularly - 
in the treatment of patients who fail to — 
make progress in the course of the usual - 
technique applied to those with the psy- - 
choneurosis. The borderline between psy- 
choanalysis per se and psychotherapy, 
whether this be administered by a physi- — 
cian or a member of any other profession, — 
is likely to become less distinct. The various — 
efforts to discriminate the varieties of psy- 
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chotherapy are unlikely to hold with the 
expanding capacity of psychologically 
minded patients to effectively carry out 
procedures that have for long been con- 
sidered the prerogative of highly trained 
therapists. Most certainly, the psychotic 
or others who are severely disturbed and 
anxiety ridden will not arrive without 
skilled help to insights as did this capable 
patient. 
SUMMARY 


A case report of a “transference cure” is 
presented in which the mechanisms pro- 
ductive of change were obtained from the 
patient external to the therapeutic situa- 
tion. Essentially the patient produced 
material indicating his analysis of a trans- 
ference distortion, beyond the awareness 
of his therapist. No other similar report 
exists in the literature. 

The clinical data is discussed in relation 
to past conceptions of the “transference 
cures.” It is suggested that certain “trans- 
ference cures” are the result of the patient's 
capacity to work through the transference 
unknown to the therapist, whether in the 


medium of psychoanalytic psychotherapy 


or any other approach to psychotherapy. 

The significance of the findings in this 
case are considered in terms of the intellec- 
tual capacity of the patient, the influence 
of the cultural milieu in which it occurred, 
the precipitating effect of contact between 
patient and therapist outside the estab- 
lished treatment setting, and the necessity 
of recognizing that analysis of transference 
occurs beyond the practice of established 
psychoanalysis or psychotherapy with psy- 
choanalytic knowledge. The importance of 
further study of “transference cures" is 
emphasized. 
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DISCUSSION 


Jurgen Ruesch, M. D. (San Francisco, 
Calif.)—Dr. Kolb's case is rather interesting. 
The patient improved suddenly after a chance 
meeting with the doctor on Christmas day 
under circumstances in which the usual psy- 
chotherapeutic ritual did not apply. The doctor 
did not recognize what happened until much 
later, and Dr, Kolb believes that the pe- 
tient’s capacity to work through a transference 
distortion beyond the awareness of the thera- 
pist was the cause of the improvement. 
thoroughly agree with Dr. Kolb that when 
therapist and patient meet in a variety of con- 
texts, correction of distortions is made easier, 
As a matter of fact, when business, univer 
or government hires a new man, they ku 
look him over socially, at work, and in 
conference room. Apparently information mo 
come out in one context that remains hi : 
in another. But this almost commonp Ei 
knowledge has not yet sufficiently altere! ha 
ritual-infested practice of therapy ; otherw 4 
doctors would make a point of varying 
context of the encounters. y 

As for Dr, Kolb’s theoretical explanation ! 
have some doubts about the causality ps all 
sudden improvement and insig t wel: 
experience at times an improvement y cling 


of certainty and readiness for thin 
It usually occurs after hours, weeks, pe ce we 
of rumination. And after it takes T 
suddenly recognize our distortions, w This 
think freely, and things look presen Fy 
phenomenon, which has been empiric recede 
cribed on many occasions, seems to Ferenc? 
whatever is called insight or tra F 


wi. 
1958] 
resolution, We really do not know whether this 
phenomenon is different from religious con- 
version, sudden inspiration, the miraculous 
improvements after one or two shock treat- 
ments, or the event that awakens a man and 
makes him pull himself together. Perhaps I 
would feel better if Dr. Kolb were to put his 
statement into a transactional context, men- 
tioning the coexistence of insight and be- 
havioral improvement without attributing a 
causal relationship. 


REPLY 


Lawrence C, Kolb (New York City).—In 
presenting this single case report and pro- 
viding our interpretation of its significance, 
Dr. Montgomery and I did so with the hope 
of provoking additional studies of so-called 
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transference cures particularly in the con 
of the information that may be given by th is 
patient. The observations made occurred in | 
the hurried ordinary hospital setting of round s. 
They were not obtained in the sense of a 
predetermined investigation. Whether th 
hypothesis presented by us as explanatory 
may or may not have significance as Dr. 
Ruesch indicates, only further clinical oł 
servations will determine. A 

Dr. Ruesch has suggested that our state 
ment be placed in a transactional frame. As 
one trained in the interpersonal school, | 


ient and testing AS that we may move 
ahead. 


BRAIN DAMAGE, MENTAL RETARDATION AND CHILDHOOD 
SCHIZOPHRENIA * 


MAX POLLACK, Pn. D.? 


In the field of childhood psychopatholo- 
£y, the difficulty in diagnosing and treating 
severe behavior disorders is frequently 
more complex when such disorders are 
associated with intellectual retardation. 
This is particularly perplexing in the diag- 
nosis of childhood schizophrenia. Although 
this problem is very common it has re- 
ceived relatively little attention(1). 

The purpose of this report is: 1, To 
assay intellectual functioning in schizo- 
phrenic children by reviewing reported 
studies ; 2. To demonstrate the correlation 
between intellectual functioning and per- 
ceptual motor performance in schizophrenic 
and mentally retarded children by pre- 
senting a series of experiments carried out 
by the author and his associates in different 
laboratories within the past 4 years; 3. To 


. evaluate the findings in relation to such 


concepts as cerebral dysfunction, mental 
retardation, and childhood schizophrenia 
as a clinical entity ; and 4. To attempt to 
answer the question: are schizophrenic 
children with coexistent intellectual re- 
tardation different from or the same as 
the large percentage of mentally retarded 
children who have associated severe be- 
havior disorders? That is, are the dif- 
ferences in diagnosis a reflection of the 
doctors orientation rather than the be- 
havior of the child ? 

Intellectual Functioning in Schizophrenic 
Children.—Yhere are many reasons for 
studying intellectual performance in schizo- 
phrenic children. 1. A large percentage of 
children diagnosed as mentally retarded 
are also classified as schizophrenic. The 
percentage of coexistent schizophrenic 
symptomatology and subnormal intelli- 
gence found in the literature ranges from 
18 to 40% (2, 3, 4, 5, 6). 2. In schizophrenic 


1 Presented at the New York Divisional Meeting 
of the American Psychiatric Association, New York, 
N. Y., November 17, 1957. 

2From the Division of Pediatric Psychiatry, The 
Jewish Hospital of Brooklyn. Present Address : Hill- 
side Hospital, Glen Oaks, L. L, N. Y. 
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children intellectual functioning appears 
be an important prognostic index. An 
of 70 or above is a favorable sign of ifi- © 
provement, whereas the incidence of im- 
provement in schizophrenic children with 
an IQ below 70 is significantly lower(7, 8). — 
3. When behavior disorder is associated 
with low intelligence there is a stronger 
suspicion of organic pathology than when 
it exists without intellectual retardation; 
the lower the IQ the greater the probability 
of central nervous system disease(9, 10). — 
4. Lastly, intelligence as measured by 
standard psychometric examination is one - 
objective method of comparing schizo- 
phrenic children in different institutions: It 
is this last topic that I wish to dwell on in 
this paper. j 
While there is an overwhelming number 
of clinical studies in which the intellectual 
functioning of schizophrenic children i$ 
alluded to, or reported in case descriptions 
few systematic studies have published raw 
data on more than a dozen children. To 
the best of my knowledge, there is n0 
systematic longitudinal study of intelli 
gence test scores for any sizeable group 
schizophrenic children. There are ony 
studies comparing intelligence in se 
phrenic children with those diagnosed as 
nonschizophrenic behavior disorders in i 
same institution(1l, 12). Furthermore g 
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recent comprehensive review of the litera- 
ture(13) has failed to uncover any syste- 
matic investigation contrasting schizo- 
phrenic children with their siblings. 

Distribution of IQ Scores in Schizo- 
phrenic Children.—The distribution of IQ 
scores from the only 3 studies(11, 12, 14) 
reporting such data is shown in Figure 1. 
Bender and Helme(11) selected 30 chil- 
dren ranging in age from 5 to 14 years 
from a pool of 120 cases diagnosed as 
schizophrenic at Bellevue Hospital. These 
cases were selected because they had been 
followed for at least 8 years, and the diag- 
nosis was confirmed by staff members at 
Bellevue and other institutions. The Pol- 
lack and Goldfarb(12) study included all 
testable schizophrenic children in residen- 
tial treatment at the Henry Ittleson Center 
for Child Research. These children ranged 
in age from 7 to 9 years. The group séen 
by Piotrowski(14) was observed at the 
Psychiatric Institute, and had been diag- 
nosed by Potter. The ages ranged from 5 to 
15 years. In the studies by Piotrowski, and 
by Pollack and Goldfarb, the IQs were 
based on the Stanford-Binet Test. Bender 
and Helme did not specify the test used, 
but probably the Stanford-Binet. 

The agreement among these data is evi- 
dent. Although there is some fluctuation, 
this is largely due to the small number of 
cases in the Piotrowski study ; the Bellevue 
and Ittleson studies yield almost identical 
results, The frequency of scores falling 
within the normal range, 90 or above, 
varied between 10 and 23%. The incidence 
of children with IQs below 69 is similar in 
that it ranges from 30 to 40%. Upon averag- 
ing all 3 studies, 20% of the schizophrenic 
children fell within the normal range, 44% 
Were of borderline or dull normal intelli- 
gence, and 34% were subnormal. These 
Tesults demonstrate the marked overlap in 
intellectual functioning between schizo- 
Phrenic children and those diagnosed as 
mentally retarded, especially when it is 
Noted that approximately 75% of all mental- 
4 té children have IQs above 50 


Figure 1 illustrates data obtained only 
Tom testable children. If we could have 
evaluated intellectual functioning in non- 
testable children, the frequency of retarda- 
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tion would most likely have been even 
greater. 

Comparison of IQ Scores in 
phrenic Children with Clinical Controls.— 
The intellectual function of a group of 


institutionalized schizophrenic children can — 


be evaluated most validly when compared — 
with a group of children residing in the 

same institution, whose diagnoses fall into — 
the nonschizophrenic behavior disorder . 
categories. Two such studies, one by Bend- 


er and Helme(11), and the other by Pollack — 


and Goldfarb(12), are presented here. In — 


30 nonschizophrenic children in treatment — 
at Bellevue Hospital, were matched with 


cussed (Fig. 1). This control group was 
not an optimal one for a comparison of 
intellectual functioning in that it included 
6 children with mental retardation or “or- | 
ganic brain disorder.” The controls at the — 
Ittleson Center, however, consisted of 9 — 
nonschizophrenic children in residential — 
treatment, none of whom was diagnosed - 
as retarded or brain-damaged. j 
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A comparison of the IQ scores of schizo- 
phrenic children and their clinical controls 
is shown in Figure 2. Note that the percent- 
age of behavior disorder within normal 
limits, that is, above 90, was more than | 
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the Bender and Helme study, the controls, 
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E 
30 schizophrenic children previously dis- 1 
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twice that of the schizophrenic group. - 
Conversely, three times as many schizo- - 
phrenic children had IQs below 69 than — 


did their controls. I suspect that, had 
mentally retarded children mot been in- 


cluded in the Bellevue control group, this - 


difference would have been even greater. 
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since none of the Ittleson controls scored 
below 70. Nevertheless, when the data for 
both groups are combined, the number of 
schizophrenic children with IQs below 70 
—the criterion for mental retardation—is 
significantly greater than in controls. 
Perceptual and. Motor Patterns in Schizo- 
phrenic Children.—It has frequently been 
argued that the results obtained from 
standard psychometric tests are not an 
accurate reflection of the intellectual 
abilities of a large proportion of schizo- 
phrenic children, The rigorous standards, 
the timing of subtests, and the exactness of 
the scoring procedures are supposedly not 
. applicable to the fluctuating, inattentive, 
_ disinterested performance of the schizo- 
.. phrenic child ; consequently, the scores are 
_ presumed to be spurious. 
In this context, two recent experiments 
= (12, 16) carried out under the direction of 
. Dr. William Goldfarb at the research lab- 
oratories of the Ittleson Center, comparing 
- perceptual-motor functioning in schizo- 
_ phrenic children, aged 7 to 10, with clinical 
E controls and normal children, are presented. 
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Fig. 3: The child is seated in the center of the 
.—. optokinetic drum. Outside the drum there is a photo- 
electric cell which is activated by the passage of the 
= white stripes in front of it. 
i The eye movements are measured by recording 
changes in the corneo-retinal potential with the aid 
= of an EEG. The leads are applied at the outer 
canthi and the bridge of the nose, as indicated, thus 
recording lateral eye movements, The activity of the 
photocell is also recorded with the EEG. This 
technic gives an immediate record of eye movements 
and correlates them with drum movement. This 
recording technic also indicates the direction of eye 
movements. The sample of normal record is arranged, 
by convention, so that movement to the left is indi- 
cated by a downward deflection. 


1 


The instructions in these experiments were 
brief and simple, and no verbal response 
was required of the subject. 

The first experiment(16) was a study of 
oculomotor, postural and vestibular pat- 
terns. The study was stimulated by work 
on postural responses by Dr, Lauretta 
Bender and her co-workers(17, 18, 19). 
We were particularly interested in the 
observation and electrical recording of 
ocular-righting and nystagmoid movements, 
We secured the cooperation of the neurol- 
ogy department of Mount Sinai Hospital 
and Dr. Howard Kreiger, consultant neurol- 
ogist, aided in this study. ( Routine neuro- 
logical and EEG examinsiions were within 
normal limits for all chilá:en.) 

Figure 3 illustrates one aspect of this 
experiment; the apparatus for eliciting 
optokinetic nystagmus aid recording eye 
movements. The child sat in the center o 
a large plastic drum sade of alternate 
black and white stripes which was driven 
by a variable speed moter. Recordings were 
made first without instructions and then 
with instructions to fixate the stripes. Head 
movements were continuously observed 
throughout the procedure. n 

Postural and vestibular patterns in 3 
groups of children: 1, Schizophrenic, 2 
Clinical controls, and 3. Neurologically 
normal children drawn from the pediatrie 
wards of Mount Sinai Hospital were & 
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amined. The significantly higher incidence 
of abnormal patterns in schizophrenic chil- 
dren is shown in Figure 4. One of these 
deviant patterns found in 40% of the schizo- 
phrenic children was an involuntary head 
movement in response to optokinetic stim- 
ulation, in the direction of the rapid phase 
of the nystagmus. Thus, the child’s head 
would slowly turn counterclockwise to the 
direction of drum rotation and align 
parallel with his shoulders in a fencer's 
position. The direction of head movement 
could be reversed by reversing the direc- 
tion of drum rotation. This was observed in 
only one of the clinical controls and in 
none of the normal children. 

This experiment was presented to docu- 
ment the observation that a higher in- 
cidence of abnormality is found in schizo- 
phrenic children even when tested with 
nonverbal, nonrigorous, supposedly non- 
intellectual procedures. Before showing the 
correlation between psychometric intelli- 
gence and the performance in the proced- 
ure just described, I would like to present 
one other experiment, and then discuss the 
results of both experiments together. 

The apparatus and procedure for the 
next study(12) were extremely simple. The 
investigator merely touched the child 
simultaneously on the cheek and the dor- 
sum of the hand and asked him to point 
to where he had been touched. In a series 
of studies, Fink, Green and Bender(20, 21) 
have shown that ability to identify both 
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stimuli is related to mental age. By the — 
age of 7, normal children are able to 
identify both stimuli within 10 trials. 
Results for schizophrenic, clinical con- — 
trols, and public school children are shown — 
in Figure 5. “Positive” findings refer to the - 
child's failure to identify both stimuli with- | 
in 10 trials. Note that none of the public — 
school children was "positive" with eyes - 
open. The schizophrenic group differed — 
significantly from the clinical group and - 
the normal controls. The pattern of errors 
made by the schizophrenic children in the — 
“positive” group was not random but was - 
consistent with their mental age and in- E 
distinquishable from that made by normal 
younger children and patients with severe - 
brain disease. On the other hand, the per- — 
formance of the “negative” schizophrenic — 
group was identical with that observed in 
normal children. » 
RELATION OF T 


DEVIANT POSTURAL AND PERCEPTUAL PATTERNS TO — 
1Q IN SCHIZOPHRENIC CHILDREN F 


6 POSTURAL PERCEPTUAL ff 
(HEAD AND EYE MOVEMENTS) (FACE-HAND TEST] INS 
s [7] NEGATIVE CASES 
RY POSITIVE CASES 


> 


NUMBER OF PATIENTS 
"m LJ 


9 A570 698. ABOVE 89-80 79-70 
wore HS Ge, Mg T 
1Q SCORES 


Fic. 6 : b 
Figure 6 illustrates the correlation be- 
tween perceptual-motor performance and 
intelligence for schizophrenic children. The — 
results are exceedingly clear. Turning to the 
postural study, we see that none of the 
children of normal intelligence showed any 
altered motility, whereas all the children 
functioning at intellectually retarded levels | 
were abnormal (A high correlation be- — 
tween intelligence and motor proficiency in 
mentally retarded subjects has previously | 


ae a 


been demonstrated(22).) The results for. 
the perceptual study mirror those of the - 
postural investigation in demonstrating the - 


high correlation with intellectual function- 


D 


ing. 
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These results indicate the following: 1. 
Perceptual-motor and intellectual ab- 
normality indicative of cerebral dysfunc- 
tion occur more frequently in schizophrenic 
children than in other psychiatric disorders 
of childhood. 2. Children diagnosed as 
schizophrenic are a heterogeneous group 
that can validly be dichotomized into those 


. children with intellectual retardation and 


those without. 

Mental Retardation and Childhood 
Schizophrenia.—In the introduction to this 
paper it was pointed out that a large per- 
centage of children who have been diag- 
nosed as mentally retarded have associated 
behavior disorder that is similar to that 
observed in schizophrenic children. Very 
little experimental work has been done in 
comparing these two groups. 

I would like to cite one experiment that 
is relevant to this topic. One hundred and 


_ twenty-four children above the age of 6 


were tested in the outpatient clinic of the 


_ pediatric psychiatry department of the 


Jewish Hospital of Brooklyn(23). Fifty- 
eight percent of this group were intel- 


. lectually retarded (IQs below 70), 16% 


-were of borderline intelligence (IQs be- 


- tween 70 and 80), and 26% were normal or 


dull normal, that is, above 80. Thirty-one 
of the 124 children were classified as 
showing pronounced 
schizophrenic symptomatology, 71% of 
whom were intellectually retarded. 


FACE: HAND TEST PERFORMANCE IN 
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SCHOOL: AGED CHILDREN 
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Figure 7 illustrates the relation of face- 
hand test performance to mental age for 
the entire group. By the mental age of 7 
almost all mentally retarded and emotional- 
ly disturbed children were able to identify 
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both stimuli correctly within 10 trials. 
performance of the schizophrenic chi 
was similar to the nonschizophrenic 
in that those children with a mental 
above 7 were negative, those below tended 
to be positive. The only difference between 
the nonschizophrenic and schizophrenic 
groups was that a larger percentage of the 
latter was nontestable. However, all these 
nontestables had mental ages below 5 years 
The test performance of the retarded chil 
dren with associated schizophrenic sympto- 
matology was identical with the intellec- 
tually retarded schizophrenic children seen 
at the Ittleson Center. 

If the behavior of a sizeable group of 
schizophrenic children is similar to that 
of children diagnosed as mentally retarded, 
it is important then to focus on the concept 
of mental retardation. After reviewing some 
of the recent literature in the field of 
mental retardation, the concensus seems to 
be that mental retardation is not a clinical 
entity but a social classification (15, 24, 25). 
The committee of nomenclature of 
American Association on Mental Deficiency 
(26) defines mental retardation as # 
*... group of conditions which is charac 
terized by: 1. Inadequate social adjust 
ment; 2. Reduced learning capacity; 3 
Slow rate of maturation; present singly or 
in combination, due to a degree of im! 
lectual functioning which is below 
average range, and usually is present from 
birth or early age.” This definition cout” 
easily be applied to approximately 15% J 
the schizophrenic children cited in 
report. ^ 1 

The concept of mental retardation - 
stationary, irreversible condition, and m 
tal illness as progressive in character, H 
be fallacious. Etiology is known in 0 y t 
small percentage of the mentally retar od 
For example, Perry(15) states that P" 
than 50% of the mentally retarded admitte ; 
to public institutions are clinically " is 
ferentiated. Not all mental retanda 
due to pre- or paranatal causes, ! si 
occur at any stage in development polic 
result of infection, trauma, Or ne 3 
disease. Conversely, there is also t j 
evidence to suggest that schizophren! or in 
dren are frequently abnormal at bi 
early infancy(27, 28). 
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Benda, et al.,(29) have declared that 
"the artificial distinctions between mental 
defects and mental illness and the defini- 
tion of psychosis as legally used in adult 
psychiatry are not feasible in child psy- 
chiatry." 

It would appear that when severe be- 
havior disorder coexists with intellectual 
defect in childhood, which aspect is 
stressed—the retardation or the behavior 
disorder—is a function of the observer's 
orientation rather than the child's behavior. 
Many children are being shunted from one 
agency to another because of a rigid ad- 
herence to diagnostic stereotypes, thereby 
leading to difficulties for the children, their 
parents, and the agency. Agencies servicing 
the emotionally disturbed reject those chil- 
dren, claiming that they are retarded. Those 
concerned with mental retardation exclude 
them, asserting that they are schizophrenic. 
Fortunately, there is a growing recognition 
of this dilemma and attempts are being 
made to overcome it(6, 30, 31). 

Schilder(32) summed up this problem 
most succinctly when he stated, "Whenever 
there is a disturbance in the intellectual 
field, there is also a deep-going disturbance 
in the emotional sphere." 


SUMMARY 


Intellectual functioning of children diag- 
nosed as schizophrenic is systematically re- 
Viewed. According to the reports in the 
literature, over 50% of these children could 
be classified as having borderline or sub- 
normal intelligence by conventional cri- 
teria. On perceptual and motor tests, the 
Performance of the intellectually retarded 
schizophrenic children was similar to that 
observed in younger normal children, 
Mentally retarded adults, and adults with 
Severe mental changes as a result of brain 

isease, 
seither childhood schizophrenia nor 
B retardation is a distinct clinical 
ntity encompassing homogeneous groups. 
and severe behavior disorder coexists 
NR EP defect in childhood, the 
Pins behavior may be a reflection of 
Mtas ral dysfunction. Which aspect is 

is oie retardation or the behavior 

Order—is, in part, a function of the ob- 
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server's orientation rather than the "mx 
behavior. : 

The general disagreement, and the lack — 
of clarity in this field, may be due largely — 
to the paucity of systematic, controlled ex- — 
perimentation. 
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SCHIZOPHRENIC SYMPTOMATOLOGY IN MENTALLY 
RETARDED CHILDREN ' 


JOSEPH WORTIS, M. D.? 


When I began to work with retarded 
children over seven years ago as the only 
psychiatrist in a multidiscipline team, I 
was often asked to examine a case and 
make a differential diagnosis between men- 
tal retardation and schizophrenia. Typically 
the problem would involve a child whose 
general development was slow, but who 
also presented more or less prominent 
symptoms of disorganization, self-absorb- 
tion, empty repetitiveness, excessive anx- 
iety, or other peculiarities which either 
accompanied or complicated the general 
retardation or else seemed in themselves 
to induce the child's learning difficulties 
and intellectual backwardness. The ques- 
tion then was: is this essentially a disor- 
ganizing psychotic process which incident- 
ally hampers intellectual development, or 
is this essentially a case of mental retarda- 
tion with associated features of disturbed 
organization or with secondary psychologi- 
cal problems attaining psychotic propor- 
tions? Not infrequently the question of 
institutional or school placement hinged on 
the diagnosis, and always the plan of man- 
agement depended on our diagnostic ap- 
Praisal. Problems of this sort do not now 
concern us as they did then, and we no 
longer strain to make a differential diag- 
Nosis in most of these cases. 

Certain of the early assumptions under- 
lying the question of a differential diag- 
Dosis no longer seem valid to us. In 
Medicine important differential diagnostic 
Considerations arise when two or more 
distinct disease entities produce the same 
or similar symptoms. Since rational treat- 
ment should attack the basic etiologic 
actors whenever possible, sound treatment 
et depend on accurate diagnosis. If by 
E term disease we understand a medic 
qierder characterized by a common eti- 
ead aie symptoms, and common 
—tse, then neither schizophrenia nor 
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mental retardation represent specific dis- — 
ease entities ; both are descriptive terms for .. 
symptoms or syndromes which may have a j 
variety of causes. There has been an un- - 
fortunate tendency to neglect or forget the 
true meaning or historical background of - 
the term schizophrenia. The term is Eugen — 
Bleulers, and its classical formulation is — 
found in his book Dementia Praecox or the — 
Group of Schizophrenias which appeared in K 
1911(1). He defined the term as follows: 
By the term ‘dementia praecox’ or 'schizo- f 
phrenia’ we designate a group of psychoses - 
whose cause is at times chronic, at times . 
marked by intermittent attacks, and which | 
can stop or enter remission at any stage, but — 
does not permit a full restitutio ad integrum. — 
The disease is characterized by a specific 
type of alteration of thinking, feeling, and : 
relation to the external world which appears | 
nowhere else in this particular fashion. 3 
He then goes on to describe the familiar — 
common symptoms of personality disorgan- 
ization, disconnected thought processes, - 
bizarre unpredictable behavior, blocking, - 
inappropriate affect, motility disturbances, - 3 
autism, fantasy development, delusions, . 
hallucinations, etc. In discussing etiology ' 
Bleuler again emphasized the variety and |— 
multiplicity of the factors that may be | 
involved: hereditary, psycho-social, en- 1 
docrinological, infectious, toxic, and organic - 
cerebral disturbances. Because of the . 
generally acknowledged relationship of. 
mental retardation to cerebral pathology, - 
it should be especially noted that Bleuler - 
wrote, 1 
We must assume that head trauma can pro- - 
duce or release a schizophrenic picture . . . 
Organic cerebral disturbances have to re- 
ceive attention. We know that chronic menin- - 
gitis, cerebral gliosis and cerebral trauma can — 
produce pictures similar to schizophrenia. In . 
these cases the element of coincidence can 
be excluded. d 
It is the thesis of this paper that the same — 
cerebral defects or dysfunctions associated | 
with mental retardation may and do induce " 
patterns of disorganized thinking and be- 
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havior which we call schizophrenic. 
About 80% of the retarded children seen 
at our clinic present some associated psy- 
chiatric problems, and at least 5% could be 
diagnosed as primarily schizophrenic. Some 
significant degree of withdrawal, self-ab- 
sorbtion, or autism, is found in as many as 
13%. The most common associated psy- 
chiatric problem in our series of cases is 
not however schizophrenic symptomatol- 
ogy, but the combination of hyperactivity 
and distractability which has been des- 
cribed elsewhere(2)—falsely, we think—as 
the “brain-injured” picture. Excessive fear- 
fulness is found in 24% of our cases. In 
addition, most of the children we see pre- 
sent various secondary psychological prob- 
lems related to the frustrations, social 
rejection, and social isolation so many of 
them experience. I have for our present 
purpose analyzed a random series of 31 
cases where specifically schizophrenic fea- 


_ tures are encountered. From this analysis 
the following items of interest emerge : 


though all of the cases applied for services 


. on the assumption that they were retarded 


or possibly retarded, 5 of these cases proved 
to test on the Stanford-Binet with Intelli- 


. gence Quotients above 80, with 2 above 


100. The rest were distributed in the bor- 
derline or mild retardation range, though 
nearly one-third proved to be too difficult 


_ to profitably test. The medical histories of 


these cases are of some significance : in 6 
cases there were histories of previous mis- 
carriages, in 9 instances the pregnancies 
were described as difficult, and 2 mothers 
admitted attempted abortions. In 14 in- 
stances there were reports of some signifi- 
cant difficulty or complication of childbirth. 
In at least 12 cases some other congenital or 
early defect was noted, such as nystagmus, 
strabismus, microcephaly, congenital heart 
disease, premature pubescence, or webbed 
toes. Six had convulsions, and in 10 cases 
there were significant neurological defects. 
Eleven had serious childhood illnesses, in- 
cluding 3 cases of encephalitis, 1 case of 
skull fracture, 1 case of severe serum sick- 
ness, and a scattering of cases of pneu- 
monia, asthma, or severe diarrhea, In sever- 
al cases there were indications of severe 
environmental stress. 

Most of our cases came to us before they 


were 6 years old, and it is interesting to 
note that in the majority of cases, parents 
first felt concern about the child’s develop- 
ment when the child was between 2 and 4 
years of age, and their most prominent com- 
plaint concerned the delay of speech de- 
velopment. At the time of our examination, 
16 of the children were described as mute 
or partially mute, 17 were described as 
withdrawn, and of these 10 were both with- 
drawn and hyperactive. 

In summary we can say that this group 
was characterized by the prominence of 
medical and specifically cerebral pathology. 
In contrast to the usual cases of mental re- 
tardation that we encounter, it is prob- 
ably correct to say that delayed motor 
development did not represent a prominent 
feature of this group of children with 
schizophrenic symptomatology and that 
their deficiencies were especially likely to 
appear in the areas of speech, learning, 
social withdrawal, or untoward social be- 
havior. In checking through the case rec- 
ords we find that mutism, hyperactivity, 
anxiety, and autism are the most common 
findings in this particular series of cases. 

In terms of the dynamics of emergence 
of schizophrenic symptomatology our case 
material can be viewed from another angle, 
and here we find that the schizophrenic 
syndrome is encountered in a relata 
clinic such as ours in several quite differen 
kinds of cases : n 

1. There is the child of normal or eve 
superior intelligence who presents agen 
schizophrenic symptoms. Such a child ma 
have had a slow start but now tests Wi am 
the normal range. Though he may ker 
peculiarities of reaction and be ut 
which hamper the learning process he 
ing procedure, test results in suc des 
are unpredictable and unreliable, ^ 
much scatter and vary over a wide be 
with no reliable indication of retarda E 

2. There is the more or less ret? 
child who shows evidence of more bs 
disorganization since infancy. In thes 1 
retardation and disorganization can 
sumed to be common features of some 
cerebral defect or dysfunction. 

3. The very autistic or withdr lo and 
who is also more or less unteachab "hable. 
untestable, because he is not approa 
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Yet he may learn in his own way and sur- 
prise us with bits of insight and under- 
standing that we had not credited him 
with. We encounter autism both with or 
without evidence of associated intellectual 
defect, but the veil of autism almost always 
creates an appearance of deficiency es- 
pecially in younger children. 

4. The retarded but grossly mismanaged 
child whose secondary psychological prob- 
lems grow to psychotic proportions. The 
presence of hyperactivity, distractibility 
and anxiety all enhance this development, 
not only because they themselves represent 
abnormalities of organization, but also be- 
cause they hamper social adjustment and 
secondarily induce neurotic problems. 

5. The gradual emergence, especially 
towards puberty, of a frank schizophrenic 
process upon the basis of what looked like 
simple retardation—the Pfropfschizophrenie 
of the German literature. 


SUMMARY 


` In summary, I think we should make a 
break with the facile generalizations that 
seem to simplify but really complicate and 
distort our work. There is no single entity 
of mental retardation : there are a great 
variety of factors, medical, psychological 
and social, which may impede mental 
growth and development. Similarly, there 
is no simple entity of schizophrenia : here 
too we encounter a variety of medical, 
social and psychological factors which in- 
duce bizarre distortions and disorganized 
Patterns of behavior and development. 

ere the intellectual retardation domi- 
nates the picture, we are justified in label- 
Ing it descriptively as mental retardation : 
Where the distortion and disorganization 
dominate the picture, we are justified in 
calling its schizophrenia. But we must 
Tecognize that there are many intermediate 
E üverlapping types where we must be 
x shied to describe the picture as retarda- 
n. With more or less prominent schizo- 
Eun features, Moreover, in point of 
ime, the clinical picture may change in 


any one case and latent or secondary fea- 
tures may become dominant. There is 
much to recommend Benda's(3) sugges- 
tion that cerebral defect or dysfunction 
present at birth is more likely to produce a. 
picture of retarded development, while the 
same process superimposed later, after a 
period of normal development, is more 
likely to induce a pattern of disorganiza- 
tion that is called psychotic. This may be 
compared to the building of a small struc- 
ture with a few bricks, or the later under- 
mining or demolition of a good-sized build- 
ing by removing bricks after the building 
is completed. 

In terms of research and scientific in- 
terest, it is reasonable to expect that some 
common etiologic factors may induce both 
syndromes ; it can be regarded as already 
established that certain kinds of cerebral 
pathology or dysfunction can induce both 
retardation and schizophrenia. Post-anoxic, 
post-encephalitic, and ^ phenylketonuric 
cerebral dysfunction can all demonstrably 
induce psychoses, mental retardation, or 
combinations of both. It is proper to suspect 
that other etiologic agents can do the same. 
At the same time, it would not be at all 
surprising to find that the hard core of 
schizophrenic cases, and the hard core of 
retarded cases, tend to have different types. 
of etiology, with ganglion cell destruction 
and cerebral defect dominant in retarda- 
tion, and toxic inhibitory factors dominant 
in schizophrenia. This was Kraepelin's view 
when he first propounded the concept of 
dementia praecox and there is much new 
work to indicate that his view may prove 
to be correct. 
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. samples ; 2. Selection has led to many sam- 
ples not being truly representative of the 
. universe from which they were drawn; 
. 3, There has been a failure to allow for 


STUDIES OF PARENTAL DEPRIVATION IN 
PSYCHIATRIC PATIENTS 


IAN GREGORY, M. D.! 


| INTRODUCTION 


During the past few decades, there have 


. been many attempts to assess the possible 


influences of childhood experiences on per- 
sonality development, social adjustment 
and mental health. One of the most factual 


and far-reaching experiences of childhood 
. susceptible to investigation is the loss of a 


parent by death or prolonged absence from 


. the home. However, our knowledge of the 
frequency of parental deprivation during 
the childhood of patients with various psy- 


chiatric disorders is still very limited. In 


the present article, attempts are made to 
discuss systematically various difficulties 


that have been encountered in estimating 


the frequency of parental deprivation, and 


also to distinguish between reasonable 


probability and speculation concerning 
. data hitherto recorded.? 

.. It appears to me that several types of 
error have occurred repeatedly in studies 
of this nature : 1. Comparisons have some- 


times been made between basically unlike 


chance errors in sampling, and to apply 
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Instructor in Psychiatry, University of Western On- 
tario. 

2 Time for this research was kindly made available 
by Dr. B. H. McNeel, Chief, Mental Health Division, 
Ontario Department of Health; and Dr. A. Me- 
Causland, Medical Superintendent, the Ontario Hos- 
pital, London, Ontario. 

I am grateful to Dr. Paul H. Jacobson, Research 
Assistant, Metropolitan Life Insurance Company, 
for supplying published material concerning the loss 
of parents by death. 

For help in obtaining information on the Bain- 
bridge sample of recruits inducted into the United 
States Navy, I am indebted to Dr. C. W. Wahl, 
Assistant Professor of Psychiatry, University of Cali. 
fornia at Los Angeles; and to J, E. Rasmussen, 
LCDR, MSC, USN, Head, Clinical Psychology Sec- 
tion, Neuropsychiatry Branch, Bureau of Medicine 


and Surgery, Department of the Navy, Washington, 
DC 
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tests of statistical significance to differences 
observed ; 4. A number of common fallacies 
have frequently invalidated deductions. 

1, Comparisons between unlike samples : 
A common cause of this type of error ap- 
pears to be failure to define accurately what 
is being studied. In recording data con- 
cerning parental deprivation, care has not 
always been taken to specify the reason for 
deprivation (parental death, separation, 
sickness, etc.) and the age by which it 
occurred, in individuals who have passed 
that age (4, 25, 26). In others, comparisons 
have been made between a sample of 
dren of all ages up to the given age, and a 
patient group that have all passed that age 
(16, 31-33). In this connection, it may also 
be mentioned that, when figures are given 
for both death and separation of the par- 
ents, it should be clearly specified whether 
parents who have died after separation 
have been included in the figures for pa- 
rental deaths, as well as in those 
separation. 

2. Samples not representative due 10 
selection: There are many reasons why 
samples may fail to be truly representative 
of the universe from which they UNES 
drawn, and hence permit generalization 
conclusions concerning the sample. In vet 
instances, selection may be recognized, "" 
liberate or even inevitable, but often sé 
ious errors may arise from unreco 
selection. Mor 

The method of collection of data ee 
infrequently a source of selection or of 
and Hill(12) discusses several yr 
error inherent in data collected by ™ i 
of questionnaires or hospital statistics: 
formation obtained from hospital ds si. 
is open to question on several grouncs © 
in many diseases only the most ser i 
ill patients are likely to be taken to — 
and hospitalized patients are likely Ae 
selected according to time, locality, fac- 
various socio-economic and cultura 
tors (see below). - 

Now data on parental deprivation F 
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mentally ill patients have commonly been 
collected from histories in hospital files, re- 
corded shortly after the patient's admission 
when detailed or accurate information may 
not have been available. Such information 
is often obtained from parents, particularly 
in the case of unmarried patients, and there 
is every reason to believe that a higher 
frequency of parental deprivation might 
well be found amongst those patients 
records which investigators have been 
obliged to discard on account of inadequate 
information, than amongst those which 
have been found acceptable. Kaelbling(14) 
commented on the fact that one investi- 
gator eliminated almost one-third of his 
case records(33) because of incomplete- 
ness, vagueness or ambiguity. It may also 
be mentioned that Gerard and Siegel(8) 
excluded 20 to 25% of their potential sub- 
jects because there were no informants, and 
Blum and Rosenzweig(4) excluded 50% of 
theirs because they required certain in- 
formation on siblings. In a number of in- 
stances, however, this common source of 
bias may easily pass unnoticed because no 
figures are given for the percentage of 
records discarded. 
_ A source of serious difficulties in past 
investigations of this nature has been fail- 
ure to recognize that rates of parental 
deprivation are related to prevailing rates 
of mortality, separation and divorce (and 
Psychosis), and that the latter all vary 
considerably over periods of time, from 
Place to place, and according to the age, 
Sex, socio-economic and cultural groups to 
which the individual belongs. Thus, during 
the past half century, death rates have been 
Progressively declining, and there has been 
à corresponding gradual decrease in the 
quency of parental deprivation by death 
0; see also Table 1). Moreover, the 
Tatio between children losing fathers 
death and those losing mothers by death 
as been increasing (in North America), 
an In recent years has approached two to 
one (since (a) men tend to be older than 
eir wives, (b) males have a higher death 
Tate than females of the same age, and (c) 
uw rates for women of child-bearing 
E have been declining more rapidly than 
ose of their mates). 
Similar but less well established factors 


appear to apply to the loss of parents by 
separation or divorce, but (in contrast » 
the declining death rates) this type of dep- 
rivation seems to have been increasing (in 
North America) during the past half cen- 
tury. However, this type would also appear 
to result far more frequently in the loss 
of father than of the mother, as suggested 
by recent figures(21) to the effect that, in. 
the United States in 1955, the numbers of. 
children under 18 living with their mothers - 
alone exceeded those living with E 
fathers alone by more than 8 to 1 (although - 
it may be noted in passing that this ratio © 
might be appreciably affected by differing — 
rates of re-marriage between fathers and | 
mothers who had previously been widowed — 
or divorced). ka 

There is also evidence indicating that 
mentally ill patients and their families may _ 
be subject to selection by factors similar to - 
those which influence rates of mortality and - 
separation. Terman's studies(30) indicated - 
that very superior intelligence in California r 
school children was accompanied by subse- 
quent low death rates, low insanity and - 
suicide rates, and low divorce rates, but. 
with superior educational attainments and - 
socio-economic status. Other studies show — 
that in certain forms of (hospitalized) men- - 
tal illness there may be increased mortality - 
rates(17), and divorce rates(11). Increased | 
rates of parental deprivation, as well as of. 


[D 


certain forms of mental illness, may also 
be expected in those of limited socio-eco- . 
nomic status(29), in immigrants from cer- | 
tain countries(11, 19), and in children of - 
parents above average age(10). D 
3. Chance errors in sampling : Every sta- — 
tistical value calculated from a sample | 
may differ from the true value in the uni- - 
verse that is being sampled(12,22), and ' 
the probability of the true value falling - 
within a certain range may readily be ob- - 
tained by calculating the standard error of - 
the value for the sample. On the basis of | 
chance, we may expect the value for the - 
sample to differ from the true value for the 
universe by more than (plus or minus) 
twice its standard error, only about once in - 
22 trials; and we may expect it to differ 
from the true value by more than 3 times 
its standard error only once in 370 trials. 
Similarly, the standard. error of the M 


pes 
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ence between values obtained for two dif- 
ferent samples may readily be calculated 
from formulae given later. The statistical 
significance of the difference between the 
values in the two samples may then be 
obtained by comparing this difference with 
its standard error. 

These simple safeguards have almost in- 
variably been neglected in presenting fig- 
ures on parental deprivation, but some idea 
of the possible magnitude of such errors in 
small samples may be obtained from Tables 
1 and 2. The most obvious example con- 
cerns the samples of schizophrenics and 
controls recorded by Prout and White( 27), 
which each included 7 cases from broken 
homes. Although the frequency of broken 
homes in each of these samples is the same 
(ie. 28%), the value for either of the uni- 


. verses from which these two samples were 


aed ur 


drawn might be expected to fall outside 
the range of 10 to 462 approximately once 
in 22 trials. Moreover, by calculating the 
standard error of the difference between 
these two samples (plus or minus 12.7%), 
it may be concluded that the frequency of 
broken homes in each of these two uni- 
verses could differ by more than 25% with 


- a probability of about 1 in 22. Tt is obvious 


"ww 


then that gross differences may exist be- 


. tween the frequency of deprivation in two 


separate universes, without such differences 
being revealed by small samples. 

4. Fallacies in deduction: There are 
many possible fallacies and difficulties in 


interpreting statistical data(6,12), and I 


Ve 


propose to draw particular attention to 4 
types of error that have arisen in studies 
on the frequency of parental deprivation. 
Unjustified generalization. There is evi- 
dence indicating a considerably increased 
frequency of parental deprivation in adoles- 
cents or adults showing persistent delin- 
quent or antisocial behavior(5,9), but it 
its unjustifiable to conclude from these data 
that there is an increased frequency of 
early parental deprivation in other forms 
of mental or personality aberration. 
Unjustified specificity. The evidence to 
which attention has just been drawn indi- 
cates that many individuals showing de- 
linquent or antisocial behaviour lost one or 
both parents during childhood. It is un- 
justifiable to conclude from these data that 


the significant loss was that of the mother 
(5). 

Association does not indicate direct caus- 
ation. There may be an association between 
parental deprivation and subsequent anti- 
social behaviour, but it is not justifiable to 
conclude that the former causes the latter, 
nor even that the circumstances which fol- 
low or immediately precede parental sepa- 
ration also cause antisocial behaviour in the 
children. The observed association would 
be equally compatible with some type of 
selection (see above), or with a hypothesis 
that antisocial behaviour is genetically de- 
termined, and that an increased rate of 
parental separation is to be expected in 
parents with a similar type of personality. 
It may also be noted that a genetic hypoth- 
esis is even compatible with a somewhat 
increased death rate in the parents of 
mentally ill patients, since mental illness 
itself may be associated with an increased 
death rate(17). À 

Absence of association does not indicate 
some specific alternative cause. Just as 
presence of an association between paren | 
deprivation and subsequent antisocia 
haviour does not preclude the possibility of 
genetic transmission, neither does the ab- 
sence of such association support a heredo- 
constitutional hypothesis, as concluded by 
Oltman et al.(24). Whereas the presence 
of an association may imply direct caus 
tion, failure to establish an association does 
not indicate any specific alternative eck 
tion, and does not necessarily even prec" É 
the possibility that such an associate 
exists. Absence of a statistically significan 
association may result from chance, coup “A 
with two few observations, and a significa 
association may become evident on incre 
ing the number of observations. 


X 
DATA TABULATED IN THE PRESENT STUD 


The data tabulated are of two types- (a) 
Tables 1 and 2 show the estimated freq" 
cies of parental deprivation in variou; 
ples of control groups an 
patients ; (b) Tables 3 to 
the ders frequencies of gen = 
separate diagnostic groups O mex 
patients (as compared with frequencies f 
the control group) in a single stu 7 — 
Oltman et al.(24). f 


TABLE 1. 


CUMULATIVE FREQUENCY OF PARENTAL DEPRIVATION IN CERTAIN SAMPLES 
THAT Have BEEN Usep As CONTROLS 


3 ii Age by Percentage deprivi 
fear, ani Size and other which B 
Source of location characteristics deprived Mer bib! 
information of sample of sample of one or from all 
both parents by death causes (b) 
Lotka, 1920 Actuarial computation | 12 years 18.4 (c) -- j 
quoted by U.S.A. — 
Barry 1930 Actuarial computation | 12 years 13.4 (c) 
(1939) U.S.A. 
Metropolitan Large sample of 0-4 years 2.7 
Life Insurance 1940 U.S. population 5-9 years 73 
Company aged 0-17 years. 10-14 years 12.7 
(1944) U.S.A. 15-17 years 17.6 
Ingham 1948 370 selected college 
(1949) Los Angeles, 22 years 19.2+2.0 
~ |Glifomia students 
Lidz and 1941-49 
Lidz Baltimore, 69 medical students 19 years = 17.4446 
(1949) Maryland I Uo EN 
Prout and 1949 25 selected young 
White White Plains, 15 years — 28.0390 — 
(1950) New York adult males EET 
Norton 1947-49 500 selected 5 years 3.60.8 (c) = 3 
(1952) London, physically ill 10 years 7.81.2 (c) = A 
England general hospital 15 years 14.81.6 (c) — 
EC patients 20 yeas___| 23.01.90) | — 
Wati 1952-53 10 per cent sample of | by induction 
(1956, b) Bainbridge, 50,000 recruits (median age 7 
Rasmussen Maryland inducted into United 19.0 years) 18.1£0.5 (c) |504-0.6 (c) — 
(1958) States Navy 
(94% Caucasian) 2 M 
Oltman, 1951 230 state mental 7 years 11752. 
McGarry & Newtown, 13 years = 22.6+2.6 
etre Connecticut hospital employees 19 years 26.642.9 3223554 


(a) plus or minus the standard error, obtained from the formula V (pXq 
the percentage of the sample deprived, q is the percentage 


of persons in the sample. The true value for the universe 
the standard error of the 


e standard error in well over 99% of trials). 
includes death, divorce, separation, desertion and psychosis in parents. 


(c) obtained b i R 
y adding the percentages having lost a father to the 
s j 5 =e therefore be subtracted but are unknown. How- 


both parents by death are 106 by 10 years, and 


may be expected to fall within plus or minus twice 
of trials (and within plus or minus three times th 


e percentages having lost both parents should 
Ever, rough estimates of percentages having lost 
3% by 20 years, 


s Estimated frequency of parental dep- 
ation in various samples of controls and 
Buchiatrio patients: In order to render 
ae comparisons possible between data 
ee different samples, the time, lo- 
pa on and certain other characteristics of 
OP Uis have been tabulated, along 
Dare type of deprivation and the age at 

this deprivation took place. Standard 


bl 


)-cn, where p is 
not deprived and n is the number 
from which the sample is drawn 
sample in over 95% 


percentages having lost a mother. 


errors of the percentages deprived have 
been calculated (wherever possible) from 
the formula /(pxq)-n , where p is the - 
percentage deprived, q is the percentage - 
not deprived and n is the number of. 
observations. 3t 
The statistical significance of the differ- - 
ence between two reasonably matched | 
samples may be obtained from t, which is 
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TABLE 2. 


CUMULATIVE FREQUENCY OF PARENTAL DEPRIVATION IN CERTAIN SAMPLES 
OF PsYCHIATRIC PATIENTS 


i Age by Percentage deprived 
Year, and Size and other which of one or both parents (a) 
Source of location characteristics deprived 
information of sample of sample of one or from all 
d both parents by death causes (b) 
— Barry and ? -1937 239 white psychotic 
.. Bousfield GreystonePark, | patients, born after 12 years 27.6+2.9 — 
- (1937) New Jersey 1910. 
"n Barry ? -1939 549 white psychotic J 
(1939) Greystone Park | patients, aged 16-25 12 years 26.8+1.9 (c) = 
New Jersey years 
1947 211 neurotic soldiers 9 years 10.4+2.1 20.942.8 
Tuscaloosa, aged 19-43 years 16 years 19.042.7 36.043.3 
Alabama 
1946-48 138 psychoneurotic 
Los Angeles, | college students 22 years 21.02-3.5 52.142 
California 
1941-49 50 adolescent 
Baltimore, schizophrenics 19 years 28.02-6.5 40.02-6.9 
Maryland 
1948-49 71 male urban 
Brooklyn, schizophrenics 10 years — 24.0+5.0 
New York 
1949 25 young adult male 
White Plains, |schizophrenics 15 years — 28.0+9.0 
New York _ 
1947-48 500 psychiatric patients 5 years 5.82-1.0 (c) = 
London, (predominantly psycho- | 10 years 12.2£1.5 (c) p 
England neurotic) 15 years 18.62-1.7 (c) T 
: 20 years 256219 (c) |  — d 
= Wahl 1948 jv upon 
| (1954) Elgin, Illinois | 392 schizophrenics 15 years 2432-22 432525 
Wahl 1948 6 
. (1956, a) Elgin, Illinois | 109 male alcoholics 15 years 24.82-4.1 36.744! 
— Wahl 1953-54 568 male schizophrenics | 15 years 20.62:1.7 41.4421 
k (1956, b) U. S. Navy 
Y (Philadelphia ) E 
- Oltman, ? 1951 7 years ree arr 
McGarry Newtown, 13 years — 21030 
si ev Connecticut | 600 schizophrenics 19 years 19.0+1.6 34.241: 
E 7yan | — EC 
: 200 alcoholics 13 years -= Mir 
19 years 24.02:3.0 3102 
FE Wem A 208434 
139 psychoneurotics 13 years - pepe 
19 years 31.0439 48.94: 
<i. a | — |524 
115 manic depressives | 13 years — 19637. 
19 years 27.0241 3393-^. 
7 years Em uA MATT 
90 psychopathic 13 years — me 
personalities 19 years 111543 oat 
| | tt 
ui 113254 


77 “other psychoses” 13 years i 1 
| 19 years 234248 I” D d 
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the difference divided by its standard error 
(and which may reach 2 on a chance basis 
about once in 20 times, or may reach 3 on 
a chance basis about once in 370 trials). 
Now the variance of the sum or difference 
of two independent random variables is 
equal to the sum of their variances(22), 
Hence, the standard error of the difference 
between two percentages may be obtained 
from the formula /e,?-re?, where e; 
and e, are the standard errors of each of 
the two percentages (as given in Tables 1 
and 2). 

The samples shown in Table 1, indicate 
some decrease in death rate over a period 
of time. It should perhaps be mentioned 
that, in order to be comparable with figures 
obtained by actuarial computation (such 
às those given for persons born in the years 
1920 and 1930), the mean age of the sample 
should be subtracted from the year in 
Which it was recorded. 

Examination of Table 2 will show that 
various selective factors, small samples, and 
lack of standardization in the recording of 
data render relatively few comparisons 
justifiable, either with each other or with 
the data recorded in Table 1. However, it 
does appear that Barry's psychotic patients 

1,2) show a rate o£ parental deprivation 
by death by the age of 12 that is about 50% 
igher than expected for Americans born 
pound 1920. Ingham’s psychoneurotic col- 
ege students(13) show no significant ex- 
cess of parental deaths by the age of 22 
years, but do show a significant excess of 
eprivation from other causes. Norton’s 500 
Psychiatric patients (23) (predominantly 
Byychoneurotic) show a relative excess of 
yeirivatlon by death up to the age of 10 
33) sh Wahl’s schizophrenic patients(31, 
b k Ow comparatively lower rates of dep- 
ae by death (by the age of 15 years) 
m OM (although their mean age is 
ae ertain, and other possible selective 
: rs have been already noted), whereas 
€ rate of deprivation from other causes is 
unduly high. 
ao recorded by Oltman et al.(24) show 
in nduly high rate of deprivation by death 
Ongst the control group (mental hospital 


e , 

abloyees), and a relatively low rate of 
Privation from other causes, which may 
oth be 


related to age (see below) or pos- 


sibly ethnic origin. Their schizophrenic - 


group shows a surprisingly low rate of de- 
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privation by death compared with other | 


schizophrenic samples, but, with certain 
reservations, it is felt that the data pre- 
sented by the latter authors(24) merit 
further analysis, which will now be under- 
taken. 

2. Frequency of parental deprivation in 
six groups of psychiatric patients, as com- 
pared with controls (from data recorded by 
Oltman et al., 1952) : It has been questioned 
whether a control group of mental hospital 
employees can be considered representative 
of the general population(31), the impli- 
cation being that they are a less favoured 
group than the average, possibly on 
grounds of emotional stability or socio- 
cultural factors. However, it seems to me 
that in the present instance the doubtful 
mean age of the employee group is a more 
definite objection, since the patients were 
all under the age of 50 and the control 
group contained 10% over this age (who 
were therefore born in a period of higher 
parental death rates, but lower rates of 
parental separation). It would appear quite 
likely, then, that the mean age of the con- 
trol group used in this study was appreci- 
ably older than that of some of the patient 
groups, and this may influence the validity 


of some of the comparisons to be made. — 


It may be added that the control group 
data were collected by anonymous ques- 
tionnaire, thus introducing another possi- 
bility of selection. A further selective factor, 
of unknown magnitude, is that no indica- 
tion was given as to what proportion of 
patients’ records were rejected because of 
inadequate information in the files. 
Nevertheless, it is felt that, in spite of 
these deficiencies, the data warrant further 
examination because (a) this appears to be 
the only study to date giving comparative 


data on deprivation in several different psy- 


chiatric diagnoses, (b) the statistical analy- 
sis in the original article was limited to a 
few questionable overall comparisons by 
means of chi-square, and permits of con- 
siderable extension. Now the quantity chi- 
square is a useful single measure of the 
aggregate of a set of deviations from ex- 
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pectation(7), but in no instance did the . 


original authors calculate expected values 
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t E k 
for the patient ps on the basis of the ard error of this difference. In this 
values raa e the control group. stance, the standard error of the dif. 
This procedure is demonstrated with re- ference was derived from the formula 

t spect to the overall frequency of depriva- y{(pıXxqı)/n 1ı+(P2Xq2)/n s, where 4 

tion (for all types of deprivation by the and q, were the percentages in one sample 

4 age of 19 years) in Table 3, from which it which were and were not deprived, and 

_ should be evident how the relative fre- p, and qs were the corresponding perce 

- quencies given in the last column are de- ages in the second sample, while n; and 

_ rived. Figures similar to those in the last were the numbers of observations in the 

column of Table 3 have been calculated two samples. 
according to the age at which deprivation When Table 3 is examined, the diagno 

- occurred (Table 4), the type of deprivation psychoneurosis and psychopathie perse 

. (Table 5), and the parent lost (Table 6). ality show a relative excess of parent 

The statistical significance of each of the deprivation (from all causes by the age of 

- deviations from expectancy recorded in 19) amounting to about 50%. Table 4 shows 

_ these 4 Tables was determined by means that the excess of observed over ex 

- of the £ value, calculated from the differ- deprivation for these two diagnoses is most 

ence between the observed and expected marked in the age groug 0-6 years. For ti 

"percentages deprived, divided by the stand- age group, the aggrega'e of all deviations 


TABLE 3. 


RELATIVE OVERALL FREQUENCY OF PARENTAL DEPRIVATION BY AGE 19 YEARS. 
(From DATA RECORDED BY OLTMAN et al., 1952). 


Observed 
number 
deprived 


Diagnosis and 
number of cases 


Expected 
number 
deprived (a) 


. Dementia praecox (n=600) 193 
_ Alcoholic states (n—200) 644 


.. Psychoneuroses (n—139) 44.7 
- Manic-depressive psychoses (n—115) 37.0 
Psychopathic personality (n—90) 29.0 
.. Other psychoses (n—77) 248 


- (a) Based on percentage of control group deprived, in this instance 32.2% (i.e, 74 out ML 
mental hospital employees). 

* probably significant (0.01<P<0.05) 

T significant (0.001<P<0.01) 


TABLE 4. 


RELATIVE FREQUENCY OF PARENTAL DEPRIVATION, BY AGE OF PATIENT AT TIME OF Loss. 
(From Data RECORDED BY OLTMAN eż al, 1952). 


Observed number minus expected number, 
Diagnosis as percentage of expected. 


. Dementia praecox + 38 
Alcoholic states eg 


4, 
«i 


... Psychoneuroses 4 75* 
Manic-depressive psychoses + 33 
Psychopathic personality +108* 
Other psychoses 4:83 


* probably significant (0.01 P«0.05) AS 
t for the age group 0-6 years, the aggregate of the deviations from.expectancy (for all eee 
combined) is extremely significant (chi-square=34.5, with 5 degrees of freedom, and E. 
p<0.001). Major contributions to this value for chi-square were made by dementia prc 
psychoneuroses and psychopathic personality. 
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from expectancy is extremely significant 
(p<0.001), major contributions to chi- 
square being made by the two diagnoses 
already mentioned and also dementia prae- 
cox. Table 5 shows that (by the age of 19 
years) these same three diagnoses exceeded 
their expected frequencies for deprivation 
by divorce, separation or desertion, while 
dementia praecox and manic-depressive 
psychoses exceeded their expected fre- 
quencies for deprivation by psychosis. 
Table 6 shows that (by the age of 19 
years) there is only one significant relative 
excess of parental deprivation by parent 
lost—namely that for loss of father amongst 
psychoneurotic patients. However, the fig- 
ure for the loss of both parents in psycho- 
pathic personality is suggestive, and other 
significant findings might well be revealed 
in larger samples of cases divided into age 


groups at which each was lost) ; as 
done in certain other studies(3, 23). 
DISCUSSION 


In a monograph published under the 
auspices of the World Health Organization, 
Bowlby(5) reviewed numerous articles re- 
lating parental deprivation during child 
hood to subsequent maladjustment. He 
vided the evidence quite appropriately 
3 main classes—1. Direct studies of the im- 
mediate effects of deprivation on children 
in institutions, hospitals and foster homes, 
2. Retrospective studies of the histories of 
adolescents or adults showing established 
signs of abnormality, 3. Follow-up studies 
of children who suffered deprivation 


TABLE 5. e 


RELATIVE FREQUENCY OF PARENTAL DEPRIVATION (BY AGE 19 Years), BY TYPE OF DEPRIVATION. 
(From Data RECORDED BY OLTMAN ¢ al., 1952). 


Observed number minus expected number 


Diagnosis 


Dementia praecox 

Alcoholic states 

Psychoneuroses 
ic-depressive psychoses 

Psychopathic personality 

Other psychoses 


* probably significant (0.01<P<0.05) 


Psychoses 0. 


TABLE 6. 


RELATIVE FREQUENCY OF PARENTAL DEPRIVATION (sy AGE 19 YEARS), BY PARENT Lost. 


(From DATA RECORDED BY OLTMAN et al, 1952). 
Observed number minus expected number, 
as percentage of expected. 


Dinenpet | Both parents 
Dementia praecox i 
Alcoholic states 
Sychoneuroses - 
p. hicdepressive psychoses | Burcau Edni,^*w. tegorrch 
Sychopathic personality | RAVIT Have UAR Lond tag 
ther psychoses 1 ot adque H iz 
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* significant (0901 P«0.01) 
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retardation or maladjustment during child- 
hood. Evidence relating adult personality 
and mental disorder to childhood experi- 
ences depends on the other two types of 
study, and hitherto by far the majority of 
these have been restrospective. 

'The results of one such excellent retro- 
spective study (which was not included 
in the evidence reviewed by Bowlby) were 
presented in 1950 by Glueck and Glueck 
(9), and involved extensive comparisons 
between 500 pairs of persistent juvenile 
boys 
matched by age, intelligence, national ori- 
gin, and residence in underprivileged 
neighbourhoods, Among detailed observa- 
tions on the boys and their backgrounds, 
are recorded the following interesting data 
concerning parental deprivation. Sixty per- 


cent of the delinquents, as compared with 


34% of the nondelinquents, came from 


- homes that had been broken by separation, 
divorce, death or prolonged absence of a 


parent, by the time of the boy’s inclusion in 


= the research project (at a mean age of 
. approximately 14% years). The first breach 
. in family life had occurred before the age 


of 5 in 170 delinquents as compared with 
80 nondelinquents. Statistically significant- 


ly (p«0.01) greater numbers of delin- 


quents than nondelinquents had been de- 


i prived of one or both parents for each of 5 


categories of  deprivation-1. Sporadic 
separation of parents, 2. Permanent separ- 
ation or divorce, 3. Death, 4. Absence 
from the home for at least a year on ac- 
count of criminalism or illness, and 5. Aban- 
donment at birth. 

The preceding study, and much of the 
evidence reviewed by Bowlby(5), indicate 
a significant association between early pa- 
rental deprivation (both from death and 
other causes) and subsequent antisocial be- 
haviour or psychopathic personality. Cer- 
tain of Bowlby's other conclusions, how- 
ever, appear to lack scientific validity, and 
the title of his monograph (“Maternal Care 
and Mental Health”) itself contains ques- 
tionable implications. Three types of error 
in deduction appear to be involved—1. 
Generalization from antisocial behaviour or 
psychopathic personality to psychoneuroses 
and functional psychoses, 2. Specification 
of maternal deprivation rather than pa- 
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rental deprivation, 3. The assumption that 
the observed association necessarily implies 
direct causation. 

Nevertheless, data tabulated in the pre- 
sent article do suggest that, in addition to 
psychopathic personality, there may well 
be increased frequencies of parental depri- 
vation during childhood in psychoneuroses 
(13, 23, 24), and even certain psychoses 
(1-3, 24, 31, 33). However, information 
relating specific diagnoses to type of dep- 
rivation, the age by which deprived, and 
the parent lost, is for the most part lacking. 

Type of deprivation. Data recorded to 
date indicate increased frequencies of pa- 
rental death in Barry's undifferentiated 
young psychotics (presumably largely 
schizophrenic), and in Norton’s series of 
psychiatric patients (predominantly neu- 
rotic). Increased rates of parental separa- 
tion and divorce are noted in schizophrenic 
groups recorded by Oltman et al.(24) and 
Wahl (31, 33), and in psychoneurotic 
groups recorded by Ingham(13) and Olt- 
man et al.(24). Raised frequencies of dep- 
rivation due to psychosis in parents of 
schizophrenics and manic-depressives were 
also recorded by Oltman et al.(24). 

Age at which deprivation occurred. Com- 
parisons between frequencies of deprive 
tion, by the age at which it occurred, were 
only undertaken in three of the articles re 
viewed here, and the data contained in : 
these articles indicate higher frequencies 
of deprivation in early childhood than later 
on. Barry's psychotic patients(3) ur 
some increase in maternal deaths by ) 
age of 8 years, and Norton's patients( i 
an increased frequency of paternal NS 
up to the age of 10. The data recorde si 
Oltman et al.(24) showed rela 
creases in the frequency of parental dep; 
rivation from all causes by the age y 
years (for the diagnoses dementia pus 
psychoneurosis and psychopathic pers 
ality). , 

Parent lost. It has been noted that p? 


ula- 
ternal death rates in the general pop : 
ernal rates 
sertion, 
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series of psychotic patients, Barry(2, 3) 
found an increased frequency of maternal 
loss by death (by the age of 8 years). Nor- 
ton, on the other hand, found an increased 
frequency of paternal loss by death (by 
the age of 10 years) in his predominantly 
neurotic group. The data recorded by Olt- 
man et al. also show an increased frequency 
of paternal deprivation from all causes (by 
the age of 19 years) among the neurotic 
group. 

It is evident that considerable further 
investigation will be necessary to establish 
possible consistent patterns of parental 
deprivation (by type of deprivation, age 
at deprivation and parent lost) in each of 
the common categories of psychiatric dis- 
order. Such patterns of parental depriva- 
tion may not of themselves indicate exact 
modes of causation, but, taken in conjunc- 
tion with other objective data, may well 
increase our present knowledge of aeti- 
ology. It would, for example, be interesting 
to examine patterns of parental deprivation 
in relation to such factors as parental ages, 
birth order and ordinal position(10), eco- 
nomic status before and after deprivation, 
and the frequency of remarriage in parents 
who have been widowed or divorced. Only 
by exploring thoroughly the significance of 
Observed associations can we establish or 
refute hypotheses concerning the relative 
importance of various determinants of 
mental and behavioural aberrations. 


SuMMARY 


Knowledge of the frequency of parental 
deprivation during childhood has hitherto 
been seriously handicapped by 1. Com- 
Parisons between unlike samples, 2. Un- 
representative samples due to selection, 
3. Chance errors in sampling, 4. Fallacies 
in deduction. 

These factors have been discussed, and 
à number of tables presented which contain 

ata from previous studies on the fre- 
quency of parental deprivation in the 
Childhood of apparently normal persons 
and Of various groups of psychiatric pa- 
tients, 

Considerable evidence has accumulated 
sk reviewed in detail here) that indicates 
2 unusually high frequency of both pa- 
ental death and separation (for various 


reasons) during the childhood of indi- 
viduals who subsequently manifest de- 
linquent, antisocial or psychopathic be- 
haviour. 

The evidence has hitherto been incon- 
clusive 1. That an increased frequency of 
parental deprivation is also associated with 
other forms of mental disorder, 2. That — 
loss of the mother is necessarily more | 
significant than loss of the father, 3. That | 
the observed association indicates a direct | 
causal relationship between parental dep- — 
rivation and antisocial behaviour or other | 
abnormalities. 

Nevertheless, certain studies point to an 
increased frequency of parental depriva- — 
tion during childhood (both by death and - 
separation) in psychoneuroses and schizo- - 
phrenia (and also by parental psychosis in — 
the two major functional psychoses). 

The few statistical studies that examine 
age at deprivation suggest that, in these 
disorders, the increased frequency of pa- 
rental deprivation occurs during the early 
years of childhood (up to the ages 7 to 10 
years). 

While an increased frequency of ma- 
ternal deprivation was found in a large - 
series of young psychotic patients, a rela- - 
tive excess of paternal deprivation was ob- A 
served in two series of psychiatric patients ¥ 
(one series neurotic, and the other pre- - 
dominantly so). 

It is concluded that further investigation — 
will be necessary to establish consistent — 
patterns of parental deprivation (by type . 
of deprivation, age at loss, and parent | 
lost), and that such patterns per se may not — 
indicate exact modes of causation, but may 
well be of considerable aetiological signif- - 
icance when taken in conjunction with 
other objective factual data. 
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TERMINATION OF CHLORPROMAZINE WITH 
SCHIZOPHRENIC PATIENTS * 


W. W. GOOD, M.D.? MAC STERLING, PH.D. AND 


WAYNE H. HOLTZMAN, PH.D.* 


One of the pressing problems concerning 
the use of chlorpromazine in the treatment 
of psychoses is the effect upon the patient 
of discontinuing the drug. Are there any 
appreciable changes in behavior which can 
be attributed to cessation of treatment with 
chlorpromazine per se ? If so, what is the 
nature of the changes and how rapidly do 
they occur ? When such patients are again 
placed under chlorpromazine treatment, 
what is the nature of their recovery ? Do 
patients who have been on a clinical dosage 
for only one month show quicker renewal 
of psychotic symptoms when chlorproma- 
zine is withdrawn than those who have 
been undergoing treatment for a long time, 
Say one year or longer ? 
` Clinical observations have led Kinross- 
Wright tentatively to the conclusion that 
paranoid schizophrenics in particular will 
relapse—sometimes within 48 hours, some- 
times not for 2 or 3 months—when chlor- 
Promazine treatment is discontinued(2). 
Winkleman states from his experience that 
length of initial treatment period is a de- 
ciding factor in determining how quickly 
à patient will regress when taken off chlor- 
Promazine. “If the drug is stopped after 
only weeks, not enough dynamic factors 
have changed and not enough successful 
lving has taken place and the patient re- 
turns to his original status. If chlorproma- 
zine is given over a long, long period of 
time in adequate dosage, the personality 
can undergo psychologic changes merely 
on the basis of successful living”(5). 

Such opinions based upon clinical im- 
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pressions are suggestive but must be sub- 


trolled experimental studies before they are 


stantiated or refuted by carefully con- 


likely to lead to better understanding of the 


treatment process. One such experiment | 


was undertaken at the Waco VA Hospital - 


m the early part of 1956 and is reported - 
ere. 

Since the fall of 1954 chlorpromazine has 
been used extensively for the treatment of _ 


chronic schizophrenic patients at the Waco — 


VA Hospital. At the time the experiment 
began, some men had been on continuous 


maintenance doses of chlorpromazine for | 


16 months, a sufficiently long time for the 


action of the drug to have stabilized; - 


others had only recently been started on 


chlorpromazine, while most of the chronic — 
schizophrenics receiving treatment were — 


distributed rather well in between. 


METHOD 

From two main buildings, 112 chronic 
schizophrenic patients ranging in age from 
22 to 50 years were selected for intensive — 


study. Present hospitalization ranged from | 


2 months to several years. All had shown | 


some improvement during treatment but - 
were relatively well stabilized short of re- — 


mission. Chlorpromazine dosage was estab- 


"uper ay 


b 
7 


lished clinically and ranged from 200 to - 


800 mg. per day; for 86% of the patients 


the optimum dosage was 400 mg. Since it — 


was unlikely that many of these men would 
recover sufficiently to be discharged from : 
the hospital within 6 months, they repre- 
sented an excellent sample for experimental , 
withdrawal of chlorpromazine. 

The sample of 112 patients was stratified 
into 7 blocks of 16 individuals according to 
length of time (34 to 514 days) on chlor- 
promazine at the onset of the experiment. 


Each block was then divided randomly - 


into 4 groups, taking care to balance across 
groups the number of patients in each of 
the two buildings so that variation in treat- 
ment, personnel and environmental differ- 
ences would be held to a minimum. Each 
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of the 4 groups constituted an experi- 
- mental group for which a specific kind of 
treatment pattern could be used during the 
6 months of the experiment. The resulting 
- design could be thought of as a seven-by- 
- four factorial (randomized-block) design 
- with 4 within-cell replications to provide 
estimates of error variance—7 different 
- levels of previous treatment and 4 experi- 
. mental groups. 
_ The 6-month period of the experiment 
- was divided into two phases according to 
— kind of treatment, Phase I and Phase II, 
each of 3 months' duration. Specially pre- 
pared placebo tablets 5 were given to one 
half of the patients (Groups PP and PT) 
and Thorazine tablets were given to the 


- Thorazine (Group PT) while the remain- 
. der continued to get placebo (Group PP). 
Similarly, one-half of those getting Thora- 
zine were placed on placebo (Group TP) 
Eu the rest continued with Thorazine 
(Group TT) during the second 3-month 
d period. 
_ After selection and assignment of patients 
to experimental blocks, final assignment 
_ of treatment pattern to each of the 4 groups 
— was randomly made by the Director of 
_ Professional Services. An individual bottle 
- of medicine was prepared for each patient, 
. making it impossible for anyone but the 
. pharmacist to ascertain whether a given 
_ patient was receiving Thorazine or placebo. 
. Bottles were refilled for every patient at 
. the mid-point in the experiment when 
_ treatment was reversed for half the subjects. 
— Two kinds of measures were employed 
. to evaluate changes in behavior and 
_ thought processes, ratings of behavior by 
. ward personnel and scores on group-admin- 
_ istered psychological tests. 

The Multi-dimensional Scale for Rating 
Psychiatric Patients (MSRPP) developed 


5 The authors wish to thank Smith, Kline & French 
Laboratories, Philadelphia, Pa., for generously pro- 
viding placebo tablets which were identical in appear- 
ance to Thorazine tablets. 

* The authors are grateful to Dr. Walter Ford, 
Director of Professional Services, Waco VA Hospital, 
for his encouragement and assistance in undertaking 
this research 
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by Lorr(3) was used to assess the ward 
behavior of each patient. Containing 40 
items to be rated following a psychiatric 
interview and 22 items based upon actual 
ward behavior as judged by nursing per- 
sonnel, the MSRPP is particularly appro- 
priate for use where repeated quantitative 
measures of general morbidity are desired. 
In addition, items can be grouped accord- 
ing to syndromes for more detailed analy- 
sis. For training purposes, the MSRPP was 
used several times by all key ward person- 
nel prior to the onset of the experiment. 

Ratings on the 22-item ward observation 
subscale were made independently by the 
appropriate nurse and aide immediately 
before the experiment and every three 
weeks thereafter. On the basis of a personal 
interview as well as daily observations, the 
ward psychiatrist filled out the complete 
MSRPP for every patient at the beginning, 
midpoint, and end of the 6-month period. 
Consequently, ratings of behavior were 
obtained at 9 equal-interval points in time 
from the beginning to the end of the ex 
periment, making possible an analysis of 
trends throughout the course of both Phase 
I and Phase II. 

To increase the reliability of measures 
based on the ward observations, ratings 
made by the nurse and the aide on a given 
item were pooled. For example, a rating bs 
a given trait of 1 by the nurse and 3 by 
the aide would yield a mean rating 0 " 
An index of behavioral pathology Was 0 
tained by squaring the difference between 
the mean rating and optimal rating (norm 
or “ideal” value from the MSRPP manu 
for each item, and summing these sq. 
differences across a whole set of item 
Such an index based upon the 22 dem 
the ward observation subscale will be 
ferred to as the Ward Morbidity Score. 
similar measure derived ie ern j 
the ward psychiatrist on the 49-1 À 
view jarahat will be called the invert 
Morbidity Score. When all 62 iter 
used to compute the index, it wil sf 
ferred to as the Total Morbidity Sco A 

The second kind of measure emp". 
to study change consisted of scores i 
chological tests of mental ability m 

"cs large BY 
ceptual functioning. Because à ed 
ber of individuals had to be test 


1958] 


W. W. GOOD, MAC STERLING, AND WAYNE HOLTZMAN 


a short period and only a very limited 
number of psychologists were available to 
administer the tests, it was necessary to 
restrict testing to devices which could be 
given simultaneously to small groups of 10 
or 12 patients. The heterogeneity of the pa- 
tients with respect to level of mental func- 
tioning and cooperation further limited the 
kind of test which could be employed suc- 
cessfully. And finally, the tests used had to 
be of such a nature that repeated admin- 
istration with 3-month intervals would not 
seriously alter the interpretation of test 
scores. 

Three tests were given at the beginning, 
mid-point, and end of the experiment, the 
Army Beta, a nonverbal intelligence test ; 
the Bender Gestalt, a test of perceptual- 
motor functioning in the drawing of geo- 
metric designs; and the Draw-A-Person 
Test. The Bender Gestalt drawings were 
scored by the Pascal-Suttell method(4) 
with some minor modifications." According 
to this system, the higher the score the 
more deviant and pathological the perform- 
ance. The Draw-A-Person Test was scored 
for intellectual level according to Goode- 
nough(1). 


RESULTS 


Thorough statistical analyses were made 
of both the behavior ratings and the psy- 
chological tests to determine the extent to 
which observed trends and group differ- 
ences were sufficiently significant to reject 
the null hypothesis.’ Since all major vari- 
ables were reasonably normal in distribu- 
tion, analysis of variance and analysis of 
Covariance procedures were generally em- 
Ployed. For one patient, some scores were 


—— 

T = following modifications were adopted in 
Bene we the Pascal-Suttell method of scoring the 
an yi Gestalt drawings : (a) Rotations were scored 
is Y 4 instead of 8 points (because it was impossible 
^ Tecord all rotations when administering the test 
ut Broup of patients) ; (b) where there was one 
hag Sa a the mean score for the other designs 
pate stituted. (c) Where 4 or more designs were 
aS rn aa design was given the maximum score 
TTA a esign, (d) On rare occasions all designs 
than seed and E arbitrary score 5 points higher 
individual. er obtained score was assigned the 
w The authors wish to thank Mrs. Doris Neumann 

assistance in statistical computations. 


missing, and best linear estimates were 
substituted in the analysis with an appro- 
priate reduction in the degrees of freedom. 
In the analysis of trends involving the 
Ward Morbidity score during Phase I, 
Groups PP and PT were combined, as were - 
Groups TP and TT, yielding placebo (P) 
and Thorazine (T) groups of 56 cases each. | 
During Phase II and in analyses involving | 
data from both phases, all 4 groups were 
kept separate, of course. D 
Results of the analysis of variance for 
Ward Morbidity during the first 3-month 
phase are summarized in Table 1. Of criti- : 
cal importance is the source of variation | 
due to interaction between the 2 experi- 
mental groups and the 5 repeated meas- 
ures (trials) obtained at 3-week intervals. — 
Any statistically reliable differences be- - 
tween ratings of patients getting Thorazine — 
and those receiving placebo during Phase - 
I would result in a significant interaction - 
between group and trial. Quite clearly, 
there is no such interaction, and it must be 
concluded that whatever changes in ward 
behavior are noted for Thorazine patients - 
are also noted for patients receiving 
placebo, ^ 
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TABLE 1 


ANALYSIS OF VARIANCE FOR WARD MORBIDITY 
Durinc First THREE Monts 


(Phase I) 3 

Source of Variation dfc sk i 
Between Ss. : E 
Treatment (T vs. P) 1 94 021 1 
Level (blocks I to VII) 6 267 059 i 
Treatment by Level 6 457 106  . 
*Residual (error) 97 454 Pe 
Within Ss. : x 
Trial 4 181 57659 
Trial by Treatment 4 9 029 - 
Trial by Level 294 41 LS 
Trial by Treatment by . 
Level 24 2 006 
Residual (error) 388 31 [ 


*Degrees of freedom reduced to adjust for missing — 
scores on one patient. 
**Significant beyond the .01 level. 1 


Of equal interest is the lack of any source — 
of variation which can be attributed to | 
duration of previous Thorazine treatment. | 
Patients who had been on Thorazine con- | 
tinuously for over a year at the time the 
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experiment began were markedly similar in 
ard Morbidity scores during Phase I to 
patients who had been on Thorazine for 
only a short period. 
. The only source of variation which 
.. proved statistically significant in the analy- 
_ sis of Ward Morbidity during Phase I was 
— trial Both groups of patients were per- 
. ceived by nursing personnel as more de- 
. viant from normality at the end of the 3 
months than at the beginning of the ex- 
-. periment. Such an apparent “worsening” of 
the patients as a whole should not be taken 
seriously, however, since it is the product 
of real change in the patient and change 
. in the raters themselves. It is quite likely 
_ that the nursing personnel grew more sen- 
ve to subtle deviations from normality 
s they became more familiar with the 
MSRPP through its repeated use, thus 
ding higher morbidity scores without 
ctual increase in the severity of psycho- 
pathology. 
Some question might arise as to whether 
these negative results for Phase I could be 
ue to unreliable ratings by the ward per- 
onnel Since ratings were made inde- 
pendently by nurse and aide, inter-judge 
igreement can be determined. Reliability 
estimates for the pooled Ward Morbidity 
“scores on Trials 1, 5, and 9 were .63, .73, 
and .81, sufficiently high to suggest that the 
egative findings for Phase I are valid. Also 
eating on this point is the high intraclass 
orrelation (.73) among trials during the 
first 3 months, indicating fairly consistent 
ratings of behavior through time. 
_ Inspection of the data for Phase II, the 
second 3 months of the experiment, re- 
vealed a markedly similar trend for all 
groups except PP, the one which remained 
on placebo throughout the entire 6 months. 
- The mean trend through time on Ward 
. Morbidity for each group is presented in 
— Figure 1. 
- . Two closely related analyses were under- 
taken to determine the trend observed in 
. Figure 1, an analysis of variance using 
scores for all 5 trials in Phase II, and an 
analysis of covariance where group dif- 
ferences on trial 9 have been adjusted for 
regression upon trial 5. In both cases, only 
the data for Groups PP and PT, the ones 
which received a placebo in Phase I, were 
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employed since inspection of Figure ] - 
clearly indicated no differences among any 
groups except Group PP versus all others, 
Group PT is the logical choice of a control 
group for evaluating the deviant trend in 
Group PP. 

The logical structure for breakdown of 
the variance across all 5 trials is identical 
to that used for Phase I which is outlined 
in Table 1. An F of 3.26 (4 and 164 degrees 
of freedom) was obtained for the Trial by 
Treatment interaction, a value significant 
beyond the .05 level. From this it can be | 
concluded that the mean trends through 
time for Groups PP and PT are significantly 
different. No other source of variation 
proved statistically significant. 

Similar results were obtained from the | 
analysis of covariance using data from ' 
Trials 5 and 9. The mean difference be- 
tween Groups PP and PT on Trial 9, after 
adjustment for initial differences on Trial — 
5, proved statistically significant beyond 
the .05 level (F=5.33, with 1 and 51 de- 

ees of freedom). Eo 
iiis these analyses of Ward Morbidity — 
scores it can be concluded that removal of 
Thorazine for a period up to 3 months Da 
duration produces no noticeable, statistica" 
ly reliable effects upon ward behavior. | 
However, the absence of Thorazine for 
more than 3 months causes some patients 
deteriorate markedly in ward es 
'This general deterioration of belg 
sufficiently general to produce considera 
departure of Group PP from the oma à 
groups by the end of the 6-month pero 


GROUP 
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In addition to the ratings of behavior by 
ward personnel the MSRPP provides for 
ratings of psychopathology based upon a 
thorough psychiatric interview. The Inter- 
view Morbidity score was obtained for each 
patient at the beginning and end of each 
phase rather than every 3 weeks. Results 
of the analysis of variance are presented in 
Table 2. 


TABLE 2 
Anatysis OF VARIANCE FOR INTERVIEW Mon- 
BIDITY AT THE BEGINNING, MIDDLE AND 
Enp or THE Sıx MontTss 


Source of Variation df. s? F 
Between Ss. : 
Treatment 3 2783 1.24 
Level 6 2151 .96 
Treatment by Level 18 1217 .54 
*Residual (error) 83 2243 
Within Ss. : 
Trial 2 640 2.40 
Trial by Treatment 6 1032 3.87°° 
Trial by Level 12 304 1.14 
Trial by Treatment by 
Level 36 341 1.28 
*Residual (error) 162 267 


*Degrees of freedom reduced to adjust for missing 
Scores on severa] patients. 
**Significant beyond the .01 level. 


The only source of variation which 
Proved statistically significant is trial by 
treatment interaction. Inspection of the 
mean trends revealed that this significant 
variance is due entirely to the marked in- 
aa in psychopathology for Group PP in 

nase IL a finding completely consistent 
with results obtained for the Ward Mor- 

idity ratings by the nurse and aide. 
E Scores on the Army Beta, the Bender 
stalt, and the Draw-A-Person Test were 
also available for each patient at the be- 
ginning, middle, and end of the experiment. 
dw Set of test scores was analysed in the 
rs E manner as the Interview Morbidity 

Ore, using analysis of variance procedures. 

tough group trends were in the same 
ron as those obtained from the rating 
Mid the differences obtained were not 
tic uni pronounced to prove statis- 
d significant for any source of variation 

Volving kind of treatment. 

"hd oe these results, it must be 
Fin m ered that psychological testing was 
erely limited, The 3 tests as scored re- 
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flect mental ability and perceptual func- 
tioning rather than personality factors per 
se. The lack of significant group differ- - 
ences leads to the conclusion that intel- 
lectual functioning is not appreciably im- 
paired by removal of Thorazine for periods — 
up to 6 months in duration. E 
Of incidental interest are the intercor- - 
relations among the 3 psychological tests, - 
the Ward Morbidity Score based on ratings — 
by nurse and aide, and the Interview Mor- - 
bidity Score derived from the psychiatric — 
interview. Although correlations were com- — 
puted at several points in the experiment, ' 
they are reported in Table 3 only for scores 
obtained at the end of the 6-month period 
(Trial 9) since there is little difference 
through time in the nature of the intercor- 
relations. " 
TABLE 3 bt 
INTERCORRELATIONS AMONG MAJOR VARIABLES — 
FOR Scores OBTAINED AT THE END OF 
Puase m (N-112 cases) 
Variable Variable Number 
No. Description 2 3,4 5 
1 Ward Morbidity Score .64 -.44 .37 -.36 b 
2 Interview Morbidity ; 
Score 
3 Army Beta Test 
4 Bender Gestalt Test 
5 Draw-A-Person Test E 
Keeping in mind that high scores on the — 
Army Beta and the Draw-A-Person Test — 
indicate good performance while high - 
scores on the other 3 variables signify poor _ 
performance, it is apparent that a general - 
morbidity factor is present in all 5 vari- - 
ables. Two other factors are needed to ac- 
count for the pattern of intercorrelations : . 
(a) a behavioral morbidity factor in the 
rating scores, and (b) a factor reflecting 
mental ability in the three psychological 
tests. i 


a 


DISCUSSION 


It is apparent from the results of this 
study that withdrawal of chlorpromazine 
does adversely affect certain individuals | 
regardless of the duration of previous treat. 
ment, although such deterioration is not 
noticeable until after several months with- 
out chlorpromazine. To shed further light — 
on the specific changes in behavior accom- - 
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panying extended withdrawal of treatment, 
changes in ratings on individual items of 
the MSRPP during Phase II were ex- 
amined. A comparison of the amount of 
shift in ratings between groups PP and PT 
from trial 5 to trial 9 yielded 6 items(22, 
24, 32, 33, 37, and 54) which discriminated 
significantly between the two groups. 
Individuals who were kept on placebo 
_ for the entire 6-month period (group PP) 
.. tended to show an increase in the number 
- and severity of hallucinations and delu- 
. sions, while those placed back on chlorpro- 
. mazine (group PT) improved in this re- 
. gard. Similarly, some men who were kept 
= on placebo showed a loss of geographical 
. orientation and incoherence of speech, 
. while those in group PT improved. And 
_ finally, resumption of chlorpromazine treat- 
. ment significantly reduced the frequency 
-. of compulsive acts and rituals. None of the 
. remaining items in the MSRPP revealed 
. any differences between the two groups, 
¥ indicating that deterioration from extended 
; withdrawal of chlorpromazine consists in 
_ particular of a blossoming forth of past de- 
= lusions, hallucinations, ritualistic acts, and 
confusion, if such deterioration takes place 
- at all. 
i Summary 
| The primary purpose of this study was 
to determine the effect upon behavior of 
withdrawing chlorpromazine treatment 
after it had been established as the pre- 
ferred treatment routine. 
Four groups of patients, each containing 
28 chronic schizophrenics matched for 
_ length of treatment on clinical dosage of 
chlorpromazine, were studied intensively 
for 6 months. During the first 3 months, 
groups PP and PT were given placebo 
tablets while groups TP and TT were con- 
tinued on chlorpromazine. Groups PP and 
TP were given placebo during the second 
3-month period, while the other two groups 
received chlorpromazine, Behavior ratings 
by nursing personnel were gathered on 
each of the 112 patients every 3 weeks, 
using the MSRPP. Independent ratings 


were made by the ward psychiatrist every 
3 months. Measures of mental functioning 
were also obtained at the beginning, mid- 
dle, and end of the experiment by a psy- 
chologist using the Army Beta, the Bender- 
Gestalt, and the Draw-A-Person tests. 


CONCLUSIONS 


l. Chlorpromazine can be withdrawn 
from chronic schizophrenic patients for at 
least 10-12 weeks without any noticeable 
regression in behavior or intellectual func- 
tioning. | 

2. Withdrawal of chlorpromazine for 
periods of 3 months or longer results in 
marked regression in some schizophrenics - 
Typically such regression is characterized 
by the return of hallucinations, delusions, 
incoherence, and confusion which consti- 
tuted the patient's symptomatology prior 
to successful treatment with chlorproma 
zine. 

3. There is no relationship between dur- 
ation of previous chlorpromazine treatment 
and tendency to regress when chlorprome — 
zine is withdrawn. i 3 

4. Resumption of chlorpromazine after 
months without it produces the same 
as continuous treatment, sugges taka 
periodic short-term withdrawal of chlor 
promazine is a feasible treatment program | 
for chronic schizophrenics. 


at 
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SPECIFIC BEHAVIORAL CHANGES 
CHLORPROMAZINE IN CHRONIC SCHIZOPHRENIA 


PRODUCED BY 


C. SCOTT MOSS, PH.D., RUTH E. JENSEN, R.N., WILLIAM MORROW, PH.D., 
AND HAROLD G. FREUND, M.D.1 


A rapidly growing literature on pharma- 
cological treatment of mental disorders 
continues to indicate a principally subjec- 
tive clinical evaluation of gross behaviorial 
changes in poorly defined groups with few 
if any controls. The aim of this study was 
to evaluate by objective measures early 
specific behavioral changes produced by 
Suede in a well-defined popula- 

on, 

Fifteen white male patients were selected 
according to these criteria: chronicity of 
schizophrenic psychosis, ability to partici- 
pate on a battery of psychological tests sel- 
ected to measure a wide range of functions, 
and no previous tranquilizing medication 
nor evidence of cerebral organic involve- 
ment. All patients were placed on a small 
ward and allowed to stabilize on a mod- 
erate level activity program on which they 
continued throughout the duration of the 
study. A double-blind technique was used 
in which neither the ward personnel nor 
the patients knew whether placebo or 
Medication was being administered. 

The head ward nurse and charge aide, 
Selected on the basis of their psychiatric 
competency, evaluated the patients on the 
ward observation section of the Multidi- 
mensional Scale for Rating Psychiatric Pa- 
tients (Lorr scale). In addition, the nurse 
made subjective descriptive evaluations 
and ratings on the Gardner Behavior scale. 
act test battery included the Peter's Cir- 
È dt Maze Test, Taylor Manifest Anxiety 
Mb e, Ruch Speed and Accuracy Dotting 

est, Peter's Word Meaning Test and the 
ses Hospital Management Picture Frus- 
ation Test. 
aa ve experimental design required 4 test 
tae A pretest was given 2 
4 eks prior to medication for the purpose 
& iie. the patients with test pro- 
ures and to establish a base-line control 


1 i ^ 
Tone Jensen is at the VA Hospital, Jefferson 
tat cks, Mo. while the remaining authors are at 
* Hospital No. 1, Fulton, Mo. 


period during which behavior ratings could — | 
be stabilized. The patients were then given 
placebo for 2 weeks and retested to de- 
termine suggestive effects and to provide a 
measure of possible improvement in thera- 
peutic climate which often accompanies — 
drug studies. A third test administration — 
was given after the patients had spent 3 
weeks on a 600 mg. dosage of chlorproma- 
zine. This was considered sufficient to re- 
duce over-tension without markedly inter- 
fering with the daily activity level. The . 
final test was given after all patients had 
been returned to the placebo for a 3-week 
period. p 


RESULTS 


The head ward nurse made subjective 
evaluations of the patients’ adjustments 
after 3 weeks of medication and 5 clinicians 
were asked to rate each description on a 4- 
point scale ranging from “no improvement” 
to “very improved” relative to their initial — 
status. It was the consensus that 5 patients 
definitely improved, one was moderately 
improved, 3 were slightly improved, while 
5 displayed no appreciable change. An 
example of the nurses descriptive state- 
ments was as follows : 

Case 14: Diagnosed schizophrenic reaction, 
simple type ; aged 24, hospitalized 41 months. 
This patient has made the biggest change of di 
all. He used to be a compulsive handwasher: —— 
before a meal he would wash his hands for 
90 minutes or more. If forced to attend the 
mess hall before the ritual was completed, he 
would refuse to eat until the tray was about 
to be removed, then he would ‘shovel’ the food — 
into his mouth as fast as he could. Today he — 
washes his hands only a normal amount and — 
occasionally has been first to the mess hall —— 
The disorganization due to inner conflicts and — 
need for compulsive rituals has been generally — 
very reduced. It used to take him over an hour —— 
to make his bed. He seemed to strive for per- — 
fection. He was easily distracted by details, 
would become frenzied and have to be re- 
moved from the task. Now he does much 
better in all assignments, for instance, he used 
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3 to be unable to shave himself, becoming lost 
.. in minor mechanical actions. Today he shaves 
himself in about the normal time. 


The nurse made similar evaluations at 
the conclusion of the study, her general im- 
pression being that many of the patients 
_ who had shown improvement regressed on 
the placebo. Her statements were again 
rated by the 5 clinicians. Table 1 is a com- 
parison of the mean rating obtained by 
each patient after 3 weeks on medication 
_ (HII) and 3 weeks on placebo (IV). 


TABLE I 
Mean Ratines or CLINICIANS BASED ON 
Norse’s Descriptive REPORT 
(Cotumn Ill: MEAN RATINGS FOLLOWING 
MEDICATION ; COLUMN IV : MEAN 
RATINGS FOLLOWING PLACEBO.) 


Months Mean ratings 


"fts 
e, 
i 
s 
4 


. Patients Age Hospitalized — III IV 
CNET 63 398 4 4 
2 60 415 3 3 

3 60 399 4 4 

4 60 386 3 3 

5 52 345 4 4 

6 49 150 4 4 

7 45 59 4 4 

8 37 139 3 3 

9 33 126 1 1 

10 31 64 1 4 
11 30 70 2 3 
12 25 50 4 3 
13 25 26 1 1 
14 24 41 H 1 
15 23 55 1 3 


iy _ Note: A mean rating of 1 represents consid- 

= erable relative improvement ; rating 2, mod- 

erate improvement; rating 3, small improve- 

.. ment; rating 4, no improvement. 

A lack of improvement (category 4) is 
somewhat ambiguous; patients 1 and 7 have 
long affected an excellent institutional adjust- 

. ment; initial status leaves no room for im- 

provement. 


On the basis of the nurse's Lorr Scale 
ratings, morbidity scores (deviation from 
ideal adjustment) were calculated for each 
patient at each test time. No statistically 
significant changes occurred between times 
I and II (pretest-placebo). There was a 
significant decrease (.05 level) in the over- 
all Morbidity Score following medication 
(II to HI), using the Wilcoxin Matched 
Pair Signed Ranks Test. There was also an 
increase in the Morbidity Score, not quite 


significant at the .05 level after the patients 
were returned to placebo. These results are 
consistent with the nurse's subjective im- | 
pressions, though the two sets of data lack 
perfect agreement. 

Two reliability checks of the rating 
made by the nurse were included in the 
experimental design. She made ratings on 
the somewhat comparable Gardner Be | 
havior Rating Scale and with the exception — 
of the first ratings, the degree of agreement 
with her Lorr ratings was uniformly around 
(Rho) .93. The correlations between the 
ratings of the nurse and aide were a 
follows : 

Rating : I TI HY 
Correlation: .50 .90 .74 81 
The low initial correlation is possibly at 
tributal to a lack of familiarity with the 
patients, while the lower correlation at 
time III reflects a greater perceived change 
by the nurse. 

In summary it can be said that the nurse 
perceived very definite improvement 
the part of some patients on chlorproma 
zine and a subsequent regression when i 
was removed. The attendant also indicat 
some improvement but his ratings i 
mained more stable throughout the stu y 
Improvement as reflected on the Lor re 
ings correlated negatively with age 9) 
length of hospitalization (—.30 and pe 
respectively) and is a trend requiring 
ther investigation. 

In Scat to the banen par: 4 
psychological tests reflect little $ 
significant change. The Taylor Scale show 
a small continuing reduction in ma : 


[22 
——————— 


Hospital Management 
Test, a measure of reaction t i 
situations involving hospital sta a 
1) showed no appreciable change. tic of 
ageability" was a basic chars p 
however, the uniformly sm es e 
extrapunitive responses are co oy 
this criterion. The med - Ac 
Test, a measure of visual-m er 
tion, showed no significant chang? vad to 
two conditions, (first instructions ole 
work as accurately as possible, be 
rapidly in an attempt to impr i does 
score). Chlorpromazine appare™ 
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not measurably affect visual-motor coordin- 
ation. The Word Meaning Test also re- 
vealed no significant changes though there 
was a general tendency for the patients to 
select supraordinate words. A set of 4 
circular mazes of progressive difficulty 
given at each test administration showed 
a significant reduction in the time required 
for transversing the mazes at both times 
II and III. This finding could result from 
a practice effect although the attempt was 
made to minimize this possibility by using 
comparable forms the first time. 


SUMMARY AND Discussion 


Results of this and other studies em- 
ploying objective test measurements sug- 
gest that widely observed even radical al- 
terations in behavior are not usually ac- 
companied by commensurate changes in 
the psychological test performance. The 
dilemma faced by those interested in ob- 
jective measurement is whether psychologi- 
cal tests are generally insensitive to change ; 
or whether the behavioral changes are rela- 
tively superficial, while the psychological 
tests measure the more stable aspects of 
the personality ? Reports of change in the 
literature especially in chronic psychotic 
patients is so prelevant that something must 

appen to these patients however exagger- 
ated the claim. It is very possible that psy- 
chologists persist in applying the wrong 
measuring techniques and that new meth- 
ue will have to be developed. At present 

ehavior rating scales probably provide a 
Tore sensitive index of change than most 
Psychological tests, 

It is also possible, however, that changes 
resulting from chlorpromazine are relative- 
Superficial. In very few studies are claims 
ET emission in the psychotic process sub- 
E ated by objective evidence. In this 
i y for example, there appeared to be 

eviation of some of the more objective 
Symptoms but in no case could a patient 
Se 
Word portedly a measure of abstract thinking, the 
Which a pn Test is composed of 30 items in 
whic Qo word is paired with 4 others, one 

Ea supraordinate, a second subordinate and 
i tally considered irrelevant. The subject 
Word, “Mich of the 4 "belongs" with the single 
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be regarded as without psychosis at th 
conclusion of the experiment. While me 
cation was administered for a relative 
short period, it is common clinical e 
ence that the psychological reaction 
chlorpromazine is initially marked, es 
cially when medication is given in lar, 
dosage, and that over a period of weeks 
seeming tolerance develops so that in this | 
respect the design of the present stud 

should maximize finding psychological 
terations. A 14-month followup survey al 
revealed that in spite of continued t 
quilizing medication of one type or 
other, only one of the patients (number 
Table 1) is on convalescent leave at presi 
and none has been discharged. Enthusi- 

asm for psychopharmacological treatment | 
should be tempered by a more realistic a; 
praisal of the limitations of these agents. 


——— 


Lz 


ig. 1. Example of the Hospital Management” 
e Frustration Test. (Modification 
Moss of the Rosenzweig Picture-Frustrat 
Study, Adult Form. 1948, made 
with the author's permission. 


TRILAFON IN THE TREATMENT OF CHRONICALLY PSYCHOTIC 
HOSPITALIZED PATIENTS +! 


d 
-  Trilafon, a trade-name for perphenazine, 
which is chemically 1-(2-hydroxyethyl)- 
-.. 4-8-(2-chloro-10-phenothiazyl)-propyl pi- 
/ perazine was recently introduced as a 
. "tranquilizer" (1). This paper is a report 
. On its efficacy in treating 90 chronically 
- psychotic hospitalized female patients, typi- 
_ cal of the back wards of state mental hospi- 
__ tals. Trilafon was given for a limited period 
_ in order to test its effectiveness on the basis 
of its essential pharmacological properties, 

not affected by the factors of slow time, 
adaptation and other intangibles, which 
_ tend to steal into and obscure the thera- 


__ The age of the patients ranged from 19 
to 73 years, the average for the group being 
40 years. The time spent in mental hospi- 
. tals (the sum of all hospitalizations in each 
~ Case) ranged from 9 months to 32 years, 
the average for the group being 9 years 
4 months. The nosological census of the 
_ 90 patients was as follows : 


i Patients 
E Paranoid type 35 
` j Patients | Catatonic type 33 
; Dementia praecox 82 Hebrephrenic type 9 
A Mixed type 5 
1 Manic-depressive 
Psychosis 1 (Depressive type) 
7 

Involutional Melancholic type 4 

Psychosis 5 Paranoid type 1 


- Psychosis with cere- 
bral arteriosclerosis 1 

— Psychosis with men- 
tal deficiency 1 


1The authors express their appreciation to Dr. 
Nathan Beckenstein, Director, Brooklyn State Hos- 
pital, for use of the material in this study as well as 
for helpful suggestions in its preparation ; to Doctor 
Philip Kaminstein for his clinical assistance ; to the 
Schering Corporation, Bloomfield, New Jersey for 
their supply of Trilafon used in this study. 

2 Supervising Psychiatrist and Senior Psychiatrist, 
respectively, Brooklyn State Hospital, Brooklyn, N. Y. 
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METHOD 


Trilafon was given for 7-8 weeks (6 pa- 
tients received the drug for 5 weeks; 2 
received it for 9-10 weeks) after a 23 
weeks interval of no major therapy, drug 
or otherwise, but allowing the usual modi- 
cum of psychotherapy and patients' activ- 
ities-program. The drug was administered 
orally. Parenteral administration was re- 
sorted to only when there was unusual re- 
sistance to oral dosage and in one instance 
in order to supplement the regular oral 
dosage in a highly refractory case. The 
initial dose was 4. mg. t.i.d. This level was 
maintained for 10-14 days and then in- 
creased to 8. mg. tid. fvr a similar period. 
At this point the dose was increased to 16. 
mg. t.i.d. and maintained at this level until 
the end of the test-period, 3-4 weeks. 


RESULTS 


The response to Trilafon was considered, 
first, under active administration of the 
agent, second, 3-4 weeks after, and finally, 
12 weeks after administration of the drug. 
The effects were evaluated from the result- 
ant observations of two staff psychiatrists 
and the ancillary personnel attendant i 
each case, and could be grouped as 1% 
lows : 

l. Moderate to marked improvement: 
suspension of overt psychotic syn 
with considerable integration of behavi 
and thinking. ; 

2. Moderato improvement : suspension d 
overt psychotic symptoms with little 
integration. 

3. Mild to moderate ; suspension of e 
of the serious overt psychotic symP pot- 
resulting in better contact with realo 
ter affect and more purposeful functio a 

4. Mild : suspension of some of the " 
regressive psychotic symptoms such as 7 
perkinesis, assaultiveness, negativism, 
continence. 

5. Very mild: a caren gd lesser de 

ree of the symptoms under - c 
: 6. Questiomable : either considerable dis 
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agreement among the various observers or 
conflicting responses in the patient's course, 
making for no outstanding effect. 

7. No change : self-explanatory. 

8. Worse: increase in the existing 
symptoms and/or the appearance of new 
ones. 

Statistically these effects were manifested 
as follows : 


Hyperkinesis 3 
Hyperthermia (101°-102° ) 245 
Edema (face) Lg 
Dermatosis (worsening of previous 

condition) 1 
Convulsions (lobotomized patient) 1 


All side-effects yielded readily to suspen- 
sion of the drug or to reversion to a lower | 
dosage, depending on the case. In 2 cases 


3A 
STATISTICAL RESULTS WITH TRILAFON 


Under Active | 3-4 Weeks After 12 Weeks Ajter A 
Administration | Active Administration | Active Administration. 
of Trilafon of Trilafon of Trilafon 
l. Moderate to marked improvement 2 2 0 
2. Moderate improvement 4 4 0 
3. Mild to moderate improvement 8 8* 3° 
4. Mild improvement 45 36** ll 
5. Very mild improvement 3 1 0 
Total improved 62 (68%) 51(56%) 14(15%) 
6. Questionable 11 5 E 
T. No change 10 34 73 ri 
8. Worse 7 0 0 
Total of patients 90 90 90 ‘ 
* 9 patients were * 1 patient was | 
previously in previously in 
group 8. group 1 
^ | °° 1 patient was 
previously in 
group 6. 
SIDE-EFFECTS Rabellon was given to counteract rigidity 


Side-effects were observed in 52 patients 
or 58% of the total, becoming increasingly 
apparent with the higher dosages. These 
Were mainly subcortical or extrapyramidal 
Intype and seemed to develop concurrently 
With sought-after clinical improvement. 
The following were noted in order of 
Tequency : 


Side-ef No. of 
vide-effect tients 
Rigidity —— ma. 


General weakness (to the point of 


helplessness; | astasia-abasia i 
" cataplexy ; syncope and the like) 13 
omnolence ; drowsiness 11 
remor ll 
Lamobility 6 
ethargy ; i 
Drooling ; depression : 
Peine. | sensations in limbs, A 


and tremor, with good results. Serious or - 
particularly annoying effects unrelated to 
the drugs action on the nervous system 
were not observed, (for instance, jaundice, E. 
blood-dyscrasia, etc. ) 


CoMMENT 


In this series, the daily dose of 48 mg. of 
Trilafon seemed to be most effective. How- — 
ever the large percentage of side-effects - 
at this level represents a limitation which — 
might be troublesome but could be con- - 
trolled by judicious manipulation of dosage — 
and the use of counteracting drugs. 2 

The marked drop in the rate of improve- - 
ment within 12 weeks after active adminis- 
tration of Trilafon would seem to indicate | 
the need for a continuous appropriate con- 
centration of the drug in the brain-tissue, 
either as replacement-therapy or as adju- 


ant-therapy that holds the line for the 
roader and more complex therapeutic 
E afoot. The rather modest therapeu- 


SUMMARY AND CONCLUSIONS 


1. Experience with a new “tranquilizer”, 
"Trilafon or perphenazine, in treating 90 
hronically psychotic hospitalized female 
patients for a limited period is described. 
= 2. The effects were noted during the 
period of active administration of the drug 
and then for a period after termination of 
drug therapy. Seventy-two percent of 
patients showed some degree of im- 
‘ovement; 15% rose above minimal clin- 


3. Side-effects were not serious, were 
controllable and no deterrent to . 
The absence of jaundice, blood-dyscrasia 
and photo-sensitivity are noteworthy. 

4. The overall impression is that Trilafon 
is a useful drug with possibly distinct ad- 
vantages over the older “tranquilizers” in 
the treatment of chronically psychotic hos- 
pitalized patients. 
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ATROPINE COMA: A SOMATIC THERAPY IN PSYCHIATRY 
GORDON R. FORRER, M. D. anv JACOB J. MILLER, M. D.' 


The administration of atropine sulfate as 

a coma inducing agent in the treatment of 
the psychoses was first reported by Forrer 
(1) in 1950. His subsequent publications 
(2, 3, 4) on the subject established the in- 
dications, dealt with the psychological 
factors, and statistically validated the clini- 
cal impression that atropine coma therapy 
was an effective somatic therapy. Goldner, 
(5) using this technique, but with scopo- 
lamine as the toxic agent, demonstrated a 
margin of safety far greater than had pre- 
viously been known and a therapeutic 
effectiveness equal to that observed with 
atropine. Miller(6) modified the original 
recommendations by utilizing far higher 
dosages of atropine to induce a desired 
level of coma. Schwarz(7) showed that 
multiple periods of atropine coma induced 
with as much as 212 mgms. of atropine 
Sulfate I.M. produced marked improve- 
ment in 74% of clinically tense, anxious, and 
agitated psychotics, but only 32% marked 
improvement in those who were depressed, 
hostile, and presented flattened affect. The 
100% marked improvement produced in the 
small number of manics was, he felt, not 
related to diagnostic category as Forrer 
had implied, but rather to the agitated, 
tense quality of the affect in this psychotic 
reaction. Grisell and Bynum,(8) using psy- 
chological testing techniques, demonstrated 

at there is a positive relationship between 
Pre-treatment anxiety and post-treatment 
adjustment, a positive correlation between 
Pre-treatment ego strength and post-treat- 
ment adjustment, and that ego strength 

creases and anxiety decreases subsequent 
to a course of atropine coma therapy. 

E careful review of the publications 
Cited, and personal communications from 
physicians utilizing atropine coma as a 
Somatic therapy, confirm its safety, effec- 
tiveness, simplicity of administration, and 
Predictability. There appear to be two 
Primary reasons why atropine coma thera- 
Py (ACT), despite its advantages over 
De — 
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insulin coma therapy and its specific effec- 
tiveness in the manic phase of manic-de 
pressive psychosis, has not been more. 
widely adopted as a somatic treatment. The 
first reason seems to lie in the fact that. 
as much as 400 times the conventional dose | 
of atropine may be administered to induce — 
coma. Almost without exception, every phy: 
sician hearing of the amounts of atropine — 
used reflects, if not outright doubt, at least. 
a questioning of the investigators judg 
ment. By tradition, atropine is a high 
potent and hence dangerous drug—a fallacy — 
which has been promulgated through the. 
centuries from one pharmacological text to - 
the next. Goodman and Gilman(9) state 
that the professional poisoners of the Mid- | 
dle Ages often employed the deadly night- - 
shade plant to produce a type of intoxi 
tion which was often prolonged an 
obscure, This prompted Linne to name th 
shrub Atropa Belladonna, after Atro 
“The oldest of the Three Fates who si 
the thread of life." The growing weight 
clinical and experimental evidence of 
safety of massive doses of atropine 
hopefully find its way into the pharm 
cology texts of the future. ? 
The second reason for reticence in adopt- — 
ing ACT appears to have a very sound. 
psychological basis. Once the atropine 
been injected, there has been, until now, 
no adequately demonstrated antidote. The - 
physician has set in motion a course from. i 


logical detoxification of the drug in the | 
liver and excretion by the kidneys. In view - 
of the tradition of lethal toxicity, few me 
have had the courage to undertake such 
responsibility. It was far better to lose 
patient in insulin coma where one h 
glucose as an antagonist than to take the 
much more remote chance that a patien! 
might die in atropine coma without even. 
an ineffective remedy being availabl 
Forrer(10) suggested that the latter o 
jection to atropine coma could be met b 
the development of an effective antagoni 
to the atropine toxicity. 

This paper presents the fruits of re 
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Y directed at investigating the atropine antag- 
.onist properties of two drugs—one of 
i "which, we have been able to demonstrate, 
. can be used as an effective solution to the 
_ clinical problem of the termination of atro- 
. pine coma. 
- Atropine is a racemic mixture of the 
optical isomers of hyoscyamine in equal 
. parts. All of the potency of the drug is due 
to the levorotatory isomer. Atropine acts by 
_ blocking cholinergic impulses both peri- 
. pherally and centrally. Overactivity of the 
BE ipathoudrenc! system is simulated be- 
cause normal adrenergic impulses dominate 
_ following the block of cholinergic nerve 
- fibers. The blocking of acetylcholine utili- 
- zation is atropine’s essential mechanism of 
action(9). It is felt by some that the atro- 
pine-like effects of Thorazine (and prob- 
ably the Rauwolfia derivatives as well) on 
the reticular formation is responsible in 
large measure for the central effects of 
these substances. There is growing evi- 
dence of a chemical mediator in central 
transmission of nerve impulses, It is our 
impression, based on extensive clinical ex- 
. perience with the effects of atropine on the 
central nervous system, that acetylcholine 
has a far greater importance than has 
previously been recognized, The peripheral 
effects of atropine—the mydriasis, inhibi- 
- tion of respiratory secretions, relaxation of 
_ peribronchiolar musculature, cardiac ac- 
. celeration, decrease in tonus and peristalsis 
with increase of tonus in the gastroin- 
. testinal tract, and inhibition of sweating— 
. are all well known. 
__ The following have been the author's ob- 
_ servations of the central effects of doses of 
. atropine ranging in amount from 32 mgms. 
to 212 mgms. when injected intramuscular- 
ly, There is an induction period of 15 to 20 
minutes after administration characterized 
by restlessness, occasionally mild excite- 
ment, confusion, and at times nausea and 
rarely vomiting. This proceeds, smoothly 
-and predictably, to muscular incoordina- 
tion, ataxia, weakness, vertigo, and dif- 
culty in articulation. An acute brain syn- 
drome with memory disturbance, disorien- 
tation, clouded consciousness, illusions, 
and most frequently visual hallucinations 
merges into delirium and rapidly proceeds 
to coma. There is usually marked drying 
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of the mucous membranes of the mouth 
though a paradoxical response of salivation 
has often been observed. The skin becomes 
warm and dry and an evanescent macular 
rash or confluent flushing appears. There 
is acceleration of the pulse rate initially 
which, after the induction period, returns 
to within the range of normal for the age 
group of the patient. An initial rise in blood 
pressure is superseded by stabilization at 
a level slightly above the pre-treatment 
pressure and this is maintained throughout 
the coma. Respirations, at first increased, 
return to normal after the induction phase. 
The level of coma produced corresponds 
roughly to the third stage of insulin coma 
and persists for 4 to 6 hours. Recovery is 
spontaneous with the reverse of the march 
of events described above. A “recovery 
period" lasts X to 1 hour. Fairly well organ- 
ized motor movement toward extemal 
painful stimuli can be demonstrated 
throughout treatment. A Babinski response 
usually, but not invariably, accompanies 
the atropine coma. The whole range of 
mimetic expression is often displayed by 
patients reflecting emotional activity at 


preconscious and unconscious levels. Suck- l 


ing, eating and phantasy smoking move- 
ments are often observed as components 
of these facial expressions. Occasionally 
more fully coordinated bodily movens 
are observed (not unlike those presen 
during normal sleep). Psychotherapeutic 
experience with patients receiving í 
provides evidence for the correlation n 
these physical movements with the rewor 
ing of previous emotional experiences. 

In our practice we occasionally use T 
azine or Dramamine, 50 mgm. as Er 
treatment preparation to abolish the 
and occasional vomiting described. 3 
cream is applied to the lips to combat " 
ness, Esserine ointment ( opthalmic 
is placed in the conjunctival sac just db: 
fore injection of the atropine and Me 
sequently to combat excessive M d di 
and cycloplegia. Treatment is withhe ve 
less the patient's temperature 1S no! atoh 
The only important clinical sign to WAVe 
during treatment is the temperature. b^ 
have used the estimated temperature v. 
touch for years in preference to à bee city 
eter because of its obvious simp 
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and our wish to cause the patient as little 
disturbance as possible. Oral temperatures 
cannot be satisfactorily obtained and rectal 
temperature determinations do not seem 
wise on psychiatric grounds. 

At present we give the treatment at 3 
a. m. This enables the patient to eat a late 
breakfast and subsequently participate in 
organized ward activities. With proper 
management of nutrition there is no weight 
loss as was reported by Forrer; rather a 
weight gain is often observed. Patients 
average 20 atropine comas as a course and 
individual treatments have been given as 
frequently as 6 times a week, though we 
find 4 times a week quite satisfactory. 

In deciding to undertake the clinical in- 
vestigation of drugs counteracting atropine, 
we settled upon Pilocarpine and Physo- 
stigmine? as the two drugs most likely to 
yield results. Investigation of the literature 
revealed no clear-cut information on the 
effect of these two atropine antagonists on 
the toxic effect of massive doses of atro- 
pine. Through the cooperation of the Wyeth 
Medical Research Laboratories the antag- 
Onist properties of Pilocarpine in cats in- 
jected with 20 mgms. of atropine/kilo was 
investigated. These studies indicated that 
pilocarpine was not effective and was in it- 
self highly toxic. These same studies were 
repeated using physostigmine, with the 
conclusion that in cats physostigmine was a 
Safe and effective antagonist to atropine 
coma. Physostigmine preserves acetyl- 
choline from enzymatic hydrolysis. This 
is the rationale of its employment as 
an antagonist to atropine toxicity. The 
inhibition of acetylcholine-esterase pro- 
duces an increased concentration of 
acetylcholine which becomes great enough 
to overcome the blocking of acetyl- 
choline by atropine. Acetylcholine itself 
would serve the same purpose if used as an 
atropine antagonist, but its rapid hydrolysis 
in the body makes its use impracticable. 

The average adult oral dose of physostig- 
mine salicylate is 2.0 mgms. ; a safe hypo- 
dermic dose 4.0 mgms.(9). 

; An interesting sidelight of this phase of 
€ investigation was the observation that 
One of the cats used in the experiment, 
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allow no one to get near him, becam 
quite docile and friendly, permitting itsel 


with the atropine. The Wyeth workers were 1 
so impressed by this that they obtained | 
another intractable animal and injected it : 
with atropine, with the same dramatic | 
result. Each cat received only one "treat- - 
ment" and each returned to its previous — 
hostile state upon recovering from the | 
atropine toxicity. Backed by these invalu- - 
able laboratory data, clinical trials w 
run. At various periods after the indu 
tion of coma by atropine, patients were 
given 4 mgms. of physostigmine by inje 
tion. The results were dramatic beyon 
expectation. We felt we should start wi 
a usual dose of physostigmine and gradu- 
ally increase it, hoping to find the amount | 
which would counteract the effects of the | 
atropine. We felt that the relationshi Ke 
between the amount of atropine injecte 
to produce coma, the duration of com: 
prior to use of the antagonist, and the dose 
of the antagonist would probably have to 
be carefully determined. By good fortun 
we found however that the 4 mgms. dose 
of physostigmine was entirely effective, ir. 
respective of the amount of atropine use 
to induce coma and irrespective of th 
duration of coma. Within 15 minutes rı 
covery was well on its way, and by 20 
minutes there was complete restoration 
the patients pre-treatment psychophysi à 
logical status. The acute brain syndrome | 
cleared and articulate speech became pos- - 
sible. Patients could again walk without | 
ataxia, This recovery lasted X to X of an | 
hour and then the patients re-entered the 
atropine coma unless given further injec- - 
tions. We discovered that recovery from | 
the coma could be maintained by the oral. 
administration of physostigmine subse- - 
quent to its injection. We now give 2 
mgms. by mouth every hour for 4 doses. - 
With this schedule there have been no - 
“atropine reactions" during the post-coma 
phase. É 
Physiologically, the most pronounce 
effects of physostigmine on the atropine 
coma is the abolition of tremor, ataxia 
weakness, and incoordination. The temp 
ature promptly returns to normal and, for 
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— reasons we cannot yet explain, usually 
< reaches as much as a degree below nor- 
- mal. Blood pressure, pulse, and respiration 
are unaffected. Curiously, and despite the 
complete restoration of all other gross 
- neurological functions, a positive Babin- 
ski response is retained if it had been pre- 
sent during the atropine coma before ad- 
ministration of the physostigmine. When 
present, this abnormal reflex persists as 
; long as would have been expected when 
- spontaneous recovery from atropine coma 
1 is permitted. 
. Psychologically, there is a very marked 
. increase of accessibility, better contact with 
- surroundings, and less affective dulling after 
termination of coma, the mental status 
gradually returning to that observed pre- 
treatment. This finding suggests the pos- 
. sibility that the post-coma period may be 
ideal for psychotherapeutic efforts. Our 
experience has been too limited so far to 
comment further on this phenomenon. 
_ Our findings would appear to provide a 
_ fully developed somatic therapy analogous 
_ to insulin coma therapy. There are, how- 
. ever, significant differences : a tremendous 
safety advantage, a simplicity and ease 
= of administration, a uniformity of physio- 
. logical response, a practicability for ad- 
 ministration with limited personnel, a com- 
-paratively insignificant cost, and clinical 
indications far broader than those estab- 
. lished for insulin coma therapy. Our method 
is so recent that insufficient clinical data 
are available to compare our results with 
those of the insulin technique. 

It can be said that a safe and certain 
method has been found for terminating 
atropine coma. The principle medical in- 
dications for termination is the develop- 
ment of hyperthermia, the one complica- 
tion of ACT of greatest concern. It may 
well be that the recovery from atropine 
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coma through the intervention of the physi. 
cian will activate reactions in the patient 
and physician alike such as have been 
described when insulin coma is termi. 
nated by the use of glucose. 

Our research perhaps raises more ques- 
tions than it answers, but may provide 
somatic therapy for many who would not 
otherwise be considered candidates, or for 
whom insulin coma therapy is too ex 
pensive, or otherwise unavailable. 


SuMMARY 


A somatic therapy for the treatment of 
selected cases of mental illness is described. 
Coma is produced by the administration 
of massive doses of atropine and termi- 
nated by physostigmine. Increased accessi- 
bility, better contact with reality, and 
more appropriate affective responses are 
found immediately after termination 
coma, persisting several hours, providing 
the opportunity for more effective psycho- 
therapeutic assistance. 
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Depressive states can have very different 
causes, treatment varying accordingly. Until 
now only electroshock therapy for endogen- 
ous depressions and psychotherapy for re- 
active depressions really fulfilled require- 
ments of effective treatment. The draw- 
backs of electroshock are well known. To 
mention only one of them—the occurrence 
of psycho-organic symptoms, which can be 
extremely unpleasant, particularly for the 
more intelligent person who has to do in- 
tellectual work. Furthermore the efficacy of 
electroshock therapy diminishes in many 
cases the more often it has to be repeated, 
and the methods employed to prevent in- 
cidents arising in the motor apparatus also 
impair its efficiency. 

As regards psychotherapy for reactive 
depressions, everybody with experience in 
this field knows how tedious and difficult 
such treatment may sometimes be and how 
unsatisfactory the results often are. In any 
case, the present status of the treatment of 
depression is such that new efficacious me- 
dicaments are urgently required. 

The effect of the psychopharmacologic 
drugs already known on depressive states 
is slight or indeed absent altogether. This 
applies particularly to chlorpromazine and 
its chemically allied substances and to re- 
serpine. Stimulating substances which pro- 
duce euphoria have at the most an extreme- 
ly transient effect on depressions and in 
addition involve the risk of addiction. This 
also applies to amphetamine and similar 
substances, Many forms of depression pos- 
sessed no really adequate treatment till 
now, and there was nothing much that 
could be done except wait till the disturb- 
ance cleared up on its own. 

N- (gamma-dimethylaminopropyl)-imin- 
9dibenzylhydrochloride (G-22355) is a sub- 

p Read at Galesburg State Hosp., May 19, 1958. 
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stance with markedly anti-depressive pro- - 
perties(1).* Its mode of action remains for - 
the present completely unknown. It may in- _ 
deed in individuals who are predisposed — 
give rise to a somewhat manic-like condi- k 
tion or even a manic state, i.e., it may act i 
by stimulation and produce a sense of eu- — 
phoria. But it is not a substance to be con- — 
sidered in general as a type of euphoriant. - 
Only very few persons experience it as such, | 
and as we have been able to show in hun- 1 
dreds of cases it does not lead to addiction. _ 
The effect is striking in patients with a 
deep depression. We mean by this a gen- — 
eral retardation in thinking and action, © ; 
associated with fatigue, heaviness, feeling — 
of oppression, and a melancholic or even 4 
despairing mood, all of these symptoms be- — 
ing aggravated in the morning and tending — 
to improve in the afternoon and evening. - 
From the external appearance alone it is | 
possible to tell that the mood improves with | 
imipramine hydrochloride. The patients get — 
up in the morning of their own accord, they 
speak louder and more rapidly, their facial 3 
expression becomes more vivacious. They P 
commence some activity on their own, again ~ 
seeking contact with other people, they . 
begin to entertain themselves, take part in P 
games, become more cheerful and are once 
again able to laugh. 
The patients express themselves as feeling — 
much better, fatigue disappears, the feeling 
of heaviness in the limbs vanishes, and the — 
sense of oppression in the chest gives way to | 
a feeling of relief. The general inhibition, — 
which led to the retardation, subsides, They _ 
declare that they are now able to follow — 
other persons train of thought, and that — 
once more new thoughts occur to them, — 
whereas previously they were continually - 
tortured by the same fixed idea. They again — 
become interested in things, are able to en- — 
joy themselves, despondency gives way to a 
desire to undertake something, despair gives | 
place to renewed hope in the future. Instead _ 
of being concerned about imagined or real — 
guilt in their past, they become “aul 
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with plans concerning their own future. 
ctual delusions of guilt, or of loss, or hypo- 
chondriacal delusions become less evident. 
- The patients declare “I don't think of it any- 
more” or “the thought doesn't enter my 
head now". Suicidal tendencies also dimin- 
ish, become more controllable or disappear 
altogether. Instead of the feeling of being 
] patients experience a sense of increasing 
trength and health. An irritable, morose 
and resistant attitude gives place to a feel- 
ng of gratitude and affection for the doc- 
or. Fits of crying and moaning cease. 
. Where the depression was accompanied by 
. insomnia sleep occurs again, in many cases 
' spontaneously under the influence of imi- 
ramine hydrochloride, and the sleep is 
t to be normal and refreshing, not fa- 
guing and forced as that so often pro- 
luced by sleeping remedies. 
Where during the depression there was 
marked inner or outer excitement and un- 
easiness, imipramine hydrochloride exerts 
tranquilizing effect. Where the depres- 
ion had led to loss of appetite, the appe- 
ite returns. Loss of weight during the de- 
ession is again made good. But patients 
Jo not actually become obese, as is apt 
to happen with chlorpromazine. In cases 
_ where the depression had led to constipa- 
tion imipramine hydrochloride counteracts 
_ this. Feelings of inner tension and cramp 
- are also relieved. 
— All these effects can occur almost sud- 
enly after two to three days treatment 
nd are then already fully developed. In 
other cases improvement occurs in about 
one to four weeks, sometimes suddenly, 
- often little by little. Not infrequently the 
cure is complete, sufferers and their rela- 
_ tives confirming the fact that they had not 
__ been so well for a long time. It often turns 
out that the actual perceptible illness had 
_ been preceded by a very long prodromal 
phase with mild disturbances, which hard- 
- ly appeared to be pathological at the time, 
. and only on looking back after the cure 
is it seen to have been part of the ill- 
ness. In many cases however, there is mere- 
ly some degree of improvement, making 
the condition more bearable for the pa- 
tient, and even permitting resumption of 
work, though at the cost of considerable 
effort. In other cases there is no effect at 
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all. If, in what is certainly a purely de. 
pressive state, treatment with imipramine 
hydrochloride has no satisfactory effect, a 
combination with electroshock is indicated, 
Imipramine hydrochloride, like chlorprom- 
azine, probably has a shock-economizing 
effect. But the action is always purely 
symptomatic. As soon as the medicament 
is discontinued the illness breaks out again, 
usually with undiminished severity after 
a few days, and it can be cured again by 
repeating the medicament. It is thus pos- 
sible experimentally in suitable cases to 
provoke or to cure the illness at will. 
Side effects are relatively slight. In over 
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500 cases we have treated with the prepa- - 


ration, we have never met with a serious 
complication. Even patients who have been 
treated for over two years without inter- 
ruption have shown no severe side effects. 

Often there is a feeling of dryness in the 
mouth, tachycardia and a tendency to 
sweating coming on in attacks. The blood 
picture in about 2/3 of cases reveals à 
slight increase in eosinophils, but we have 
never seen a marked eosinophilia. Particu- 
larly at the commencement of treatment 
there is occasionally transient erythema. 
Only in one case did we see severe aller 
gic exanthems, necessitating interruption 
of treatment. Stomatitis, however, ‘SOME: 
times occurs, probably due to inhibition 
of salivation, and is easily relieved. Allergie 
reactions in the nursing staff have nevet 
been seen. As in the case of chlorprom? 
zine, but to a less marked extent, photosen- 
sitization may also occur. 

The blood pressure is scarcely affected 
by imipramine hydrochloride. If howev 
there is arterial hypertension, then in ~~ 
cases imipramine hydrochloride lowers ^ 
slightly. We have seen differences of up 
70 mm. As long as the preparation 1s but 
given the blood pressure remains low; 77 
it rises at once again if treatment !$ 
terrupted. We observed collapse Pe 
nomena only very exceptionally wi 
current method of carrying out hg 
But we make a practice of getting | 
tients out of bed regularly, even hydro- 
receive high doses of imipramine oss 
chloride, by injection. We saw 
in two cases only, embolism never 4, 

We have not seen disturbances 1 
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gastrointestinal tract. Patients who have 
a tendency to be constipated, and when 
this is not attributable to the depression, 
generally complain of increased constipa- 
tion under treatment and require aperients 
regularly. Icterus, which could be attri- 
buted with any degree of certainty to 
imipramine hydrochloride, has not been 
Observed so far as we are aware. 

In some cases, particularly in certain 
forms of organic diseases and in schizo- 
phrenia, a state of agitation arises after 
from one to several weeks. This can oc- 
casionally be considered as an exacerba- 
tion of the psychosis. Sometimes it appears 
to be an acute toxic psychosis of the acute 
exogenous reaction type. Occasionally 
such psychoses subside again, but often 
they necessitate interrupting treatment and 
it is possible that afterwards a remission 
occurs or substantial tranquilization, which 
persists at least for some time after the 
end of treatment. Such episodes only occur 
seldom, in pure depressive states. 

Then there are a number of side effects 
Which are only observed rarely. During 
the first few days of treatment there may be 
giddiness shortly after taking the sub- 
stance, occasionally there are complaints 
of paresthesia, now and then of unpleas- 
ant sensations in the precordium, some- 
times of headache. In older people disturb- 
ance in accommodation can be a nuisance 
ànd may necessitate prescribing glasses. 

. The dosage of imipramine hydrochloride 
1s not entirely simple. Generally it is of 
the same order of magnitude as that of 
chlorpromazine. On the whole when giving 
it by injection we have not exceeded 150 
mg. a day, and by oral administration 
not substantially above 300 mg. a day. 
Elsewhere however, considerably higher 
doses have been given and the prepara- 
tion has also been given intravenously. 
But it is important to know in many cases, 
Particulary in very young patients and 
adolescents who suffer from symptoms of 
neurovegetative lability and in elderly pa- 
tients with severe vascular disturbance 
lower doses are indicated. We make a 
Point then of not exceeding 20-30 mg/day 
and as far as possible split up the dose. 
In such cases the effect is usually the same 
as that of higher doses in other patients. 
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If however these patients are given higher | 
doses, unpleasant states of tension and 
agitation occur and the tension may under | 
particular circumstances find an explosive. 
outlet. , " 
The most important problem in the treat- 
ment of depressive states is that of finding 
the correct indication for the drug. Here lie 
the greatest difficulties and the whole suc- | 
cess of treatment depends on the right in- 
dication being chosen. The main indica- 
tion for imipramine hydrochloride is with- - 
out doubt a simple endogenous depression, 
possibly presenting the rather frequent de- 
pressive delusions and suicidal urges. | 
Every complication of the depression im- 
pairs the chances of success of treatment. 
In marked manic-depressive psychosis, i.e., - 
if the depressions are easily and frequently | 
replaced by manic-like phases or actual | 
manic states, the reaction is less favorable. | 
Such depressions seem to respond less well | 
and the tendency arises for the depression 
to switch over into a manic phase. Imi- - 
pramine hydrochloride is certainly not the — 
drug of choice for mania and it may even — 
reinforce the manic agitation. M 
The prognosis is also considerably less | 
favorable if the depression is complicated - 


by schizophrenic features or if it is merely — 
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a depressive state arising in the course of a 
schizophrenic process. This means that all | 
cases where hallucinations are present, - 
apart from the depressive state and any de- — 
lusions attributable to this state, react less _ 
well or not at all to imipramine hydro- | 
chloride. The same applies to cases where | 
catatonic blocking or other signs of an 
actual dissociation occur in addition to the © 
depressive retardation of thinking and to - 
cases of negativism. In certain cases, it is 
true, very striking effects can be obtained | 
in relation to the schizophrenic features, 
which in some respects resemble those - 
obtained with chlorpromazine and reser- 
pine. Thus under particular circumstances - 
it may be possible to break through a 
catatonic stupor. One patient, for years 
unable to think or speak, was suddenly 
able to do so freely with the aid of imi- 
pramine hydrochloride, and had the im- 
pression his thought disorder had become | 
resolved. It may happen that the ‘voices 
get quieter, no longer seem so E 


close, and sound as if they come from a 
distance. There are cases in which the pa- 
tient becomes indifferent regarding the 
content of his hallucinations and his schizo- 
phrenic delusions of persecution, ill-treat- 
. ment and ‘foreign influence. In such cases 
the dissociation in thinking also usually 
- gets less pronounced and affective rapport 
is considerably improved. In other cases of 
'schizophrenia we see a depressive state ac- 
- companying the schizophrenia disappear, 

hile the schizophrenic features persist 


by the depression. But in the majority of 
cases of schizophrenia there is no effect at 
all or the patients become more agitated. 
This applies particularly to acute states of 
agitation. Here imipramine hydrochloride is 
certainly not indicated. On the other hand 
it may be possible to cure acute depressive 
phases such as are seen particularly at 
e commencement of a schizophrenic 
process in young persons, and also stuper- 
ous forms of acute psychoses in a very 
short time with imipramine hydrochloride 
- alone. Strangely enough, however, we have 
even seen stupor develop in acutely ill 
patients during treatment with this drug. 
— 1t is of course hardly possible to decide 
- whether in these cases the stupor might not 
have occurred spontaneously and the imi- 
pramine hydrochloride were merely unable 
to influence it in its spontaneous course. 
_ In schizophrenic patients the combination 
_ of imipramine hydrochloride with chlor- 
_promazine, less frequently with reserpine 
or electroshock has proved particularly 
good. It is interesting that there are pa- 
. tients who do not respond to any of these 
methods of treatment when given singly, 
|. but respond well to a combination of them. 
= The complication of depression with 
organic brain disease offers unfavorable 
- prospects for treatment. If anything, good 
results may be expected when the organic 
component is mainly vascular in nature 
and has not yet led to extensive destruction 
in the brain. In relatively early stages of 
organic brain disease, which are often ac- 
companied by depressive states, imipra- 
mine hydrochloride may act very well, 
particularly if hypertension is present. 
Then anxiety states, pain, hypochondri- 
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acal fears and agitation at night often re- 
spond too. When, however, vital parts of 
the brain are already functionally ineff- 
cient due to organic causes, particularly 
in processes involving cerebral atrophy, 
then imipramine hydrochloride usually has 
no effect even in severe depressive states. 
Practical experience has shown that cere- 
bral atrophy is extraordinarily easily over- 
looked, unless pneumoencephalography is 
regularly carried out. With pathological 
EEG findings the possibility must always 
be borne in mind that such widespread 
interference with cerebral function may 
exist as to render imipramine hydrochlo- 
ride ineffectual. 

Depressive states in epileptics appear 
not to respond at all to imipramine hydro- - 
chloride. In a few cases however we have 
observed a good reaction in epileptoid twi- 
light states accompanied by agitation. But 
this effect only occurs as quite an exception, 

In a case of Wilson’s disease we obs 
a distinct improvement in the extrapyram 
idal motor symptoms and in the psychotic 
phase of excitement. 

States of agitation in severe forms of 
mental deficiency respond usually little or 
not at all to imipramine hydrochloride. On. 
the other hand, quite striking results have 
sometimes been seen in the endogenous 
depressions of mental defectives. y 

While on the one hand the range of in- 
dications for imipramine hydrochloric? 
in depressive states is somewhat limit 
itis on the other hand very much increased , 
when it is remembered that very VA" 
psychopathological symptoms may í 
caused by an endogenous depression p 
depressive state of some other origin, A 
the depressive state may often be ove” 
looked because of some more striking a^ 
chopathological findings. Almost pe] e 
rotic symptom can be caused by a = s 
sive state or be maintained because 9 he: 
simultaneous occurrence of a depress 


atients who P 
There are undoubtedly pa ^il condition, 


4 


ections may 
and some degree - 


hother 


present. In such a case, treatment wi 
can bring ê F 


plete change in the situation within a few 
days, which could not be achieved by in- 
tensive prolonged psychotherapy. As re- 
gards the prognosis, of course all the well 
known unfavorable factors must be con- 
sidered. Nevertheless, imipramine hydro- 
chloride under particular circumstances can 
appreciably facilitate psychotherapy. 

The same applies to certain hysterical 
symptoms, anxiety states and phobias of 
apparently neurotic origin and to physical 
functional disorders, which tend today to 
be placed in the field of psychosomatic 
medicine. In this manner, for instance, we 
were able within 4 weeks to cure completely 
a severe impotence in a 40-year-old man, 
which had lasted almost 2 years and was 
endangering his marriage. 

Imipramine hydrochloride appears to us 
to have a great practical significance in 
cases in which accidents with bodily in- 
juries lead to obstinate pain and depres- 
sion, preventing resumption of work and 
causing trouble to the insurance companies. 
But even in severe illnesses with a fatal 
outcome this drug can bring great relief 
in the terminal stages. It has not yet been 
determined whether imipramine hydro- 
chloride exerts such an effect through an 
apparent analgesic component or whether 
less attention is paid to the pain due to 
change in mood. We are here merely at 
the threshold of studies which very prob- 
ably will considerably extend the range of 
indications for imipramine hydrochloride. 

The question arises what happens in re- 
active depressions, and here we find a 
very confused situation. In a patient with 
an endogenous depression who was under 
treatment with imipramine hydrochloride 
We witnessed a severe reactive depression 
which developed in connection with a dis- 
appointment in love. Both the reactive and 

1e endogenous depression responded very 
Well to imipramine hydrochloride during 
the further course of treatment. We have 
Seen excellent results with imipramine 
hydrochloride in several cases of apparently 
Purely reactive depression. In other cases, 
where difficult neurotic problems predom- 
inated, we had the impression that imi- 
Pramine hydrochloride was unable to de- 
velop its effect until these problems had 
to some extent been dealt with. In a num- 


treatment with the use of imipramine hy- 
drochloride and the medicament was found - 
to exert an increasing effect on the endo- 
genous component, which was not amen- 
able to psychotherapy, and this again bene- 
fited the purely reactive factors. In any 
event in reactive depressions which do not, 
as they should normally, disappear within 
a relatively short time, treatment with 
imipramine hydrochloride is absolutely in- 
dicated. We shall not enter upon the ex- 
tremely difficult problem as to what ex- — 
tent endogenous and reactive depressions E 
differ clinically from one another and what | 
the significance may be of the striking - 
similarity of the clinical pictures of these ü 
two diseases with apparently different - 
etiology. j 
In this connection, a question of great 
general importance presents itself, namely, — 
whether, and to what extent, imipramine _ 
hydrochloride influences healthy impulses 
of conscience, consciousness of guilt and 
resistance against criminal or immoral ac- 
tions. The seriousness of the moral and 
social implications involved in this question. 
cannot be ignored. It is essential that in- — 
vestigation of this matter should be under- 
taken on à wide scale. For the time being . 
perhaps the following can be stated: Un- — 
doubtedly the possibility exists of infu- — 
encing people's ethical and moral behavior ' 
by administration of particular substances. 
The best known example is alcohol. It is. 
therefore certainly within the realm of pos- 
sibility that newly discovered medicaments — 
may exert a similar effect. Furthermore, it — 
should be remembered that in certain in- 
dividuals suffering from depression, and 
in whom manic phases occur, their whole . 
moral structure may altogether deviate 
from the normal. This does not mean that — 
such factors belong to the characteristics — 
of the psychosis. But it is known that manie | 
states particularly may give rise to criminal — | 
actions and to the absence of inhibition or 
moral scruples. If then a medicament such 5 
as imipramine hydrochloride exerts an » 
effect on the mood and possibly provokes — 
manic-like reactions, then it must be ex- . 
pected that in certain persons their moral | 
structure may be imperiled. The inhibition 


against committing suicide must also be 
seen in this light ; just as in the spontaneous 
course of a depression, phases occur in 
which resistance against suicide is lessened, 
during the course of imipramine hydro- 
chloride treatment there may be an in- 
creased risk of suicide. It is essential to take 
this into account, and in spite of the pos- 
sibilities which imipramine hydrochloride 
offers, to commit to an institution patients 
who are endangered in this way. 

In the course of the treatment we have 
carried out to date, we have not seen any 


-~ particularly striking signs of interference 
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with ethical or moral standards. In one 
case we treated a patient with depression 
who was about to appear on trial in court 
for homosexual offences against a youth. 
The depression practically disappeared. 
The self-reproaches, hysterical collapse 
with crying and moaning disappeared com- 
pletely within 3 days. But there was abso- 
lutely no evidence that the patient's own 
moral condemnation of his actions had 
suffered. The depressive phase gave place 
to a perfectly adequate sense of his own 
moral failure and to a natural reaction of 


repentance. The homosexual desires be- 
. eame strikingly less prominent during 


treatment. 

Clinically it could be shown that the 
homosexual tendencies had become no- 
ticeable in connection with a depression 
of several years' duration and that they 
had replaced a previous heterosexual atti- 
tude. One must of course avoid drawing 


too far-reaching conclusions from a single’ 


case. But it at least appears as if substances 
such as imipramine hydrochloride need not 
necessarily seriously impair a patient's 
moral attitude and sense of judgment. 

An important field of research opens up 
here, rendered accessible for the first time 
by the recent development of psycho- 
pharmacology, and touching not only prob- 
lems of psychiatry but also those of gen- 
eral psychology, religion and philosophy. 
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SUMMARY 


Over a three-year period, more than 500 
psychiatric patients of various diagnostic 
categories were treated with imipramine 
hydrochloride. It was demonstrated that the 
compound has potent antidepressant action, 
Best responses were obtained in cases of 
endogenous depression showing the typical 
symptoms of mental and motor retardation, 
fatigue, feeling of heaviness, hopelessness, 
guilt, and despair. The condition is further- 
more characterized by the aggravation of 
symptoms in the morning with a tendency 
to improvement during the day. Treatment 
with imipramine hydrochloride resulted in 
full or social recovery in a high percentage 
of the patients. As a rule, the initial re- 
sponse was evident within 2 to 3 days, while 
in some cases 1 to 4 weeks of therapy were 
required. In view of the symptomatic nature 
of the action of imipramine hydrochloride, 
therapy must be maintained as long 
as the illness lasts. The side effects noted 
were relatively slight, and with the ex- 
ception of one case of severe allergic ex- — 
anthema necessitating discontinuance OF - 
treatment, no serious complications were 
encountered. In some cases of depression, 
particularly those associated with organe 
brain damage or schizophrenic psychosis, 
transitory states of agitation or ext 
tion of the psychotic features were noted. 
These observations suggest the importat 
of a proper selection of the patients a5" 
type and etiology of depression. 
a number of instances, nero 

hrenic or other depressions W | 
benefited by the drug, particularly o | 
used in combination with chlorpromaz 
electroshock or psychotherapy, it 15 dr 
cluded that imipramine hydrochlori "de 
primarily indicated and effective ™ 
treatment of endogenous depression. 
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CLINICAL NOTES 


COMPARISON OF EFFECTS OF NORMAL AND 
SCHIZOPHRENIC SERUM ON MOTOR PERFORMANCE IN RATS 


LILA GHENT, M. D., anp ALFRED M. FREEDMAN, M. D.! 


Winter and Flataker recently reported 
that the intraperitoneal injection of blood 
plasma or serum of schizophrenic patients 
greatly impaired the speed of rope climb- 
ing in trained rats, whereas injection of 
serum of nonpsychotic subjects had signifi- 
cantly less effect. The present report de- 
scribes a repetition of the Winter and 
Flataker experiment, but our results do 
not confirm the original findings. 

The apparatus and training procedure 
described by Winter and Flataker were 
duplicated(1). Male rats of the Holtzmann 
strain were trained to climb a rope ; climb- 
ing times were recorded before and after 
the injection of serum. 

Serum samples from adult schizophrenics 
were obtained at Brooklyn State Hospital 
from chronically ill male patients who had 
not received any drug or physical thera- 
pies for 4 weeks prior to the drawing of 
the blood, except for one experiment in 
Which the effects of drug therapy were 
specifically tested. The control serum 
samples were obtained from male members 
of the staff. Serum samples from schizo- 
phrenic children were obtained from the 
League School in Brooklyn; the control 
samples of serum were obtained on the 
pediatric wards of Kings County Hospital 
from children without psychiatric abnor- 
mality, matched for age and sex with the 
schizophrenic children. 

Four experiments were run comparing 
the effects of normal and schizophrenic 
sera on the climbing time of trained rats. 
Frozen serum samples from 11 schizo- 
Phrenic and 10 normal adult subjects were 
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used in the first experiment. Median climb- 

ing times were increased, but the changes 

appearing in the animals injected with 

schizophrenic sera were no greater than 

those appearing in the animals injected 
with normal sera. In the second experi- 

ment, fresh (nonfrozen) sera from 12 

schizophrenic and 10 normal subjects were 

used. Again, the median climbing times 

increased after injection, but the increase - 
was of similar magnitude in both groups. 

Fresh sera from 9 schizophrenic and 8 non- 

psychotic children were employed in the 

third experiment; no difference appeared 

between the groups. 

To account for the discrepancy between 
our results and those reported by Winter 
and Flataker, we thought that some of 
the serum samples used by Winter and 
Flataker may have been obtained from 
schizophrenic patients who were on atar- 
actic therapy, and that an indirect effect 
of such drugs was responsible for the 
prolonged climbing time observed in the 
animals. (A direct effect is unlikely since 
the amount of the drug that would be 
present in 1 c.c. of serum is below the rat's 
threshold.) To investigate this possibility, 
we obtained serum from 11 schizophrenic 
patients who had been on moderate to 
heavy doses of chlorpromazine for a mini- 
mum of several weeks. Even in this ex- 
periment, no difference appeared between 
the groups injected with normal and schizo- 
phrenic sera. 

We have already said that the increase 
in median climbing times after the injec- 
tion of serum was the same in schizophrenic 
and normal groups. In addition, there was 
no difference between the groups in climb: 
ing time delay scores, a score devised by 
Winter and Flataker to represent the 
amount by which the climbing time wa 
increased over the pre-injection trials, am 
the length of time for which this increas 
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was maintained. The distribution of climb- 
ing time delay scores for our control group 
was very similar to that reported by Winter 
and Flataker for their control group. 

We are at a loss to account for our find- 
ings. Although it may be that some aspect 
of our procedure is responsible for our 
negative results, the fact that the distribu- 
tion of scores of our control group is similar 
to that obtained by Winter and Flataker 
speaks against such a possibility. Another 
explanation is that the samples of sera used 

— by Winter and Flataker differed from the 
samples used in these experiments, but 
this is unlikely. Our own work shows that 

_ serum from patients receiving drug therapy 
- did not affect the rats’ performance ; Winter 
. and Flataker report no differences in the 
_ effects of serum from chronically or acute- 
- ly ill schizophrenic patients, or from psy- 
chotic patients with varying diagnoses. The 


only other known difference between our 
sample and that of Winter and Flataker 
is that both males and females were Tepre- 
sented in the Winter and Flataker group, 
whereas only males were represented in our 
group—it is unlikely that the etiological 
agent in schizophrenia is different for males 
and females. 

In summary, then, we have not been 
able to confirm the presence of a "psy 
chotoxic" substance in the blood of schizo- 
phrenics as described by Winter and Flat- 
aker. 
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OBSERVATIONS ON THE COMPARATIVE EFFECTS OF 


WITH PROCHLORPERAZINE 


j 
H 
1 TRANQUILIZERS ON PATIENTS PREVIOUSLY TREATED 
x 


__ The comparative drug study conducted at 
Metropolitan State Hospital between July, 
. 1957, and February, 1958, was designed 
- to use patients as their own control. A 
, variety of drugs and drug forms was given 
. to the same individual. In this way the ex- 
- perimental design eliminated some of the 
— flaws inherent in the studies which use 
. patients as controls for other patients in 
. a similar diagnostic category. The same 
person received a variety of drugs in care- 
fully controlled sequence and we were able 
to make standardized observations of the 
effect of the drugs on the individual patient. 
Our patients were 17 severely ill, chron- 
ically disturbed female schizophrenic pa- 
tients who had been successfully treated 
with prochlorperazine during the 9 months 
prior to the initiation of this study. Starting 
July, 1957, we made daily observations on 
each of these patients which were recorded 
on an arbitrary scale of 0-8 intensity, re- 
porting anxiety, depression and irritability. 


1 Metropolitan State Hospital, Norwalk, Calif. 
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After 2 months of observations on continued 
high doses of prochlorperazine, all the pa- 
tients were changed to equivalent doses 9 
reserpine. The following month they Were 
changed back to prochlorperazine. As the 
study continued, patients were changed to 
a variety of drugs and drug forms 10! 
periods of one month each but they were 
always returned to prochlorperazine table 
for a month of control. During each mon 
we made the 90 observations on each pr 
tient on the basis of the previously Me 
tioned scale. We calculated the sta 
significance of our findings, using approP 
ate methods. ai 

Our findings clearly indicate that pe 
after many months of treatment W! P 3 
chlorperazine, changing the pote 
reserpine for one month resulted in ke a 
nificant exacerbation of their symptom 
anxiety, irritability and depression. Ar Me 
to prochlorperazine again resulted in 


provement. b 
A comparison of the effectiveness of pro 


ine tablets with prochlorperazine 
spansules shows that milligram for milli- 
gram patients’ symptoms were significantly 
more severe on the sustained release span- 


~ sule than on the tablet of the drug. Half 


of the patients continued to get worse after 
the month of prochlorperazine spansules 
even when they were again placed on regu- 
lar tablets. One patient improved upon be- 
ing returned to prochlorperazine tablets. 
Not one of the patients did better on span- 

. This raises many questions in regard 
to spansule therapy. How can we under- 
stand these results which are contrary to 
those reported in the drug literature in 
recent months ? There certainly is the pos- 
sibility that the spansules do not release the 
drug uniformly in all individuals. There is 
the additional possibility that two or three 
high peak levels of the drug per day are 
more effective than an even, sustained, but 
somewhat lower level. There is indeed some 
precedent for this explanation in terms of 
our knowledge of the relationship between 
antibiotic blood levels and antibiotic effec- 
tiveness. The explanation sometimes of- 
fered, that the use of the spansule may 
cause less nurse-patient contact does not 
apply in our study since we gave spansules 
to the patient two or three times a day just 
às we gave the tablets. 

uring a 3-month period we compared 
the effect of prochlorperazine to trifluprom- 
azine (Vesprin). Our observations of this 
comparison were startling. Eighty-five per 
cent of the patients who were doing very 
Well on prochlorperazine for many months, 
improved significantly when placed on tri- 
flupromazine. Of these 85% the vast majority 
(T out of 9) continued to improve even 
When returned to prochlorperazine, the 
drug on which they had held a good, steady 


level of improvement for many months. In- 
the past we have recognized that certain | 
combinations of tranquilizers work syner- 
gistically. As far as I know, there have been 
no reported studies of the effect of tran- - 
quilizers given in series as we did. How can M 
we understand the observation that those — 
patients who had been treated successfully 
with one phenothiazine derivative should - 
improve even more when placed on another 
phenothiazine derivative? This occurred - 
even though they had previously not re- — 
sponded to a number of other phenothia- - 
zine derivatives. 


SUMMARY 


We have attempted to demonstrate a 
possible approach to the evaluation of |. 
drugs by using patients as their own con- 
trol. This avoids the obvious error inherent 
in considering a diagnostic category as 
representing a uniform population group. 
We have attempted to be more precise in 
our observations of the patients by avoiding. 
socially determined criteria, such as dis- 
charge from hospital, movement to open 
ward, etc. The study has further raised a 
number of interesting questions. We won- 
der whether in tranquilizers, as in some - 
other medications, rapid release of the drug. 
from the tablet is perhaps more effective 
than a sustained, even release from the 
spansule. In this study the tablets were. 
more effective milligram for milligram than. 
the spansule. We raise the possibility of . 
using a number of phenothiazine deriva- 
tives in sequence in the treatment of dis- — 
turbed psychotic patients. In our study pa- — 
tients improved on a new phenothiazine — 
derivative even though they had improved 
previously on prochlorperazine and had 
reached a very satisfactory plateau. S 


AN INVESTIGATION OF THE VALIDITY AND RELIABILITY OF 
THE AKERFELDT TEST 


PHILIP GUSSION, M. D., MERLE E. 


The ability of fresh blood serum obtained 
om patients with schizophrenia, mental 
. Cepression, and various types of psychoses, 
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to oxidize N, N'-dimethyl-p-phenylenedia- 
mine more rapidly than fresh serum ob- 
tained from healthy subjects has been in- 
vestigated by Akerfeldt(1). This author 
suggested that a copper-containing, serum 


oxidase ( ceruloplasmin) might be involved 
in producing the oxidation. Heath et al.(2) 
have also discussed the possible influence 
of serum oxidizing enzyme systems on 
schizophrenic behavior and have conducted 
studies on the copper levels and cerulop- 
lasmin in schizophrenic and normal serum. 
Akerfeldt found the test to give a positive 
reaction in 81% of all schizophrenics tested. 
He also found positive reactions in preg- 
nant women, malignant carcinomas and 
psychomotor epilepsy. 

The experimental sampling was drawn 
to permit evaluation of the Akerfeldt re- 
action for differences between withdrawn 
actively psychotic schizophrenics and with- 
drawn schizophrenics in good behavioral 
remission ; actively paranoid schizophrenics 
and paranoid schizophrenics in good be- 
havioral remission. Non-schizophrenic pa- 
tients (diagnoses of a character disorder 
or alcoholism) and schizophrenics with 
known central nervous system organicity 
were also sampled. A control group was 


` drawn from the hospital staff. In the in- 


, 28 


terests of standardization, Akerfeldt's pro- 
cedure was elaborated to include colori- 
metry. Anaerobic conditions (Thunberg 
tubes) were found to offer no advantages. 
_ The stability of the reaction was evaluated 


. by retesting after 3 weeks, Serum samples 


were assigned random numbers during the 
laboratory process. 


Both maximum scores on the reaction 


. and increment scores (indicative of rate of 


an enzymic reaction) were examined statis- 


tically. No significant differences were 


found which favored any group. The range 
of the reaction was found to be equal when 


. patients were compared with normals. 


Stability coefficients were computed using 
Pearson product-moment correlation (N= 
20). For increment scores the obtained r = 
51 and for maximum scores r = .37. 

The results obtained in this investigation 
did not support the value of the Akerfeldt 


2A detailed description of the procedures will be 
made available upon request. 
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test for determining the various states; 
diagnosis in schizophrenia. These ex 
ments were performed with the p 
utilizing the Akerfeldt test to de 
various schizophrenic states, p 
provement and therapy. The rational 
hind this was the possibility that 
serotonin was found in relatively 
centration in the hypothalamus ai 
brain and since monoamine oxid 
occurs in high concentration in 
thalamus, a higher or lower con 
of oxidizing substance or ceruloj 
could occur in yarious phases of 
phrenia which could tien be de 
the reaction with the N,N.’-diment 
phenylenediamine reagent. 
Another possibility was that the 
tion of the Akerfeldt reagent was 
tirely due to ceruloplasmin but also 
oxidative enzymes such as m 
oxidase. In this connection oxidation 
tion potentials were determined on 
phrenic and normal bloods and ali 
the redox potential in schizophrenics 
invariably higher than in normals, à 
ciently variable range could not be e 
lished to be of diagnostic value. The 
potentials were performed with a 
Northrop potentiometer which was 
curate enough to determine these chal 
Further work is being done along this 
to isolate the oxidizing substances $0 
better evaluation can be established. 
The data provide no evidence thal 
Akerfeldt test is useful as a diagnosti 
dicator of a schizophrenic process. 
population tested, its low stability o 
three to four week period p: 
lating it as an index of any stable. 
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CASE REPORTS 


AORTIC HOMOGRAFT SURGERY AND ELECTROSHOCK 


R. K. GREENBANK, M. D." 


This case is reported to confirm Weather- 
lee and Villien’s(1) findings that aortic 
homograft surgery is not a contraindica- 
tion to electroshock treatment. 


In December of 1957, a 55 year old white 
married female suffering complaints of pain 
in her left leg was hospitalized, and a series 
of operations were performed for iliac artery 
obstruction. The surgeon performed an aorto- 
femoral graft followed by a bifurcation graft 
with anastomosis to the right iliac and left 
femoral arteries. The following day thrombosis 
took place and re-exploration and removal of 
thrombus was done, requiring further recon- 
struction by use of frozen homograft. Five 
days later dve to unexplained shock, the 
patient was re-explored but there was no 
further thrombus or leakage. 

Following 4 months’ hospitalization, the 


She was bedfast although she was physically - 
able to be up and about. She feared returning 
to her own home. There was suicidal pre- - 
occupation and rumination, i ly over 
(a) the sudden death of her only son (heart - 
attack) during the time that she was hospital- - 
ized, and (b) financial problems created by | 
her long illness. She felt responsible for both 
events. The patient had not responded to 
tranquilizers and Dexedrine prescribed by her 
attending physicians. Dynamic psychotherapy 
was started, with daily visits. Dexedrine was 
continued. Occupational therapy was also 
utilized, However, the patient continued her - 
suicidal preoccupations. Due to in 5 
agitation and suicidal risk, she was hospital- 
ized. The patient improved following 10 ; 
electroconvulsive treatments ? without muscu- - 
br relaxants, and was released from the hospi- p 
tal. M 


patient was discharged in April, 1958. Three —-— ^ : 
Pe dA 
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A 
ADDICTION TO GLUTETHIMIDE (DORIDEN) ' X 
ARNOLD SADWIN, M. D., AND ROBERT S. GLEN, M.D.” 

.Glutethimide (Doriden) is a non-bar- A 4l-yearold white married truck. driver 
biturate hypnotic and sedative, first intro- Was admitted to this clinic in February, 1958. 
duced in 1954(1). Since then there have During the preceding 6 months he had p 
been reports of fatal intoxication(2, 3), o£. $7 weak, poorly coordinated, and confus 
acute intoxication(4, 5, 6, 7, 8, 9), and of that Be peeli his job. He complained of a dull 
addiction to the drug in * hich grand mal cloudy feeling and heaviness in his head. His 
Seizur e drug in which gran mal  ruscles tired easily and he had a poor memory | 

es occurred on withdrawal(10). This for dates, events, and obligations. He was. 


report presents another example of glu- 
tethimide addiction, with brief description 
of the withdrawal symptoms, and a sug- 
gested method for detoxification. 


= 

A a Atethitaide. is marketed under the trade name 
z cag by Ciba Pharmaceutical Products Inc. — 

ee tom the Lafayette Clinic and Wayne State Uni- 
sity College of Medicine, Detroit, Mich. 


unable to perform even the simplest of tasks. 
He had been addicted to alcohol for at 
least 20 years, but about 3 years before ad- 
mission he gave it up and began using tran- 
quilizers, then barbiturates, and finally high 
doses of paregoric to control his anxiety. He 
suddenly stopped taking paregoric when he 
and his wife, a nurse, realized he was addicted 
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to the drug. The next day he began having 
severe withdrawal symptoms, necessitating 
hospitalization for one week in June, 1957. 
Upon discharge his physician prescribed glu- 
tethimide, 0.25 grams tid. and 1 gram at 
bedtime. This was intended as a non-addicting 
daytime sedative and a hypnotic at night. The 
patient soon complained that it was becoming 
ineffective in "calming his nerves"; at his 
insistence the dosage was increased. Within 
2 months he was taking at least 20 grams a 
week. He could do no sustained labor and 
was put on sick leave. 

On examination he was slovenly in appear- 
ance and walked with a wide-based, slow, 
staggering gait. He seemed emotionally dull 
and unable to formulate his thoughts or do 
the simplest arithmetic problems. He was con- 
fused as to time, place, and person, and his 
remote and recent memory were seriously im- 
paired. The only significant physical findings 
were a generalized bilateral hyporeflexia with 
muscular weakness, and poor coordination. 

On the second hospital day he developed 
severe cold sweating chills, and complained of 
nausea, a feeling of "knots" in his stomach, 
and numbness of the fingers and toes; these 
were interpreted as withdrawal symptoms. He 
had not had any glutethimide for 24 hours. 

It was decided to withdraw the drug slowly. 
The initial maintenance dose of 3 grams a day 
was reduced by one-tenth each subsequent 

- day. On the sixth day, concomitantly with a 
16-hour delay in administration of the sched- 
uled dose, his first and only grand mal seizure 

occurred. Except for this event, as the amount 
of the drug was decreased, there was improve- 
ment, At the end of 10 days, all signs of 
disturbance in his sensorium and psychomotor 
activity had disappeared. 

Psychological tests prior to withdrawal of 
the drug revealed evidence of intellectual im- 
pairment suggestive of organic brain damage. 
Tests administered after the drug was with- 
drawn no longer showed any intellectual im- 
pairment. 

An electroencephalographie tracing taken 
while the patient was under the influence of 
the drug revealed a generalized minimal dys- 
rhythmia, a finding consistent with a diffuse 
cerebral disturbance. Another tracing 10 days 
after the drug was discontinued was within 
normal limits. 

Approximately one month after admission, 
the patient was discharged in an alert, coordi- 
nated, and fully oriented state. He had re- 

gained his strength and ambition and planned 
to return to his job. 
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CASE REPORTS 


Wool «Ly TM nHn i - 


DiscussioN 


Addiction is considered established: 
repeated use of a drug causes a 
intoxication, when tolerance is si 
and when abstinence causes ap 
physiological disturbances( 10, 
these criteria were fulfilled in our 

This case report suggests that 
who have a history of previous 
alcohol addiction may also become 
to glutethimide. The effects of inci 
high doses may produce the sym. 
an acute organic brain syndrome. 
discontinuance of the drug may 
withdrawal symptoms, such as cold 
ing chills, nausea, tremors, para 
and even convulsions. 


nm. 


ing drug when used by patients 
history of addiction. i 
2. Signs and symptoms of an 
organic brain syndrome may be h 
in a patient intoxicated by glutethimide 
3. Such symptoms are reversible. — 
4. In order to control withdrawal sym 


reduced gradually. 
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NON-RESTRAINT 


NAOMI RASKIN, M. D. 


“A Study in Non-Restraint"(1) which the 
authors state is an attempt to prove the 
truth of the statement of Dr. John Con- 
nolly a hundred years ago : "Restraint and 
neglect are synonymous. They are sub- 
stitute for the thousand attentions needed 
by a disturbed patient,” reminded me of the 
work of a great psychiatrist and humani- 
tarian, Dr. S. S. Korsakov, who introduced 
the system of non-restraint in Russia in 
1881. Korsakov was 27 years old when Mrs. 
Bekker, widow of psychiatrist A. F. Bekker, 
and owner of a private mental hospital, 
invited Korsakov to take charge of it. 
There, with her cooperation, Korsakov in- 
troduced the system of non-restraint which 
excited protests of old employees and phy- 
sicians alike, Korsakov was severely criti- 
cized for what was thought to be a danger- 
ous procedure not only for the personnel 
but for the patients themselves. Korsakov's 
instructions to the personnel and colleagues 
reveal his greatness, selflessness, and love 
for patients, He realized that “non-restraint” 
taxed the patience and abilities of the phy- 
sicians and attendants and he remarked, 

e less restraint for the patient, the more 
restraint for the physician.” He tried and 
succeeded to implant the understanding 
that “non-restraint” was not a mechanical 
removal of the physical restraint, but a 
method of treatment involving “more atten- 
tion to patient’s needs, more affection and 
devotion to the patient.” 


( Sse 
Boston State Hosp., Boston 24, Mass. 


HISTORICAL NOTES 


When, in 1887, the first psychiatric clinic 
of the Moscow University Medical School - 
was opened, Professor Kojevnikov, a neui ve 
ologist, was appointed director of the clinic, - 
but he immediately put in charge his best — 
pupil and friend, Dr. Korsakov. Korsakov — 
began by removing bars from the windows — 
and patients from the isolation rooms. - 
Violent patients were put in a special wing — 
of the clinic, but the doors of the d 
were opened into a large, well-lit hall and F. 
the attendants were trained in “non-re-- 
straint” technic of handling the patients. 

Korsakov was the first psychiatrist and _ 
Bekkers hospital the first psychiatric in- 
stitution in Russia where “non-restraint” 
was successfully tried. Korsakov had no - 
precedent, no teachers to instruct him, but | 
he was familiar with the writings of Wik | 
liam Tuke and John Connolly. After sevei 
years of trial of “non-restraint,” Korsa 
was convinced of its being a rational and 
humane method of treatment, and so re- - 
ported it in a paper, "On the Non-Restra 
Treatment of Patients” read before the first - 
convention of the Russian Psychiatric As- 
sociation, January 8, 1887. m 
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COMMENT 


COMMIITEE ON INTERNATIONAL RELATIONS, 1958 


7 


A Symposium on International Relations, 


a luncheon in honor of the foreign visitors 


and guests attending the annual meeting, 
and a dinner round table, constituted the 


- major contributions of the Committee on 


International Relations to the San Fran- 
cisco Meeting of the American Psychiatric 


. Association. 


Of outstanding interest was the presence 


_ of Professor K. M. Bykov, Director of The 


. Pavlov Institute, Leningrad, and his con- 
_ tribution to the symposium on international 
- psychiatry Thursday morning, May 15. Pro- 


_ fessor Bykov spoke briefly in his native 
. tongue, and the English version of his paper 


was read by Dr. Horsley Gantt. Professor 
Bykov also responded to questions from 
the audience. The others participating in 


.. the symposium were Dr. N. Vincent Young- 


b C 


man of Brisbane, Australia; Doris Odlum 
of Bournemouth, England; Professor Sla- 
met Iman Santoso of Jakarta, Indonesia ; 
and Dr. John Francis William of Mel- 
bourne, Australia, Dr. John R. Rees spoke 
briefly on "The Mental Health Year, 1960." 

The symposium was attended by some 


.. 800 members of the Association. 


The subscription luncheon was attended 


— by the contributors to the International 


Relations Symposium and other foreign 
guests, Drs. Eileen Brooke of London, Eng- 


land; J. Fuster of Barcelona, Spain; Pa- 


tricia Haig of England; S. Martens of 
Stockholm, Sweden; W. Mayer-Gross of 
Birmingham, England; Ralph A. Noble 
of Cambridge, England; Maria Ryzen of 
Heidelberg, Germany; Frances Wells of 


London, England. The occasion was fur- 
ther graced by the presence of Dr. Kad 
Bowman, Chairman of the Programme 
Committee, Dr. D. Ewen Cameron, Dr. 
George S. Stevenson, Mr. Austin M. Davies, 
Dr. Clarence B. Farrar, by members of the 
Committee on International Relations, and 
by a host of members of the Association. 

Following established practice, each par- 
ticipant, in turn around the table, intro- 
duced himself and spoke briefly on his or 
her interest in international psychiatry. 

The luncheon was, in every respect, à 
rewarding occasion. 

The dinner round table, Tuesday eve- 
ning, May 13, was devoted to a discussion 
of two items phrased in question form: 
"Can Psychiatry Contribute to World 
Peace?" and "What are the Common Com- 
ponents in International Psychiatry?" The 
discussion was both lively and searching, 
and while there was no formulated "con- 
census of opinion" the answer to both ques- 
tions was patently in the affirmative. 

It is to be hoped that the Committee on 
International Relations and the America 
Psychiatric Association will devote further 
study to these matters. Psychiatry sho : 
be, but currently is not, occupied “i 
global dimensions of international ye E 
mony and conflict. There is no doubt " 
lies within the competence of our Asso 
ation and of our discipline to make a telling 
contribution to world peace and un 


standing. 
Iago Galditoni MS 


LAW 
You must have the right kind of law ; but the best law that the wit of man can 
devise will amount to nothing if you have not the right kind of spirit in the man 


behind the law. 


—Tuxopone RoosEVELT 
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NEWS AND NOTES 


Tue PERUVIAN PSYCHIATRIC ÁSSOCIATION. 
—The "Asociación Psiquiátrica Peruana" 
elected as officers for the term of two years 
(1958-1960) the following members : presi- 
dent, Dr. Francisco Alarco ; vice president, 
Dr. Baltazar Caravedo; secretary, Dr. 
Oscar Valdivia Ponce ; treasurer, Dr. Lenor 
Revoredo; assistant secretary, Dr. Carlos 
Carbajal. 


Dr. Bram ro Direct MrNTAL HEALTH 
Project or WESTERN INTERSTATE COMMIS- 
SION ON Hicuer Epucation.—Dr. Blain has 
accepted the position of Director of Mental 
Health Training and Research for the 
above mentioned Commission. This will be 
on a part-time basis. He has also been 
appointed professor of clinical psychiatry 
at the University of Pennsylvania, and will 
at the same time have the supervision for 
the APA of a project for the recruiting 
and assignment of psychiatrists to points 
of vantage throughout the country. 

Dr. Blain’s new address is Belfield, Phila- 
delphia 44, Pa. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION, INc.—More than 4,000 specialists in 
human behavior, including psychiatrists, 
Psychologists, social workers and educators, 
are expected to attend the 3-day 36th an- 
nual meeting of the American Orthopsy- 
chiatric Association at the Sheraton Palace 
hy San Francisco, beginning March 30, 


A presidential session on the evening of 
March 30 will include addresses by Dr. 
Linus Pauling, Nobel laureate in chemistry 
and professor of chemistry at the California 
Institute of Technology, and Dr. Weston 

aBarre, author and associate professor of 
Sociology and anthropology at Duke Uni- 
versity. The presidential address will be 

clivered by Dr. Stanislaus Szurek, pro- 
wes of psychiatry at the University of 
alifornia Medical School and director of 
children’s services at the Langley Porter 

Suropsychiatric Institute, San Francisco. 

* Further information is available from 


Dr. Marion F. Langer, executive secre- - 
tary, American Orthopsychiatric Associa- — 


tion, 1790 Broadway, New York 19, N. Y., | 
or from the chairman of the San Francisco . 
arrangements committee, Dr. Donald Shas- 
kan, 49-4th St, San Francisco 3, Calif. 


MkNrarL Heatru RESEARCH, MicHIGAN,.— 


A conference on Methodology in Mental 


7 


Health Research sponsored by the Michigan _ 


Department of Mental Health, with the 
cooperation of Michigan State University, 
will be held in East Lansing on November 
10-12, 1958. 

The application of selected methodolo- 


gies in mental health research will be dis- _ 


cussed by May Brodbeck, Philosophy of 
Science; Wm. Stephenson, Methodology 
of Q-Technique ; Edward Suchman, Scaling 
Theory; Paul Lazarsfeld, Latent Structure 


4 


Analysis; Charles Wrigley, Multivariate 


Analysis. Host to the conference will be 
Dr. V. A. Stehman, deputy director, Dept. 
of Mental Health. Attendance is by invita- 


tien to staff members of department hospi- 
tals and clinics and a few additional 
scientists in the area. The papers will be — 


published to make the proceedings avail- — 


able to a broader audience. 


* 


I 
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INTERNATIONAL ASSOCIATION FOR Re- 
SEARCH IN SzoNpr PsvcHoLocx.—]uly 16-19, 
1958, the First International Colloquium on > 
Experimental Diagnosis of Drives and on 
Fate Analysis was held in Zurich, Switzer- 
land, under the chairmanship of L. Szondi, 
M.D. Psychiatrists, psychologists, statis- 
ticians, theologians, and members of the | 
legal profession from Austria, Belgium, 
France, Germany, Holland, Spain, Switzer- 
land, and the United States attended. The 
founding of the above-named organization 
and of national organizations in the coun- 
tries of the participants was decided upon. 

The Secretary and Treasurer of the In- 
ternational Association is: Ulrike Studer- 
Salzmann, M. D., 17 Freie Strasse, Zurich, 
Switzerland. 


7 
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. New Psvcuuruc Hosrran IN DENVER. 
.—On July 1, 1958, The National Mental 
Health Center, a new 20-bed, open type 
neuropsychiatric hospital was opened in 
Denver, Colo. It is a free, non-sectarian 
institution operated by a Jewish sponsored 
charitable organization. 

- The hospital uses psychoanalysis, milieu 
and occupational therapy and recreational 
therapy. There are no facilities for insulin 
or electroshock therapies. The staff con- 
sists of a psychiatrist, psychologist, social 
worker, psychiatric nurses, psychiatric 
nursing assistants and occupational thera- 
ist. A second psychiatrist will join the 
staff shortly, 

. Eligible for treatment are severely neu- 
tic and incipiently schizophrenic patients 
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[ Novem! 
whose illness is not of long duration. Ac- 
ceptable are men and women between the 
ages of 21 and 50, provided they voluntarily 
seek treatment and can be cared for in an 
open hospital. 


Firra ANNUAL IwsrrrUTE Or Can Psy- 
cmarry.—The Fifth annual Institute spon- 
sored by the Reiss-Davis Clinic for Child 
Guidance will take place Saturday, Novem- 
ber 8, 1958, at the Beverly Hilton Hotel, 
Los Angeles, Cal. The theme of the meet- 
ing is “Adolescence.” 

For further information write to Dr. 
Rocco L. Motto, Reiss-Davis Clinic for 
Child Guidance, 715 N. Fairfax Ave., Los 
Angeles 46, Cal. 


“PRIMITIVE” AND “CIVILIZED” THINKING 1 
The primitive mental habit in its general features is best described negatively 
by the term unscientific, and positively by religious, in thé ordinary connotation 


f of that term. Superstitious would be preferable, were it not too narrow : a° to 
4 magic, we do not here distinguish—magic being simply the superstitious or religious 
y method as opposed to the scientific. This primitive thinking does not distingu? 


between the natural and the supernatural between subjective and objective 
f reality . . . The fact is that human nature remains fundamentally primitive, FE 
, it is not easy even for those most favored by descent to rise above these marie 
ideas, precisely because these ideas “spring eternally” from permanent functio 
causes, Everyone would still be primitive were it not for education and environ- 
ment, and the importance of these elements in the evolution of the race con | 


hardly be over-estimated. 


—Ennest CRAWLEY, 
The Mystic Rosé 


BOOK REVIEWS 


Tse Mammauian CEREBRAL Cortex. By 
B. Delisle Burns. (London : Edward Arn- 
old, Baltimore: Williams and Wilkins, 
1958, pp. 119. $5.00.) 


This monograph summarizes the authors 
results of a prolonged study of electrical re- 
sponses in the isolated cerebral cortex of the 
cat. A strip of cortical tissue, 20x3 mm.’s in 
surface area, is isolated by a razor blade 4 mm. 
below the cortical surface and is detached from 
the surrounding cortex, from below upwards, 
without damaging its pial blood supply. 

Two different responses are constantly elic- 
ited by electrical stimulation of this isolated 
cortex, which the author has called the ‘surface 
negative response' and the surface positive 
burst response’. The latter is a reaction spread- 
ing from the point of stimulation and is only 
Seen in isolated cortical tissue. By micro- 
electrodes the maximum strength of this spon- 
taneous ‘burst’ response is at a depth of 1.0-1.5 
mm. below the cortical surface and is believed 
to be mediated by what the author calls ‘B’ 
cortical neurones, possibly in the 5th cortical 
layer, If the stimulated cortical area is only 
Partially isolated by being left attached to 
normal cortex at one end of the isolated area, 

spontaneous burst response is radically 
modifed on passing into the normal attached 
Cortex, Although Dr. Burns finds it impossible 
to assess the cortical B-type cell excitability to 
normal behavior he does believe that it is a 
System of intra-cortical neurones theoretically 
Capable of conducting normal excitation from 
any part of the cerebral cortex to any other 
are dk ends with a very interesting sec- 
hs ing the problem of memory, under the 
Pm gs of : l. The established properties of 
chan t memories; 2. 'The site of memory 
m ced within the mammalian nervous sys- 

SN and 3. The general nature of the memory 

à Sv The author has to conclude that 
ite oes B-type cell activity can have 
with e E with memory because ‘facilitation 
à ready S -decay time of 3 hours does not offer 

anges QUAM of the almost permanent 
We believe = the upper nervous system that 
less, the I accompany memory. Neverthe- 
changes y of these relatively short-lived 

may prove of ultimate importance to 
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an understanding of longer lasting changes 


within the brain.’ 
Eric A. Linell, M.D., : 
University of Toronto 


Tue Immense Journey. By Loren Eiseley. (New —.— 
York: Random House, 1957, pp. 210. $3.50.) — 


This beautifully written book, by the Chairman — 
of the Department of Anthropology at the Uni- 
versity of Pennsylvania, consists of a series of - 
essays most of which were originally published 
separately. Together they present a naturalist: 
anthropologist's view of man as a creature of na. 
ture and of culture. There are few writers at th i 
present time who write as well as Dr. Eiseley, his — | 
style is sheer poetry, but it is also a great deal 
more. The blend of naturalist, anthropologist, and 
poet makes for a consciousness which sees the sin 
of unconsciousness as the major evil, the failure — 
to be sensitive to what is going on about one, 
the inability not only to see a thing for what it 
but what is even worse, the failure to endow it 
with those qualities of value of which the human - 
mind is alone capable. That is the theme which, . 
like a refreshing river, flows through these essays 
on man and nature. No one interested in the one 
or in the other or both should do himself the dis- 
service of missing this book. (1 

AsHLEY MONTAGU,  — 
Princeton, N. J. — 


Cuancinc Concerts or PsvcHoANALYTIC MeD) 
cine. Edited by Sandor Rado, M.D. and. 
George E. Daniels, M.D. (New York: Grune | 
& Stratton, 1956, pp. 248. $6.75.) d 


This book presents a collection of papers read at. 
the decennial celebration of the Columbia Uni 
versity Psychoanalytic Clinic, held on March r 
and 20, 1955. The first section of the book is 
history of the clinic and its goal which is stated i 
the first article to be that of a completely integrated. 
graduate program within the framework of a medi- 
cal school hospital setting where there is no sepa- 
ration of psychoanalysis from psychiatry. To the 
reviewer, this seemed a laudable goal and the hi: 
tory of the clinic's efforts to achieve this end was | 
rewarding reading. Throughout the volume, 
reviewer becomes aware of the streams of Ameri- | 
can philosophic and psychologic thought—pragma- 
tism, psychobiology, the concept of homeostasis, the | 
"classic" psychoanalytic theory, and the "cultural" 
psychoanalytic schools of thought. Withal the vol 
ume repeatedly stresses Doctor Rado's adaptational 
psychodynamics, a theoretical framework which is - 
admittedly at variance with the “unsatisfactory” — 
psychoanalytic theory of personality and mode of 
psychotherapy. For this reviewer, Doctor Rado 
psychodynamics is more clearly asserted as supe 
to the old than proven as superior on the basis < 1 
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- the presentation here. Throughout the articles ap- 
pear statements such as "reparative psychotherapy 
is too broad a subject to permit full exposition in 
the space available." This is one of the chief faults 
of the book, that is, that because of the restrictions 

- of time and space the full measure of the adapta- 
tional psychodynamic theory cannot be taken. The 
section entitled "Research in Schizophrenia" con- 

tains preliminary reports on on-going research 
which, if not conclusive, are stimulating. But, as 
one discussant noted, these are "sketchy reviews of 
highlights." It is just this last phrase "a sketchy 

- review of highlights" which leaves one in doubt as 
to whether or not articles such as this should be 

. included in book form. I must hasten to add that 

- the book also reflects the present limited state of 

— our knowledge of psychodynamics, of neurophysi- 

ology ‘and psychosomatic problems (referred to, in- 

- triguingly, as comprehensive medicine) and one can 

- enly praise the strong effort being made at Colum- 

bia University for a total view of the person—ge- 

netic, cultural, neuro-endocrinologic, etc. 

— Several of the articles in the book seem to be of 

lasting importance. Doctor Goldman's article on 

“Reparative Psychotherapy" is by far the most 

explicit exposition of the nebulous term "suppor- 

ive therapy" that this reviewer has encountered. 

- Doctor Levy's study of oppositional behavior is ex- 

cellent. Doctor Markus's family study unit is a 

well-written section in which the author's experi- 
ence with team treatment in a child guidance clinic 
is evident. His thoughts about the team approach 
— are appealing and provocative. There are brief but 
i articles by Kardiner on the “Cross Cul- 


‘tural Point of View” and by Dr. Hilde Bruch on 
_ the “Psychopathology of Hunger and Appetite.” 
Josep E. Rankin, M. D., 

Washington, D. C. 


! Zurn PHAENOMENOLOGIE DER BESSERUNG IN DER 
.. . Psycuotnerarie. (Concerning the pheno- 
- menology of improvement in psycho- 
* therapy.) Supplementum ad Vol. V, Acta 
; Psychotherapeutica, Psychpsomatica et 
[ Orthopaedagoigca. By Norman  Elrod. 
(Basel: S. Karger, 1957, pp. 199.) 


Dr. Elrod, an American physician, has been 
- working in a Swiss Mental Hospital. Without 
being all too indiscreet one may guess that 
it was the Burghoelzli in Zurich. Dr. Elrod 
took over for individual and group therapy a 
chronic schizophrenic. To anticipate the re- 
sult : the patient, Hans Zimmermann, returned 
to his wife and daughter after one year. Zim- 
mermann had shown the first vague symptoms 
at the age of 27 years; two years later there 
occurred several unmistakable manifestations, 
and another year later, that is at the age of 
30, he was admitted to the hospital. There he 
remained with one interruption for 5X years. 
The author does not want to “make a definite 
statement about the essence and the ap- 
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pearance (das Wesen und das Auftreten) of 
the improvement" ; he has set himself the tak 
to let the reader see what happened step by 
step in this particular situation with particule 
illumination of the Elrod-Zimmermann rele 
tionship. This is very informative since the 
institutional situation is drawn in with is 
hierarchy and all manner of difficulties deriv. 
ing from it. 

It is worthwhile to read how the author got 
contact with the patient, how he won the pa 
tiens confidence and how there evolved out 
of the physician-patient-relationship a friend- 
ship between Dr. Elrod and Mr. Zimmermann. 
The doctor went on first name basis and “Du” 
—saying with the patient. Nevertheless or per- 
haps just for this reason the description Dr. 
Elrod gives us remains impressive and alive. 

The emphasis on the “existential situation 
does not become clear; phrases like “the 
diabolic certainty of schizophrenia”, “the 
‘daimon’ of the patient was that human situa- 
tion we call schizophrenia . . ." and the like 
detract from the genuineness of the author's 
reporting. One may be allowed to wonder 
whether he always understood what he put 
down possibly on advice of advisors. There is 
also some doubt in this reviewers 
whether the author fully appreciated what 
“Du”-saying means in German and what it 
may have meant in particular for Zimmer- 
mann. I do not want to minimize the merits of 
this author by pointing to his bilinguality : he 
doubtlessly talked German with his pem 
but he seems to have written his treatise 
English from which it was *ce-translated". 

Evcen Kann, M. D. 
Houston, Tet 


Year Boox or NEUROLOGY, PsycHIATRY ANP 
Nevurosunceny. 1957-1958. Edited [i 
Roland P. Mackay, M.D. (Neurology) 
Bernard Wortis, M.D. (Psychiatry), : 
Sugar, M.D. (Neurosurgery). 1958. 
The Year Book Publications, Inc» 


$8.00). ce 
The three fields surveyed in the Yeat 


seem to be about equally productive as 
by the space allotted to each in this 
volume, plus 23 pp. for indices. For à get 
appreciation of the contents one may troduc- 
the comments and er in the in 
tory surveys by the three editors. — . ate 
"Mackay polli to studies of "the el 
processes of cellular function, suc tail ed in 
in which myeline is formed and m sath role 
good repair ... suggesting the np i 
of oligodendrocytes in the economy °` ^» pt 


Thus, glia would appear to be an active 


Fr 


See PS) UTENTE NOI Ve 


1958) BOOK REVIEWS - 477 

in neural function rather than a mere support- — ticals the habit-forming drugs. Wortis 

ing structure.” concludes; “Today we have 
in, “Physiologic studies . . . hint that only the earliest beginnings of a specific thera- 

the ing process may go on as low in the peutic , but even this bit is 

sensory heirarchy as at the first synapse (Her- a real . 

eandez-Peon), as well as at cortical levels . . . The report of the British Committee on 


The thought persists, at least in the editor's 
mind, that the sensitivity of the synapse to 
coded frequencies, simultaneity and sequence 
lies at the heart of memory, which is at the 
heart of mind.” 

Again, the hope is reasonable that through 
the steadily accumulating studies in neuro- 
pharmacology we may learn something about 
"the neurologic bases of, the psychoses and 
abnormal affective states . . . the problem of 
the ‘neurology of behavior’.” 

Markay refers to recent Russian claims of 
obtaining from cases of disseminated encepha- 
lomyelitis a pathogenic virus and that a vac- 
cine had been made that was effective against 
multiple sclerosis. He quotes findings from a 
repetition of this work by Sabin (University 
of Cincinnati) who could not confirm the So- 
viet claims and concluded that “the Russian 
multiple sclerosis virus is rabies virus and it 
has no relationship to multiple sclerosis.” 

Wortis, opening the section of psychiatry, 
notes that since 1956 there has been a little 
decline in the mental hospital population in 
the United States for the first time since 
World War II. As a result of improved, more 
intensive, and new treatments it has been pos- 
sible to discharge more patients and fewer 
have been admitted. Observers variously at- 
tribute these changes to 1. Tranquilizing drugs, 
2. Physiologic treatments, and 3. More active 
Psychotherapy. 

Research in the genetic aspect of mental ill- 
hess has continued very active and promising, 
[although Pauling’s forecast in the A.P.A. gen- 
etic symposium of 1956 was perhaps unduly 
Optimisti 


c]. 
The pharmaceutical houses keep both the 
Profession and the public abundantly informed 
the advances in psychopharmacology. Wor- 
tis gives a useful list of 40 or more of the newer 
8s used in psychiatric practice. (It is under- 
that any list published today will re- 
uire an appendix tomorrow). In this list are 
Even the chemical name of the drug, the trade 
cg the manufacturer and the dosage. The 
ds. are also classified as tranquilizers, stim- 
b» ts and sedatives, It is noted that an in- 
ws d number of reports calls attentions to 
of plications and dangers that may follow use 
that Waning drugs. It is also of interest 
-H.O. in 1957 listed these pharmaceu- 


In a brief introductory note to neurosurgery, 
Oscar Sugar notes that “it is no longer relative- 
ly easy to present a fairly complete bibliogra- 
phy of related works." He comments on the 

resulting from the great increase 

of published material, multiplication of jour- 
nals, duplication of reports, delays in publi- 
cation, etc. He suggests the possibility of 
a new central organ for publication of 
of the full 
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with "Blood Supply of the Pituitary 
" and ending with "The Location of the 
Conscious Center in the Brain—the Corpus 
Striatum.” Another work is Vol. II of Hand- 
der Neurochirurgie (Springer-Verlag. 
1957). Dorcas H. Padget's monograph "The 
Development of the Cranial Venous System 
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A ForLow-Ur Srupy or Wan NEUROSsES. 
By Norman Q. Brill, M.D., and Gilbert W. 
Beebe, Ph.D. (Veterans Administration 
Monograph, 1955, pp. 393. 271 tables.) 


_ Comparatively, little is known about the 
[ matural history of neuroses, and because the 
- problem of emotional breakdown was one of 
the most serious medical problems with which 
the armed services had to contend during 
"World War II, the need for a systematic un- 
biased study of this problem was apparent. 
Inasmuch as a great deal of clinical material 
-was available as a result of experiences during 
World War II, the Follow-up Agency of the 
National Research Council, devised by the 
committee on Veterans medical problems in 
cooperation with the Veterans Administration, 
the army and the navy devised the project 
which is reported in this volume. 

.—. Observations and clinical experiences with 
- personnel during the Korean conflict also are 
utilized in these studies. 
..... The first goal of the study was to determine 
the characteristics of those who broke down 
- aş compared with a random sample of the 
. general military population both before and 
during military service. Both sociological and 
psychiatric characteristics were investigated 

- in relation to the chance of breakdown in the 
- service. A second objective was to learn the 
specific circumstances which precipitated 
breakdown, the subsequent course of the ill- 
ess during service, and the quality of any 
further duty which might be performed. 
A third and major goal was to learn what 
- happened to these men after they left the 

service and to describe their psychiatric status 
at follow-up approximately 5 years after 
-. breakdown. 

-~ The basic findings are all graphically pre- 
_ sented and discussed regarding the implica- 
_ tions of military and sociological characteristics 
of the population sampled as well as certain 
_ psychiatric aspects of the pre-service history 
. in which pre-service personality and family 
p history are investigated as well as the stresses 
during the military service. It seemed that 
there was little difference between the psycho- 
— meurotics and the random sample of normals 
on entering into the service except the former 
were somewhat older at entry, were more 
often inducted than volunteered, and except 
for those initially decompensating during the 
first month of duty, had generally served 
longer than the average. It seemed that posi- 
tive evidences of emotional illness among 
family members and also evidences of parental 
removal before adolescence and extreme at- 


titude of rejection, indulgence, over-protection 


a 


or rejection were correlated more highly with 
the breakdown group. Persons who had malad- 
justments in more than one area involving 
social, sexual, marital, school and work areas 
most often were seen in the breakdown group, 
and a larger number in which there was evi- 
dence of strong sibling rivalry were seen in 
the patient group rather than the controls, The 
area of military service was important in that 
those under more stress appeared to break 
down more often, with combat areas having 
the greatest number of breakdowns. Sixty $ 
of these were lost to the service because of 
psychiatric discharge. Evaluation of follow-up 
status reveals 90% of the subjects volunteering 
some symptoms, with 60% of the men who 
were called definitely ill at separation im- 
proved. Only 36% had sought treatment for 
their emotional disorders, 15% from psychia- 
trists. When seen, aboco 40% were drawing 
VA compensation, though this did not have — 
a dynamic influence upon the course ofthe — 
illness generally. 
Analysis of the follow-up data indicated that 
78% of those considered to have no disability 
nevertheless reported psychiatric and psycho- | 
somatic symptoms, and VÀ compensation for | 
psychiatric disability was seen only 1 | 
correlated with the examiner's evaluations of 
disability and study. Regarding treatment, 
only 55% of the men with the greatest diss —— 
ability had sought treatment of any kind. | 
treatment was mainly symptomatic, and 
men themselves under-estimated their ™ 
for treatment or had negative attitudes towar! 
it. The examiner's diagnoses and his prognose 
correlated quite highly with disability; 9E 
the severity of illness at the time of br | 
down, and the response to treatment wes 
not the variety of treatment) seemed p 
what related to disability of follow-up. I 
nosis and follow-up indicated the men an 
presented personality and behavior disor ia 
had more often first broken down a 
the Z/I, and in response to interpers 
stresses and military life and to civilian € 
stresses, Men who first broke down ad 
rather than during, their combat tour E, j^ 
more severe diagnosis from their exa 
Men whose breakdown seemed espeC i. 
sociated with their own dependency ded t 
stinct-ridden characteristics also ten As 6k 
be somewhat more ill at follow-up. at 
pected, the man who was entirely no found 
entry had the greatest chance of being ^ the 
with no illness at all on follow-up: euros 
other extreme, the man with an overt eglighl 
at entry into the service had only & pe^ The 
chance of having no illness at follow: study of 
two specific findings of interest in the i 
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adjustment at follow-up are : 1. That there is 
no evidence of secondary gain in the limitation 
of ability to. work because of illness; and 2, 
Men with overt neuroses prior to military serv- 
ice exhibit more sexual maladjustment than any 
other pre-service personality group. In gen- 
eral it was the poorly educated, unskilled 
individual of limited intelligence, who was not 
well adjusted before entering the service, and 
who was more liable to have had marital 
difficulty after discharge, who is least apt to 
improve and most apt to get worse. Regard- 
ing VA compensation for psychiatrie disability, 
it was found compensation was granted more 
often to those who served longer though the 
length of service was not found to have rela- 
tionship to the severity of illness at follow-up. 

An analysis of the military experience indi- 
cated that the nature of stress experienced was 
important as far as VÀ compensation status is 
concerned, and that the man who broke down 
in combat was more likely at follow-up to have 
deteriorated ; his illness was more likely to be 
considered service-connected and therefore 
compensable ; and on review, he had a better 
than average chance that compensation had 
begun. Location at breakdown seemed depend- 
ent on two sets of factors : predisposition and 
distress. A few pre-service characteristics 
Which were purely indicative of predisposition 
were the following: a pathologically strong, 
Positive attitude toward the mother; an im- 
Paired pre-service personality and adjustment, 
and history of having sought treatment for a 
Presumably psychiatric disorder prior to enter- 
ing the service. From the standpoint of rate 
of recovery location at first breakdown was of 
great predictive value. Those breaking down 
early were generally sicker, though combat 
cases—while acutely ill-were least often 
Severely so, Location per se however, was not 
useful in predicting subsequent disability, The 
Severity of illness at the time of the first break- 

Own was not highly correlated with features 
of the psychiatric history or with follow-up 
status, Regarding treatment, it was found the 
choice of treatment to be related to pre-service 
Personality prior to breakdown and severity of 

illness. Follow-up status, however, could 
not be correlated with the type of treatment. 

though psychiatric diagnosis at the time of 
S Ow-up is highly correlated with disposition, 
oe half the men who were discharged for 

isability had no more than mild neurosis at 
us Ow-up, and a considerable number were 
ot ill at all. Men discharged for psychiatric 

ability have a relatively poor prognosis. 
th analysis of the pre-service record from 

e standpoint of family history, personality 

Pairment, and adjustments indicated numer- 


ous elements of the family history to determine 
pre-service personality and adjustment, es- 
pecially psychiatric illness in the father; and 
again at follow-up, the family history is rather 
firmly associated with psychiatric status. Pre- 
service personality also was correlated definite- 
ly with maternal discipline and indulgence ; 
an unusualy negative or positive attitude 
toward the parents ; overt sibling rivalry ; and 
parental conflict, Unrelated to personality pat- - 
tern were parental withdrawal, the degree of - 
paternal discipline or indulgence, economic 
status, or religion. 

Implications of the study for induction, 
utilization and disposition policies for men who: 
will be drafted into military service in the 
future are pointed out in the last part of this - 
book. The experiences of World War II sug- 
gested that the size and probable psychiatric — 
compensation of the total manpower pool are — 


such that another large scale mobilization will _ 
necessitate interest in marginal psychiatric — 
groups. The type of psychiatric examination — 
that is possible at induction provides an in- | 
sufficient basis for forecasting military f 
formance and therefore cannot be relied upon - [ 


to choose individuals for service, its value — 
being limited to elimination of only the more 

obviously inapt and grossly ill It is pointed — 
out that those who required psychiatric treat- 

ment in the service, even if overtly neurotic at _ 
entry, appeared to have paid their way as a . 
group. It seems criteria for evaluating military — 


performance were badly needed and that prob- A 


ably the psychiatrists used in the World War — 
II screenings might have contributed more to 


the war effort if their talents had been devoted _ 


to insuring better utilization of men in the 


armed forces and at efforts toward prevention 
of psychiatric breakdown, than in screening — 


those other than obviously ill from the service. — 
Dr. Brills book is a very thorough study 


which may help dispel a lot of exaggerated | 


fears about the ability of those men who 
broke down in the service to reintegrate into — 
a civilian setting. The impressive thing is the 


degree of spontaneous improvement which - 


takes place following discharge, and the rela- 


tively small number who receive treatment in ~ 
contrast to the number who are given mone- — 


tary compensation. 


This book will be interesting to those who — 


, 


care to examine the extensive statistical data . 
reported. It also contains a very easily read - 
description and summary of the data presented 
at the end of each chapter, which makes it a 


readable book for those who have not time 4 


to examine the more graphic material con- 
tained. HawinroN Ford, M.D, —— 
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IN MEMORIAM 


CHARLES ENGLANDER, M.D., 1890-1958 


Things won't quite be the same without 

- Charlie Englander. He was here and there 
- and everywhere. He knew everybody and 
‘everybody knew him. He was one of the 
founders of our New Jersey affiliate and he 

-~ was its president in 1950. He was a native 
.. of New Jersey. He received his M.D. at the 
- old Medical-Chi. in 1916, where he won 
. membership in the Honor Society, A.O.A. 
- After interning in Newark he entered the 
Army for the brief duration of that war. 
_ And then in 1919 he opened an office for the 


private practice of neurology and psychia- 
A $ Tha made him a pioneer—there were 


very few specialists of any sort at that time, 
and only one or two were ahead of him 


B duy in all New Jersey. He 
__ became affiliated with the Vanderbilt Clinic 
- and Neurologic Institute in New York as 
early as 1920, 
- A Board Diplomate in both neurology 
- and psychiatry, he was active in APA com- 
— mittee work. He had opinions on everything 
- and he let you know just where he stood. 
. But he was incapable of ill will. He was in- 
. mocent of envy or greed or malice, In the 
. rat race of competitive practice, he stood 
. in dignity by the side of the road. He en- 
y couraged the others and helped them and 
in his exuberant good will, forgot about 
^ promoting himself. He knew more neuro- 


* 


anatomy than most of us, and was one of 
the very few neuropathologists in his state. 

He was chief of psychiatry at two general 
hospitals in Newark. But his first love was 
the Essex County Overbrook Hospital with 
which he had been identified since 1919. He 
was director of laboratories at Overbrook. 
It was appropriate that he died there with 
his shoes on. He died in his office while 
dictating into a machine the report of an 
autopsy on a cardiac, A play-back of the 
record discloses his shortness of breath and 
his struggle to get the words out, and then 
silence while the disc turned mutely. For 
him there was no invalidism, none of the 
indignity of illness or the helplessness of 
disability, and let us hope, no pain. 
last words were uttered in the performance 
of duty. He certainly would have wanted 
to die that way. 

We have all said lots of things to Charlie 
for lots of years. But these are the 
words we shall say to him. He led a turbu- 
lent, restless life, constantly [e 
self, not for personal aggrandizemen 
out of some Ms need. But rest has come 
at last. Charlie, may you rest in peace 

Henry Davidson, M.D» 
Overbrook Hospital, 
Cedar Grove, N. J: 
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THE ACADEMIC LECTURE 
THE WAY AHEAD} 


J. R. REES, M. D2 


You fortunate people in North America 
who so often appear to have Sabbatical 
leaves may perhaps use those occasions to 
review the job, or even the many jobs, that 
you have been doing in the field of psychi- 
atry, in order to see in which direction you 
are going. I think that probably for all 
of us it is useful now and then to try to get 
a fresh perspective on our profession and 
our own personal involvement in it. We can 
imagine that the first man to travel in a 
satellite round the world will—if with ade- 
quate doses of tranquilising drugs, free 
from personal anxiety—get quite a different 
impression of life on the earth from that 
distance to any that he had before; and 
though we can't quite do that, it is a good 
thing to try to stand some way off and get 
Some new viewpoints on our particular 
small field which may give us some satis- 
faction or discontent, and which may oc- 
casionally lead on to the devising of new 
plans of action. 

It is a little more than 10 years since 
World War II ended, and that unhappy 
affair gave a stimulus to the development 
of psychiatry, and certainly to the develop- 
ment of viewpoints about social psychiatry 
which had a certain freshness about them. 

. Many of us were reviewing the progress 
5 one particular facet of psychiatric 
i ought and work last year in the Second 
nternational Congress of Psychiatry. 
iad just 50 years since Adolf Meyer and 
à illiam A. White gave their professional 
paring and support to Clifford Beers in the 
bid Club at Yale, in founding the first 
ages for Mental Hygiene, to improve the 
ot of the insane. 

This is the 10th anniversary of the World 


1 
7 Read at the 114th annual meeting of The Ameri- 
x Psychiatric Association, San Francisco, Cal., 
rf 12-16, 1958. 
b Director, World Federation for Mental Healtb, 
Manchester St, London W. 1, England. 
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Health Organisation of UN, which is dedi- 
cated to the concept of physical, mental 
and social well being, and the 10th birth- 
day is being celebrated at Minneapolis 13 
days from now. It is also the 10th anni- 
versary year of the founding of the World 
Federation for Mental Health, in which 
your Association played and has always ra 
maintained an extremely important role. 

Perhaps these various milestones give 1 
some slightly added reason for hing 
psychiatry is doing, what it should do differ- 
ently, if anything, and how it is fulfilling its — 
scientific function as part of medicine 
(which is both a biological and a social 
science), and how we as psychiatrists are 
fitting in to the health pattern and to our 
social responsibilities as citizens of our own ~ 
countries and members of the family of na- . | 
tions. These are some of the things I should — 
like to look at. 

I remember that on the first visit I made — 
to the United States in 1927, Dr. William L. 
Russell, who was then at Bloomingdale, 
took me very seriously to task because the 
Tavistock Clinic in London, where I was 
working, had added to its name the sub- — 
title, "The Institute of Medical Psychology." 
He thought that this was meaningless 
a regressive action, but he was much more 
disturbed at my British tendency to use 
the word "psychotherapy" because, as he 
told me, he regarded psychotherapy as a lay 
word that should not be employed by any- 
body who practised or believed in psy- 
chiatry as a medical specialty. 

On the other hand, shortly after I re- 
turned to London, Lord Dawson, who was 
a very distinguished general physician, took 
me to task for speaking about psychiatry, 
because he thought that this was a rela- 
tively new word which had little meaning 
in medicine (in Britain of course), and he 
thought that psychiatrists should just be 
called “mental specialists" if they decided 
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to leave the term “alienist” behind. ~ 
Clearly things move forward quite a lot 
and attitudes change, even in the short 
spell of any one man's professional life. 
Because of my involvement with the 
World Federation for Mental Health (your 
Federation) I have been privileged in the 
last 10 or 11 years to travel in many coun- 
tries, where I have had brief glimpses of 
what is happening in our field of interest 
and have been able to meet and talk with 
many psychiatrists, with general physicians, 
with administrators and other people who 
are concerned with the medico-social prob- 
lems of mental sickness. We have no abso- 
lute criteria by which we can judge of 
_ progress and advance, and the medical his- 
torians in our field are constantly reminding 
us about our extremely progressive fore- 
fathers and their wisdom. On the other 
hand, my general judgment is that there is 
— steady and marked progress in psychiatry 
-and in the care of those who are sick, and in 
the development of more informed attitudes 
towards psychiatric illness in all its mani- 
festations, In every country there are black 
spots and there are splendidly progressive 
. activities. As I meet and talk with psychi- 
atrists in their own countries, whether in 
the Americas or Asia, Africa, Europe, I am 
greatly impressed with the quality and wis- 
` dom of the men I see at work who have 
chosen to develop their research and other 
interests in psychiatry, in psychosomatic 
medicine, in child psychiatry, or whatever 
- other branch of work it may be, 
There are far more good and cheering 
ceufiars to be seen in psychiatric practise 
the world over than there are depressing 
institutions. In many countries where one 
would perhaps not have expected to find 
good hospitals, these exist. They may be 
overcrowded—indeed they mostly are ; they 
are short of trained staff, but they are highly 
effective from the therapeutic angle and 
they are happy communities, a great en- 
couragement to any psychiatrist who visits 
them. Perhaps it is true that in some coun- 
tries, such as Costa Rica and Thailand, the 
excellent atmosphere and work of their 
mental hospitals comes about because they 
are, in fact, very much in the center of the 
cities, a part of the total community, and 
with no sense of isolation. The care, the in- 
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{Deter | 
terest, and personal respect given to pa 
tients, the occupation for practically all of 
them, and the great humanity of the nurs. 
ing staff, play a large róle. 

This leads me to question first the whole 
concept that we have of the mental hospital 

Our forefathers, not much more than a 
century ago, when they had outgrown the 
idea of Bedlam, arranged for custodial care 
of the mentally sick, and were mostly in- 
spired to build vast indestructible building — 
of a somewhat prison-like type, as far away 
as might be from the places where they 
themselves or the patients lived. “Mental - 
patients must be locked up" as distinct from 
those with physical illness. In most coun- 
tries of the world we still suffer from these 
massive buildings, for the destruction of 
which people have not sufficient funds and 
which it is almost impossible to modernis, 
and nearly equally difficult to humanise. 
The spirit inside these buildings has 
changed, though I always wonder whether 
in some of the enormous modern men! 
hospital buildings which tragically have 
been erected in a number of countries it i$ 
possible to avoid desocialising those wh? 
are sick, à 

Change came about gradually D 
hoping to escape the stigma of ment hs 
ness, we deserted the good old words r 
treat" and "asylum" and did our best r 
make mental hospitals justify their Be 
as hospitals. In the period of our Mena x 
that is, since the First World War ke is 
there have been enormous advances ge 
care, better trained and more num 
staff, both medical and nursing, have m 
the biggest impact on the situation, ano 
advent of a more understanding m 
logical approach and of modern phy 
methods of treatment and of occupi t 
have revolutionised the situation sa 
70 percent, I suppose, of the pale velop- 
come into mental hospitals. New en 
ments are being made and experi 
the granting of liberty to patients, 
moval of locked doors and bars, W! would 
of other allied changes; and the 
appear certainly to make a great " 
to the rapid recovery of patient, doc 
attitudes of patients to themselves. and df 
tors and nurses towards the p patiens 
the community towards individu 
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and to mental illness in general. 

And yet I wonder sometimes whether 
in achieving these great advances (as they 
certainly are) we are perhaps rejoicing and 
being lulled into accepting without suffi- 
cient question the actual institutional basis 
and necessity of the mental hospital. It may 
be that separate mental hospitals as such 
should not exist, though obviously we have 
got a long way to go before we can provide 
adequate and more effective substitutes for 
them. I commend it to you as something 
at least worth thinking about. 

It was interesting to see that Governor 
Harriman of New York State in a message 
to the legislature last January began his 
report on mental health by saying, 


The past three years mark the most signi- 
ficant period in the history of mental hygiene— 
the beginnings of scientific control over the 
ravages of mental disease. For the first time, 
there has been a sustained downward trend 
in the population of our mental hospitals. For 
the first time, instead of the bleak prospect 
of ever-mounting human and economic toll, 
we can look forward to more frequent and 
more rapid recoveries, and eventually to a 
measure of prevention. 


_ This is cheering news and could be said 
in most countries of the world though per- 
haps in many places the period of marked 
improvement might be somewhat longer 
than the 3 years which Governor Harriman 
mentions. It seems to me clear that the use 
of physical methods in the years since the 
last war have done very much to improve 
the prognosis of psychiatric cases in men- 
tal hospitals and that the period of the large 
scale use of drugs to which presumably the 
report from New York State is referring has 
also done and will continue to do useful 
Work. In a number of cases they have 
Proved a very valuable tool in the hands 
of psychiatry. Nonetheless, as we look for- 
Ward to shape our policies for the future, 
it seems to me that we should not be con- 
tent to leave the matter here. We shall al- 
Ways need hospitals for psychiatric dis- 
Orders and constant improvement and 
refinement of therapy, but in the good hos- 
Pital there is much evidence that the gen- 
eral atmosphere, the interest in and respect 
for patients which are displayed, are pos- 
Sibly more important for the majority of 


patients than are the physical methods of 
treatment. 

A consultant visiting Sierra Leone re- 
cently and going through the records for 
many years back of the mental hospital 
there which has only rarely had a psychi- 
atrist attached to it, found the interesting 
fact that when there was a high level of 
kindly interest and care in the hospital, the 
recovery rate was as good as at times when 
in fact there was a psychiatrist working in 
the hospital. This was of course prior to 
the advent of modern treatment. 

Those of you who are familiar with the 
work carried on in industry by Elton Mayo 
and Rothlisberger, will recognise a similar- 
ity in the situation, since as you remember, 
they demonstrated that morale, and conse- 
quently production, went up simply as a 
result of extra interest being shown in the 
welfare of the workers. 1 

Clearly we need all of these approaches 
until we can develop still better lines or 
plans of attack on psychotic disorder. 

There are some interesting experiments 
going on in psychiatry. Lambo(1) in Wes- 
tern Nigeria, until a few months ago the 
only psychiatrist for 32 million people, hav- 
ing only a limited number of buildings 
available, adopted the day hospital plan 
that we owe to Cameron. Patients came 
from many places in Nigeria on condition 
that they brought a relative who would 
live with them and cook for them. They 
were boarded out in one of the 4 African 
villages which surrounded the day-hospital 
buildings, and a trained African mental 
nurse lived in each village to deal with any 
night emergencies. Spending their day in 
the hospital, the patients had every kind 
of treatment that was necessary with ex- 
cellent results and this method has been 
thought by some to be quite possibly a 
pattern which could be followed in many 
of the underprivileged countries. 

The even more striking work of Tigani 
el Mahi in the Sudan is probably familiar 
to you and illustrates the possibility of co- 
operation with and gradual education of 
the native healers, and the great value of 
outpatient treatment in the absence of 
special hospital beds. 

When one moves on to a further stage 
of psychiatric activity, it is interesting to 
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see in St. Thomas in the Virgin Islands, that 
all the psychiatric patients are cared for in 
a wing of the general hospital and move 
around as freely as ambulant patients in 
any other ward of the hospital With a 
visiting psychiatrist coming once a week, 
until recently, they have during the last 2 
or 3 years not had to send any of their 
patients for more prolonged treatment on 
the mainland. One can record also the fact 
that in Ruanda Urundi which is a UN trust 
territory in the center of Africa, the whole 
of the psychiatric care for the territory is 
provided in one general hospital where 
there are as a rule 150 to 200 psychiatric 
patients with no locked doors, mixing as 
they wish with other patients in the hos- 
pital This has been in operation for 
Some years and is in every way a success. 

"There is no need for me to speak, I think, 
of the open door hospitals in Britain be- 
cause you will have heard a good deal 
about them. There still is some opposition 
of course to the idea in Britain itself, but 
it seems to come primarily from those who 
have not had first-hand experience. There 
would appear to be something fundamental 
in this experiment which gives a great sense 
of liberty and leads to cooperation in treat- 
ment, which encourages people to seek 
treatment early as voluntary patients, which 
breaks down some of the old barriers which 
existed between patients and staff and re- 
moves most of the stigma which has till now 
attached to mental sickness, There seems 
little doubt that this has been a progressive 
experiment, especially where the hospital is 
closely integrated with the community serv- 
ices of the area. 

In thinking about the way ahead, I 
would, however, suggest that we might go 
still further. There may be this danger that 
the introduction of new physical methods 
of helping certain disorders and chemical 
methods of giving better control to patients 
and even the social and humane advantages 
of the open door system, may have the 
effect of stopping us challenging ourselves 
about the method of treating mental illness 
in special hospitals and institutions, In 
the past those who were mentally sick were 
regarded as constituting quite a different 
problem from those who were physically 
sick. Certainly the infectious should be 
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isolated. The aged, the arthritics and other 
chronically sick persons were often located, 


in Britain at least, in the poor-law institu. 


tions. Psychiatric cases were locked up, and 
the scientific treatment of all patients 
tended to be confined to the physically 
sick in general hospitals. 

Gradually in many countries there is a 
movement towards closer links between the 
psychiatric units and the general hospitals, 
with greater emphasis upon outpatient 
treatment as opposed to inpatient care, Is 
this a good and wise move? In Denmark 
there has been since 1952 a commission 
which has been investigating the whole 
situation and planning of mental health 
facilities in that country. The report which 
has just come out(2) takes the line that the 
new mental hospitals which are needed 
shall be units of 350 beds as a maximum, 
with outpatient services, and that they 
should all be located alongside or joined 
with the provincial general hospitals of the 
area from which they draw their patients. 
The same plan is being suggested for coun- 
tries like Peru with an enormous 
problem. This would seem to be not only 
an economy in services and something 
which will simplify the nursing problems, 
but would appear to be a very progressive 
move away from the separation between 
mental and physical illness. 

In England, Carse(3) and his co- works 
have recently described the first years? i 
sults of an interesting experiment in crea 
ing a district mental health service 8T en 
their mental hospital. They becam do 
vinced that outpatient treatment coul their 
as much for a large proportion O Te 
patients as hospitalisation in the ‘aa 
crowded hospital. They picked the H 
of Worthing on the South Coast of Engl 
which was in the area from whic day 
draw their patients and established e ; 
hospital and outpatient service in oS Quer 
Following somewhat on the lines E 
ido in Amsterdam, they dealt in They 
10 months with nearly 1200 patien 432 
paid over 1000 domiciliary vis ond 
patients and gave appropriate pert 
to those who needed it at the day. a] from 
Whilst the admission to the hospit 
the other areas in their district ine th any 
by 4 per cent as one would expect W! 
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good mental hospital that provides early 
treatment, the admissions from the Worth- 
ing area diminished by 59 per cent. When 
necessary, admission of the patients to the 
hospital was simplified. They established 
close relationships with the family doctors 
in the area, and their necessarily close con- 
tact with the families of patients increased, 
of course, the educational preventive work 
that is associated with such service. 

They record a reduction of 46,9 per cent 
of admissions of elderly patients who are 
normally reluctant to enter a hospital. This 
work at Worthing was carried out by the 
whole-time work of two psychiatrists and 
the half-time of one other, with a small 
nursing and social work group. They were, 
of course, members of the hospital staff. 
In consequence, it is not surprising that 
this hospital is planning to extend the same 
method of outpatient service to the other 
parts of its area. This seems to suggest yet 
à further advance towards our goal of the 
most rational, effective and economical care 
and treatment for that section of the popu- 
lation for which we have responsibility. 

There is one further idea to which I 
would like to call your attention. At present 
9ne should perhaps call it a fantasy or a 
Plan, but nonetheless it seems to me to be 
significant. McKeown, the Professor of So- 
cial Medicine in Birmingham, England, has 
recently made a study(4) of all the hospital 
Population, except mental defectives, in the 
Birmingham area. He has suggested the 
Possibility in the future of ignoring all 
differentiations between the actual symp- 
toms of illness, and that all those who need 
hospital care should be grouped in one 
hospital center with four divisions. 

The first and most elaborate would be 
for those who needed all the facilities of a 
hospital, with surgical, medical and skilled 
nursing care ; the second would be for those 
Whose condition did not demand full hos- 
Pital facilities, but chiefly simple nursing 
Without any mental supervision ; the third 
ud be for those who again needed 
"mited facilities; but would need some 
Supervision or simple nursing because of 
their mental state ; the fourth would be for 
OSe who must remain in the hospital 
chiefly for social reasons, and these would 
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clearly be mostly geriatric, psychiatric or 
arthritic cases. 

This scheme which has been set out by 
McKeown would seem to be worth much 
consideration especially where, as in newly 
developed countries, hospital building has 
still to be undertaken. It would avoid in 
large measure the differentiation between 
the physically sick and the mentally sick. 
We can never forget the biological basis 
of all symptoms and thoughts, and that we 
produce through psychotherapy more 
subtle, delicate and long-lasting changes 
than we are likely to produce by drugs. 
Fremont-Smith has often talked, most wise- 
ly, of the "physiology of interpersonal re- 
lationships". This plan would also obviate 
the difficulties of getting adequate medical 
and nursing for long term chronic patients 
whether physical, mental, or geriatric, since 
the staff would rotate as between long stay 
patients and the acute cases. It would cen- 
tralize both the surgical and laboratory fa- 
cilities and therefore be an economy. If a 
significant diminution of one part or other 
of the hospital population occurred, as we 
hope may be the case as knowledge in- 
creases, the buildings would be available 
for other purposes. McKeown points out 
further that research would be encouraged 
since those who are concerned and com- 
petent to do research usually want to at- 
tack some problem with which they have 
become familiar and since they would un- 
der a scheme of this kind see psychiatric 
patients which they normally hardly do, 
the research interest might turn much more 
towards our field of concern. The education 
of the medical profession would obviously 
be simplified and in this way a major con- 
tribution might be made to the future care 
of psychiatric and many other rather neg- 
lected fields of medicine. 

It seemed to me in reading this article 
by McKeown a few weeks ago that this 
suggestion should most certainly be given 
much consideration. It would be revolu- 
tionary and no doubt would. be resisted by 
some of our colleagues in other branches 
of medicine, but it is in line with enlight- 
ened thinking. It might be a pity if we 
were to allow the great advances in mental 
hospital treatment which are going on to 
blind us to the possibility of schemes of this 
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kind. No doubt we should have to expect 
that there would be opposition from vested 
interests even in our own profession. Some 
of those who have dedicated themselves to 
the care of leprosy in leprosaria are oppo- 
nents of the schemes for getting those lepers 
who are cured, as so many are these days, 
back to their homes in their villages. It is 
said that the same is also true to a lesser 
extent of some of those who have for years 
been involved in the work of sanatoria for 
tuberculosis. 

Having looked at certain developments 
which might be possible in the treatment of 
the psychoses, let us look for a short time at 
the problem of prevention. We are not in 
a position as yet to do much about the pre- 
vention of psychosis. We need to know a 
lot more about the etiology of the neurotic 
conditions, but we do in fact know quite 
enough about these problems to under- 
take a good deal of prophylactic work. 

How can we advise our colleagues who 

- work entirely by themselves or perhaps one 
other psychiatrist, in countries with 20 or 
30 million people, and who are aware of 
the rapidly mounting demand for treatment 
and the solution of psychological tensions? 
Are we to tell them that they must train 
the hundreds and thousands of doctors that 
they need, and then from that group train 
psychiatrists ; build great institutions and 
outpatient centres ? 

It seems to me that inevitably the only 
answer to their problem is one of preven- 
tion. We have got to be able to help them 
by giving them proven basic principles 
which they can modify and apply for the 
work in their own countries. The British 
way of life or the American way of life can- 
not be grafted on to other cultures. We 
have always got to ask ourselves, in think- 
ing of our friends in under-privileged 
lands : What is the next realisable goal for 
this country or this community ? 

I think you will agree that psychiatrists, 
on the whole, have not learned as much as 
they might have done from the history of 
public health and preventive medicine. Ad- 
vances in prevention have had to be 
fought for by a few enthusiasts in the face 

of apathy and sometimes in the face of 
active opposition from clinicians. If we be- 
lieve that prophylaxis is the ultimate goal 


of medicine, then we need to plan our 
policies and look ahead to much greater 
development along the lines of publi 
health. 

Burnet, the distinguished Australian vi- 
rologist, writing sometime ago on "The 
Future of Medical Research,"(5) points 
out that apart from the disappearance of 
infectious disease and gross malnutrition, 
the main changes in the medical scene in 
the last 100 years have been the provision 
of means to minimize physical or fune- 
tional defects. "Spectacles, false teeth and 
hearing aids may be slightly comic, but 
they have probably done more for human 
happiness than any other application of 
medical science.” He then goes on to point 
out that the first and most important of 
the major medical problems which have 
not been effectively dealt with are those 
in our field of psychiatry and mental 
health. 

There have, of course, been advances 
here. In World War I, psychiatrists on both 
sides of the Atlantic were largely unpre- 
pared for the needs and opportunities m 
arose in wartime. The army of the Uni 
States, partly because it benefited, thanks to 
Thomas Salmon, from the experience 0 e 
French and the British, did very much bet- 
ter than either of its allies in that first wa" 
In World War II the d autho 
were caught again with their eyes 
but yet Fe ion know very considerable 
advances were made in our knowledge S 
understanding and much more be 3 
manded of psychiatrists. We d ; 
great deal though we no doubt made pon 
mistakes. Social psychiatry began to » 
into its own and furthermore Mes ie 
chiatrists realised more than they ha ie 
previously that cooperation with m 
ogists, sociologists, educators, e al. 
officers and administrators was = a 
It must always be so in any pre aychi 
activity or work for better health. d 
atrists, therefore, were able to ho 
clinical experience into the pool o m 
knowledge to great advantage. in this 
war a certain reaction set in, bo nce di 
country and Britain and in Fra trongly 
many academic psychiatrists e «d 
that the task of psychiatry shou and the 
ited to the investigation of etiology 


m 


E 


treatment of mental disease. Prophylactic 
work was unscientific. Fortunately, there 
have been quite enough academic workers 
of high scientific standing who have given 
their support and interest to the develop- 
ment of preventive work in this field. The 
work of the Mental Health Section of the 
World Health Organisation, of United Na- 
tions and of the World Federation for 
Mental Health has benefited greatly from 
their wisdom. 

Work for public health has drawn large- 
ly on scientific discovery. One might in- 
stance the science of nutrition which is 
based on physiology and biochemistry and 
which has made an important contribution 
to human wellbeing provided that cer- 
tain principles of human cultural behavior 
have been recognised in the propagation of 
healthy feeding practices. The control and 
eradication of communicable disease have 
made great advances where the knowledge 
of cultural anthropology has risen suffi- 
ciently far above the level of naive generali- 
zation. In the field of mental health we lag 
somewhat behind, partly because we have 
not had the training and outlook of those in 
public health, Human interpersonal rela- 
tionships between individuals, within small 
groups and families and in the larger so- 
ciety of man are what primarily concern 
those who are working in mental health. 
The techniques of the hospital pathologist 
and the biochemist do not make a very di- 
rect contribution and much psychological 
and analytical work with individuals is 
relatively inappropriate. Controlled obser- 
vation is impracticable because generally 
Speaking it is only in the great disasters of 
mankind that control groups may be set up 
by circumstance. This really underlines the 
fact once more that we know too little and 
that not enough people are observing and 
Producing research data. Clinical medicine 
had to pass through many decades of pains- 
taking but largely non-scientific descrip- 
tion of phenomena ; so did public health. 
Because of his recent centenary we have 
often been reminded of Dr. John Snow, 
who in the great cholera epidemic in Lon- 
don a hundred years ago backed his own 
Observation of the epidemic and his feeling 
of certainty that somehow sewage and 
Water supply were causative factors, in ad- 
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vising the removal of the handle from the 
water pump in Broad Street in the center 
of London, thereby bringing to an end one 
very serious out! of cholera. The 
cholera vibrio had not at that time been 
discovered, of course. 

It is urgent that we get further valid 
evidence of the causal factors of anxiety 
and stress and neurotic breakdown. But 
while we do this it is equally urgent that we 
should try to utilize the very many things 
that all of us feel certain are true, 

When we ask ourselves whether social 
action of a useful kind in our field can be 
based on what we already know of the 
aetiology and psychopathology of various 
distressing psychiatric conditions, there are 
a number of matters which deserve our at- 
tention and are encouraging. 

All of us who have had to deal with 
children who have been the victims of a 
sexual assault realise that in many cases 
they suffer more from having to appear in 
court and be questioned and grilled by de- 
fending counsel than they do from the 
actual assault episode. In Israel,(6) some 
3 or 4 years ago, realising this, on the in- 
stigation of the chief children's judge of 
Israel, the Knesset or Parliament of Israel, 
passed a law that no child under 14 who 
had been assaulted sexually might appear 
in court. À small group of selected psy- 
chiatric social workers was appointed as 
child interrogators. One of them interviews 
each child, and being skilled at that work, 
no doubt does practically all the abreactive 
therapy that is necessary for most of these 
children. The PSW then appears in court 
to give evidence and to be questioned on 
behalf of the children. 

Naturally, the lawyers were doubtful 
about hearsay evidence of this kind—which 
they do not like—and for that reason a very 
careful check was kept. I was assured only 
a few months ago that no complaint of 
injustice done to the man concerned in 
the assault had so far been recognised. 

This in one way is only touching a small 
part of the problem of the prevention of 
psychiatric illness ; but if you think, from 
your experience, of the numbers of women 
who through frigidity and other results of 
anxiety arising from an early sexual assault 
have been quite unable to make a success- 
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ful marriage, and whose tensions and in- 
hibitions have spread to their children, the 
problem is not inconsiderable, and a pro- 
phylactic measure of this kind assumes a 
significant importance. 

"Bowlbyism" is a new word that one 
hears applied in many countries to the 
heightened sense of insecurity and all the 
other characteristics which may result from 
a sense of rejection or lack of maternal love 
in small children. The monograph which 
Bowlby(7) produced for the World Health 
Organisation, in which he pulled together 
the most reliable pieces of research that he 
could find from this country, Europe and 
elsewhere, demonstrated that in many cases 
(not of course in all) small children under 
four were liable to serious consequences, 
"which affected their physical as well as 
their emotional health if they had suffered 
the loss of the love of their mother or her 
surrogate in the early years. Work is con- 
tinuing to discover why some children are 
tough enough to avoid such ill effects, 
whilst others are markedly influenced by it. 

Nonetheless, this emphasis on the im- 
portance of continuous love and security 
has led to quite remarkable changes in the 
care of small children, both in their own 
homes and on occasions when they have 
to be removed to hospital. Groups of pedia- 
tricians have met and have made many 
suggestions about the adequate preparation 
of children for the experience of going to 
hospital. They and the nursing staffs in 
children's wards and children's hospitals 
have come to realise that security and the 
regular provision of love and maternal care 
for small children is in many cases more 
important than the exhibition of vitamins 
and other physical necessities. Constant 
visiting by parents has become a universal 
practice in a large proportion of children’s 
wards throughout the world, and whilst 
we shall have to wait quite a long time for 
an evaluation of these procedures, there is 
good reason to hope that there will be a 
diminution in psychiatric disability in the 
future. 

Experiments are being carried out in 
many places which give us the beginning 
of some confirmation of the value of these 
new procedures. In Bosnia, for example, 
there is a children’s hospital of 150 beds, 


with only 6 nurses who are occupied in 
various purely technical ways, the nursing 
being left to the mothers, who come in with 
the children, sometimes bringing other 
children of the family. A report of this 
experiment(8) indicates that in many 
cases where the mother was not able to 
come at first, the child’s progress has 
speeded up greatly when she was able to be 
in the hospital with him. And vice versa-if 
the mother has to leave, the child often has 
a setback, its fever perhaps recurs and the 
condition deteriorates. 

This is all quite apart from the benefit 
which results from mothers in a very 
primitive area learning something about 
modern child care, sanitation, and so on, 
which may affect the whole future of that 
particular home, and many other adjacent 
homes. 

In some pediatric hospitals in Britain, 
and I am sure in mazy other parts of the 
world, this experimen is being carried out 
also, under conditio: which will allow for 
the accumulation of more scientific - 
Up to date some of them at any rate in í 
cate that they have evidence of the value 0 
these procedures. Mi 

Just as more well trained psychia 
are needed to deal with the mentally sic e 
more psychiatric thought and Ini 
needed in the field of prophylaxis. I ha 
sometimes wondered how far your Noi 
American problem of mental illness we 2 
change if 50 percent of the psychia! 2 
in general practice were to changi d 
plan of life, and for 5 years devote 
selves to the work of the mental hosp d 
and of outpatient clinics. Perham 
should deliberately set ourselves out c 
more public health minded, training i j 
selves to think in terms of prevent E 
ing far greater efforts to see that ` 
cation of general practitioners ee ; 
allied groups is carried forwar that 
field. There is little doubt, I onl o wa 
aid psychiatry, the really preventive ^. 
will in the future be mainly the ri "plic 
bility of the family doctor and the P ght 
health nurse, Do we all do what we | 
to provide education for tiem ided bY 

As you probably know, it is hroughoit | 
our Federation that in 1960 special ed- 
the world we shall have many i 
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forts being made in connection with World 
Mental Health Year. The national pro- 
grams will be designed to meet the felt 
needs of the countries concerned. In some 
countries clearly this will mean beginning 
from nothing. In countries like your own 
where you have an enormous number of 
ongoing projects, it may be more difficult 
to see just where extra effort can provide 
noticeable results. A national steering com- 
mittee representing member associations of 
the Federation in the U.S. is already giving 
serious consideration to this matter. 

The central objectives of World Mental 

Health Year will concern themselves with 
the beginning of careful studies in many 
countries of attitudes towards mental ill- 
ness and related problems, at a later stage 
leading on, one hopes, to studies of in- 
cidence of morbidity ; with the encourage- 
ment of more research in child develop- 
ment and its application to improving the 
psychological care of children and adoles- 
cents ; with improving the teaching of the 
principles of mental health in medical 
schools, teacher training colleges, schools 
of nursing and social work, and other pro- 
fessional groups; with the study and ap- 
plication of human relations techniques in 
industry, which should help those coun- 
tries now in the process of industrialisation 
to avoid some of the mistakes made in 
older countries; and with the study and 
care for the problems of migrants, whether 
voluntary or involuntary, throughout the 
world. 
_ This is a rough formulation of the ob- 
Jectives of World Mental Health Year as 
at present planned. In our thinking about 
the possible developments in the future 
many of us can add some wisdom about 
this particular project. This project in itself 
may be something to be fitted into our 
future plans. 

There is not just one way ahead. There 
are different people in psychiatry (as in 
the other related professions) with varying 
skills and outlook and clearly it is a mat- 
ter of individual choice as to what we set as 
our future goals or what we wish to be the 
future development of psychiatry. Some of 
you will feel that the therapy of a few in- 
dividual patients is for you the most im- 
Portant goal. Others, fortunately, will wish 
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to go on to fresh fields in research and 
teaching. Many of us, I think, may feel that 
public and community responsibility to our 
local, national and world interests demand 
that we shall come a little closer in our 
thinking to our colleagues in public heath 
who are now attempting to understand and 
eradicate the major disease scourges of the 
world, and we may find our own inclination 
moving in the direction of social psychi- 
atry, of research, and studies which can 
lead to social action through education or 
through legislation for the benefit of suc- 
ceeding generations. 

At this time in human history when sur- 
vival is at stake every man has a load of 
responsibility to carry and we psychiatrists 
have perhaps a heavier one than many 
others, because by our training and from 
our experience we see rather deeper into 
the stress, the tensions, the jealousies, the 
creeds, fears and unwisdom which bedevil 
mankind the world over. At times, when 
world problems and tensions look impos- 
sibly difficult, I remind myself of Oxen- 
stjerna, the great Chancellor of Sweden in 
the 17th century. His son had been offered 
a diplomatic post, but had refused it, saying 
that he did not know enough about the 
situation to be effective, and his father 
wrote him a charming letter, in which he 
said: “My son, you have no idea with 
what little wisdom the world is governed”. 
This is still true, and we have the responsi- 
bility of adding something to the sum total 
of wisdom that is available. Research, treat- 
ment and prevention are all needed. Pre- 
vention may be through treatment and 
through social action. All of these are 
equally challenging to us. 

We can learn from the past, but let us 
look out on the widening horizons—they 
are exciting. 
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ROLE OF THE PSYCHIATRIST IN CRIMINAL TRIALS 


JOSEPH B. CUMMING ! 


The opinion of Judge Bazelon in the case 
of Durham v. U. S., 94 App. D. C. 228, 214 
F. (2d) 862, throws in high relief the peren- 
nial problem of the extent to which mental 
abnormality should relieve from responsi- 
bility for crime. This has constantly been 
a subject for dispute. 

Unfortunately, the disputants do not 
approach the problem from the same point 
of view, using the same concepts and 
trained to the same orientation towards 
the requirements of society. The lawyer 
sees the question as one to be met within 
the framework of the legal procedures 
established for orderliness in human rela- 
tions. The psychiatrist, on the other hand, 
has a different sense of social responsibility. 
His approach is from the doctor-patient 
relationship—a personal relationship re- 
quiring only the diagnosis and treatment of 
a particular disorder of an individual. From 
his training and by reason of his profes- 
sional obligations he must necessarily be 
preoccupied with the patient and his dis- 
ease. This results in an attitude of solici- 
tude towards the person. The lawyer’s at- 
titude, however, is oriented towards the 
body social and the problems arising from 
friction in human relations. The solution of 
those problems cannot be varied in in- 
dividual cases without chaos in the ad- 
ministration of justice. 

The Law is not concerned with the 
question of whether or not the perpetra- 
tor of a crime committed a sin, violated 
a social custom or was responsible in the 
eyes of the sociologist, the preacher, or 
the psychiatrist, but only with whether or 
not he is guilty in the unanimous opinion 
of 12 jurors under established legal tests. 
When by that method he is found guilty, 
then, and not until then, guilt comes into 
existence, 

But what is the test for establishing 
guilt ? It is simply that guilt may be found 
by the jury to exist when, after finding 
that the crime was committed by the ac- 
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cused, they find that there was an intent 
to commit the crime. Therefore, if "there 
is a deficiency in will arising from a de- 
fective or vitiated  understanding—as 
Blackstone expressed it—there can be no 
intent, hence there can be no guilt. 

Whether it be the House of Lords’ elab- 
oration of that principle in pronouncing the 
M’Naghten rule in 1843,* the Supreme 
Court of New Hampshire’s oversimplifica- 
tion of it in the Pike case in 1870,° or 
Judge Bazelon's reliance on medical testi- 
mony to reiterate it in the Durham case 
(supra) in July, 1954, since Blackstone 
first said it in 1763, there has been no 
change in the fundamental principle that 
a man cannot be held guilty for a crime 
when he lacked the mental capacity to 
form a criminal intent. The difficulty is 
to determine who it is that is going to 
decide the mental capacity and what form- 
ula or test is to be used in making the 
decision. 

While the problem is unchanged, we 
are told that the solution is now available. 
It is recognized that there have been 
great changes which, we like to think, con- 
stitute great advances and revealing pro- 
gress in psychiatry, so that there are now 
established the means of discovering the 
nature of man’s mental processes, his mo- 
tives and intents. We are urged, therefore, 
to give more heed to, if not to be guided 
entirely by, the opinion of expert wit- 
nesses testifying as to the accused's ab- 
sence of criminal intent. But before doing 
so we should first ask: Is this increased 
medical knowledge anything more than a 
better understanding of the nature, symp- 
toms, cause and treatment of mental dis- 
orders ? Unless it is, it is not enough. Unless 
psychiatry has advanced beyond simple 
diagnoses and treatment and has entered 
the quasi-spiritual realm involving “guilt” 
and “blame”; unless there is unanimity 
among the psychiatrists and we can be 
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assured of the permanence of their findings, 
the present principles cannot be aban- 
doned. 

We have been told that the M'Naghten 
rule is obsolete, being based on outmoded 
conceptions of human responsibility, and 
that modern psychiatry is now so fully 
equipped with adequate knowledge of the 
cause and motives of human conduct that 
the Law should update its tests so as to 
bring them abreast of modern scientific 
discoveries. 

It is submitted that this contention is 
specious for the simple reason that juris- 
prudence and medicine are not kindred 
sciences. The former deals with such im- 
ponderables as social customs and human 
behavior in relation thereto, the latter 
moves in the physical world where the 
truth can be ascertained by reliable tests. 
What is progress in the latter, arising from 
the discovery of new facts, might in the 
former constitute a dangerous abandon- 
ment of time-tested verities. 

Society as a whole and its individual 
members must be secure in their reliance 
upon established legal principles: the 
continuance of contractural rights and ob- 
ligations ; title to and rights of possession 
in property, and what constitutes a guilty 
act; else there would be chaotic uncer- 
tainty in human affairs. The Law would 
lose its meaning and value. Medicine, on 
the other hand, must ever advance to new 
horizons, seeking a better knowledge of 
the human mind and body and discarding 
outworn dogma based on assumptions 
which new discoveries have proven false. 
While the Law should not be static, it 
must be stable. Medicine should be neither. 

Medicine advances from scientific facts 
revealed by investigation, research and 
experiment. Advancement in jurisprudence, 
so far as substantive law is concerned, is 
entirely different. An attempt to discard 
established legal principles because of the 
discovery of new scientific facts would be 
comparable to abandoning certain rules 
setting forth what constitutes negligence in 
traffic accidents, which rules were estab- 
lished during horse and buggy days, mere- 
ly because high-powered automobiles have 
increased the frequency and danger of such 

accidents. What was a sound legal doc- 
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trine in England in 1843 is no less sound in 
America in 1958, legal doctrines being 
based on human relations, not on scienti 
discoveries. 

But we are importuned to give con- 
sideration to the fact that modern psychi- 
atry has revealed that it is now known to 
be impossible to say whether an accused 
knew the nature and quality of his act 
But, we might ask, who is it that can say 
so ? The psychiatrist will answer, “We, the 
expert witnesses." To which the jurist re- 
plies, "It is not for you to say. It is for the 
jury." Then comes the psychiatrist's most 
frequent complaint: “How can the jury 
decide unless we, the experts, tell them?” 
To which the jurist replies, “Without any 
trouble. They have done so for many 
hundreds of years with very satisfactory 
results.” For it is the jury that i pe ej 
sponsibility of determining guilt or in 
ate, xul in doing so they can believe 
or disbelieve the opinions of the psychi- 
atrist. 1 

The legal process would be nullified if 
the jury were required or even perm! s 
to receive and be bound by, as though 
were an irrefutable dictum, the opinion 
of an expert. That would, in effect, make 
the verdict the product of expert on 
making the jurors themselves expen v 
cariously ; whereas the essential E 5 
mary qualifications of a jury are tha 
consist of ordinary men. EN 

The physician is understandably Ene 
tient with the Law's lack of exactitu a ii 
is accustomed to the precision of tel y í 
cal sciences. He is confused and i Es " 
feeling of frustration when he is as e 
deal with such vague and incommen a 
things as knowledge between righ! » 
wrong. Also, he wants to use te ning : 
terms of certainty and exact I: 
personality maladjustment, neuroses, pe 
ophrenia or manic-depressive—W' more 
ing to him and others of his calling * hich 
or less clearly defined meaning, but meat 
would not have that or possibly any 
ing to the jury. And it is in the jury ion? 
not on the witness stand, that guilt or 
cence is established. he 

Whenever a witness, however expo. 
may be, presumes to invade the di 
tive of the jury by giving his 
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rectly or by innuendo, of the guilt or 
innocence of the accused or his mental ca- 
pacity to have a criminal intent, he is pol- 
luting the fountain of justice. He is at- 
tempting to substitute his layman's view 
of what he thinks the Law ought to be in 
the place of the legal wisdom accumulated 
over many centuries. Experience has proved 
that a witness's sole function in the trial 
of a case must be to answer the questions 
propounded to him. It is presumptuous 
for him to divine why any particular in- 
formation might be needed. The attorney 
asking for it possibly needs it to fit into a 
larger pattern unrevealed to the witness. 
His testimony is just one thread in the 
tapestry being woven by the lawyer and 
whose design is unknown to others. 

The critical attitude of many psychi- 

atrists arises from the fact that the M'Nagh- 
ten rule requires a jury to determine a fact 
—guilt or innocence—from two imponder- 
ables : knowledge of the nature and qual- 
ity of the act and its companion imponder- 
able : knowledge of right and wrong. The 
inability of medical science to delineate a 
clear statement outlining either of these 
elements not only frustrates but seems to 
exasperate its writers on this subject. But 
the medical profession must be reconciled 
to the fact that such is the way of the 
Law in judicial procedures. The Law is 
accustomed to such imponderables. It has 
always dealt with them. 
_ Imponderables such as those involved 
in the M'Naghten rule constitute the very 
bone and sinew of the body of forensic 
law. To discard that rule would compel the 
abandonment of all similar rules and the 
body would become formless and without 
strength, and justice would falter and fail. 
It might be well to illustrate this statement 
with a few of the more familiar cases in 
Which there is given to the jury a vague 
and abstract test, which would be baffling, 
if not meaningless, to the expert, but from 
Which the jury determines the question of 
fact which it'is its duty to decide. 

A jury is told to apply the test of what 
an ordinarily prudent man would do in 
ike circumstances. From that imponder- 
able, on which every man's mind might 
honestly differ, the jury decides the all- 
Important fact of negligence and liability 
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for large sums of money in damages re- 
sulting from automobile wrecks. With or 
without the aid of expert opinion, a jury 
must decide whether a person had a de- 
cided and rational desire in order to reach 
a verdict as to testamentary capacity. That 
difficult concept, "reasonable doubt," is 
one of the most difficult and important 
matters our trial law requires of the jury. 
“Good cause", "bad faith", “a reasonable 
time", are all imponderables on which juries 
render important verdicts based on their 
being found to exist. 

Indeed, the effectiveness of trial by jury 
is the assumption that 12 men can decide 
an issue of fact by using certain yardsticks 
which, from the very nature of the jury's 
function, cannot themselves be facts but 
only guides by which the fact can be de- 
termined. The M'Naghten rule is such a 
yardstick, and with it the jury decides the 
fact of innocence or guilt. If the expert 
witness should be permitted to give not 
merely his opinion as to the capacity of 
the accused to know right or wrong, but 
his opinion that he could not have the 
intent to commit the crime, then such wit- 
ness would, in effect, be telling the jury 
that the accused was not guilty. That is 
beyond the scope of the witnesss power 
and duty. A railroad engineer, testifying 
as an expert, cannot testify that, in his 
opinion, another engineer was negligent. 
He can only testify as to what that engi- 
neer could have done. Negligence is solely 
a matter for the jury to decide after hear- 
ing all evidence, including that of experts. 
And so is guilt. Only the jury can decide 
that question. 

Criticism of the restraint on medical ex- 
perts testifying in their own language is 
basically a criticism of permitting 12 in- 
expert laymen to decide a question which 
such critic feels should be eft to the ex- 
perts. Such criticism is based on the belief 
that these experts, from their training and 
experience, know more about the subject at 
hand: the extent that a diseased mind is 
capable of forming a criminal intent. 

There is some validity to that criticism. 
When the question is not one of guilt but 
of mental capacity, the trial is by experts— 
a lunacy commission. But in that case the 
commission's decision results, not in a man's 
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receiving punishment, but in being com- 
mitted to an institution. These two trials 
involve two entirely different issues and 
must not be confused. When they are, 
there is the temptation to permit the jury 
to bring in a verdict which will at one time 
find the accused not guilty but sentence 
him to a mental institution. The man is to 
be found either guilty or not guilty. That 
is the only question to be decided in a 
criminal case where a man is tried by a 
jury of his peers. If the jury reaches its 
decision of not guilty because they find that 
his defense of insanity is valid, that is one 
of the secrets of the jury room. In order 
to uphold the integrity of the right of trial 
by jury, these secrets must remain undis- 
closed, so far as such disclosure might 
affect the verdict. There may be many de- 
fenses, of which insanity is only one. The 
fact that the verdict is that of ^not guilty" 
is all that matters. Possibly different jurors 
had different reasons for voting as they did. 
For that reason, an acquittal of an accused 
who pleaded insanity cannot be the equiv- 
alent of finding the accused insane. There 
is a separate proceeding in the Law to 
determine that fact, and that very properly 
is decided by a panel of experts, psychi- 
atrists generally, who have the responsi- 
bility of determining, not guilt for a past 
act, but whether for the future protection 
Of society an individual's freedom should 
be restricted. 

From the earliest days, only a lay ju 
has been allowed to decide the vids 
of guilt, and then only as defined by the 
Law. The psychiatrist is disqualified to 
serve as a juror and cannot act as a quasi- 
juror when testifying as an expert. This 
may make him feel that his scientific 
knowledge is not needed and that the ad- 
vances in medical knowledge are ignored. 
Possibly so, but there remain intact the 
legal principles which have been gradually 
developed through the centuries by which 
every protection is afforded a man charged 
with a crime so that he will have a fair 
trial, and the greatest of these protections 
is the right of trial by a jury of non-experts. 

It is often said that a jury should not 
turn loose on society a man who has com- 
mitted a crime and has been acquitted 
because he is crazy. Such oversimplification 
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makes it appear that a jury, in € 
man not guilty under a plea of insanity, 
found that the accused was crazy. That is 
not so. It would be beyond the power and. 
capacity of the jury so to find. It found only 
one thing: that the man was not guilty, 
If he is to be found to be insane, it will 
have to be in another proceeding, which, 
of course, can be commenced immediately 
after the trial and by any interested 
citizen. 

It is true that there is a considerable 
body of recently-enacted statute law giving 
the jury certain additional duties in crim- 
inal cases in which there is plea of in- 
sanity. The lawmakers, in an effort to 
correct what appeared to them as a hiatus 
between the jury trial and the committal 
proceeding, have presumed to tamper 
with fundamental legal principles and 
have charged the jury with a responsibility 
which could be better handled by a panel 
of experts. 

It is rare that such palliatives are un- 
accompanied by unfortunate incidental 
consequences. In the instant situation, will 
there not result some deterioration in the 
independence of the deliberations of the 
jury, some lessening in the unbiased and 
uninfluenced approach the jury should 
have when they are to decide the medical 
fact of insanity as well as the legal fact 
of guilt? From the very nature of the 
former, they will be bound to accept un- 
critically the opinion of the expert. Wi 
there not then be a dangerous tendency 
to confuse the two questions so that the 
jury will be equally docile in receiving the 
testimony of the expert on the question 
of guilt, and a man’s fate will be decided 
not by his peers but by the technical con. 
clusion reached by mysterious methods 
a discipline which has never been know? 
for stability or unquestioned certainty ? 

In determining the validity of a defense 
of insanity in order to determine E z 
tion of guilt, the jury is circumscri by 
the law as given it in the judge's chatg® 
and the verdict must be within wa frame- 
work of the law as it applies to the tac 
which have been found em the evidence. 
Under the M'Naghten rule, that framework 
is four-sided, rigid and well-braced 
mitered corners. The jury, operating 
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that rule, are restrained within definite 
limits. If, after hearing all the evidence, 
lay and professional, testimony as to the 
defendants previous conduct and the ex- 
pert opinion of psychiatrists, the jury 
reaches the decision that the accused falls 
within one of the two categories of the 
MNaghten rule, they should find him not 
guilty. His defense of insanity will have 
been sustained. 

The psychiatrists condemn this method 
of deciding the validity of such defense. 
They point out the inadequacy of the 
test of the M'Naghten rule, contending, 
with reason from their viewpoint, that 
there is many a person who, though hav- 
ing committed a crime as a result of some 
mental or emotional abnormality, does not 
fall within the M'Naghten rule. They have 
been unable to unite on recommending 
any substitute for the M’Naghten rule 
short of the test established by the Durham 
case. For that reason, the decision in that 
case has been acclaimed by a substantial 
majority of those doctors who serve as 
Witnesses in criminal cases. 

But let us examine the framework of 

W within which a jury must make their 

mgs in a case tried under the doc- 
em of the Durham case. It is a frame 
yi Out rigidity or form and without any 

AN art limitations. It is no more 

ame than is a loop of rope and it 
M ve flexibility of a rubber band. For 
o a isa mental disease" ? The testimony 
psi Intimate friend as to the accused's 
wa Sional eccentricities or his outbursts of 
Per would be sufficient to support a 
d E that he possessed a diseased mind, 
E C d not be difficult to present 
Pit idence from which there could be 
Brod, ing that the criminal act was a 
uct of such diseased mind. 
type Of Naghten rule makes definite the 
^ ien abnormality the jury must 
fense of j in order to support the de- 
to be un eta Unless juries are going 
ically eve a compulsion to acquit prac- 
must be ¢ ry person brought to trial, there 
tation of ome Similar clarification and limi- 
t is Ens Opinion in the Durham case. 
ease”, as eant by the term, “mental dis- 
Mea in that case ? Does it mean 
ce from the norm ? If so, who is 
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normal, especially when committing a 
crime ? If it is not any variance, how much 
of a variance? And how is that variance 
going to be described in language for the 
jury to understand, so as to formulate 
therefrom a concept sufficiently definite to 
enable them to translate it into a verdict ? 
Will not this situation compel the courts 
to develop a definition of "mental dis- 
ease" in a form and in language that the 
jury will have no difficulty in understand- 
ing? Furthermore, when Judge Bazelon 
used the general word "disease", did he 
use a word which the psychiatrist would 
use in the same sense on the witness 
stand ? Will not the definition which will 
finally evolve probably be somewhat simi- 
lar to, and possibly no better than, that in 
the M'Naghten rule? Therefore why aban- 
don that rule? It was made not to con- 
form to the niceties and nuances of psy- 
chiatry but to be understood and applied 
by a jury. 

Varying and conflicting dogmas of dif- 
ferent schools of psychiatry change, but 
12 ordinary men remain the same through 
the centuries. And it is the latter, not the 
former, on whom the Law places the ulti- 
mate responsibility for deciding whether 
one of their fellow citizens should be pun- 
ished for his offenses. And is not the Law 
wise.to have it that way ? If the Durham 
rule is carried to its logical conclusion, who 
could ever be found guilty if a defense of 
insanity were skillfully handled? Could 
not any act be attributed to some psy- 
chosis or neurosis, to some Freudian com- 
plex or early childhood frustration ? And 
how far-reaching would be the conse- 
quences of such acquittals! Many more 
uncontrollable impulses would develop if 
swift and just punishment were no longer 
dreaded. The shoplifter would readily be- 
come the kleptomaniac. Today the “un- 
controllable impulse” of the latter is gen- 
erally pretty well controlled if the hot 
breath of the floorwalker is felt on the back 
of the neck of that poor unfortunate with 
the “mental disease” for acquiring other 
people’s property. Tomorrow, under the 
broad scope and flexibility of the Durham 
rule, all of the light-fingered gentry will 
be genuine kleptomaniacs, and as such 
will be uniformly acquitted ; that is, the 
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jury, under the court's charge, will be 
under an obligation to acquit if they are 
convinced by the evidence that the accused 
had a "diseased" mind, and that will re- 
quire very little evidence. 

If the psychiatrist finds the M'Naghten 
rule too restrictive and expressed in a 
phraseology meaningless to him, and if 
the Bar finds the Durham rule too nebu- 
lous and vague, would it be possible to 
settle for the test set forth in the magnil- 
oquent and colorful language of Lord 
Erskine: “Was reason totally driven from 
her seat, or did distraction sit down upon 
it, along with her, and hold her trembling 
upon it, and frighten her from her pro- 
priety ?" 

The lawyers might find that acceptable. 
Not only is it phrased in a metaphorical 
style with which they are familiar and 
have found that despite, or maybe be- 
cause of, its flamboyance it more adequately 
Conveys certain concepts than the unimag- 
inative coldness of simple language; but 
also, in discussing the subject of mental 
processes so far removed from the physi- 
cal world from which words take their 
meaning, there is a compelling need for 
figures of speech to convey adequately the 
thoughts that the eminent English jurist 
has here so well expressed. 
fk "Red however, if the medical 

ession will be agreeable to acceptin: 
Lord Erskine’s test as any VOLO 
over M'Naghten's. Maybe we find an im- 
passe between the two professions that 
cannot be eliminated. In its final analysis, 

Impasse seems to arise from the fact 
that the Psychiatrist sees in the behavior of 
the individual some force which is beyond 
his conscious control and by which his 
conduct is determined ; whereas the Law, 
from the necessity of its function in main. 
taining order in human relations, must 
proceed on the assumption that a man has 
freedom of choice and that he knows the 
consequences of his acts. Unless the Law 
can proceed on that assumption, it would 
lack the certainty essential to the orderly 
management of Society, and the doctors 
must live with the Law as it is and as it 
will be changed and reinterpreted from 
time to time by the bench and bar. 

There is justified pride in the accom- 
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plishments of psychiatry. Its advancement 
in the diagnosis, treatment and cure of 
mental diseases has brought light to those 
who sit in darkness ; and when by reason of 
greater knowledge of the cause of human 
behavior the psychiatrist will be able to 
testify in criminal cases to facts formerly 
unknown, he will greatly assist juries in 
determining the question of guilt or inno- 
cence. Possibly he will boast, as did the 
lawyer in Gilbert and Sullivan's Trial by 
Jury: 

Many a burglar I returned 

To his friends and his relations. 


The legal profession is necessarily grate- 
ful for any increase in human knowledge 
which will be available to present as evi- 
dence to a jury in criminal cases. But the 
possessors of such knowledge, when testi- 
fying, must not expect and should not 
desire that their statements be accepted 
without question until such knowledge has 
been so firmly established and conclusively 
proven that there are no persons holding 
contradictory views. But even though that 
time should come, the question of guilt will 
still be a question of fact to be decided by 
12 ordinary men. As C. K. Chesteron wrote 
in one of his essays : 


Our civilization has decided, and very justly 
decided, that determining the guilt or inno- 
cence of men is a thing too important to be 
trusted to trained men. If it wishes for light 
upon that awful matter, it asks men wbo 
know no more law than I know, but who can 
feel the things I felt in the jury box. When it 
wants a library catalogued, or the solar sys 
tem discovered, or any trifle of that kind, $ 
uses up its specialists, But when it wishes 
anything done which is really serious, it C07 
lects 12 of the ordinary men standing eet 
The same thing was done, if I remember ri£?* 
by the Founder of Christianity. "x 

(“The Twelve Men", in Tremendous Trifles: 


It is difficult to believe that the twentieth 
century, regardless of its great advance 
in science, will witness the abandonmen 
of an institution which for over 7 centum 
has safeguarded the rights of the n e 
vidual. But there will be an impairmen, 
of that ancient institution if the power ° 
determining innocence or guilt is arrogat 
by experts, leaving to the jury OMY, y- 
formality of returning the verdict. How 


ver, it is hoped that those who serve as 
witnesses will, with all others who 
lue that institution, practice eternal vigi- 
ce to prevent its impairment, so that 
e medical profession, joining the legal 
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profession, each respecting and striving to 
understand the viewpoint of the other, will 
endeavor to reach the common goal of all 
professional men : the good of society and 
each member thereof. 


SOME CONSIDERATIONS REGARDING BASIC MECHANISMS OF 
POSITIVE AND NEGATIVE TYPES OF MOTIVATIONS * 


JOHN C. LILLY, M. D2 


Over many years, some portions of the 
brain have been found which are intensely 
involved in the primitive, basic, motivating, 
moving, emotional states. Pioneer work by 
Sherrington, Cannon, Bard, Hess, Masser- 
man, Ranson, Magoun and others demon- 
strates that there are zones of the brain 
which when stimulated evoke dramatically 
violent responses and others where more 
subtle, less understood, milder, less dra- 
matic, more pleasure-like responses are 
evoked. However, a sharp and clear opera- 
tional separation between these two classes 
of responses was not made until recently ; 
the regions giving such responses are now 
separated as two distinct sets by using elec- 
trical stimuli placed in the brain; in such 
regions such electrical stimulation is found 
to function as a motive in behavioral learn- 
ing situations. Through the work of Olds 
and Milner(1); Delgado, Rosvold, and 
Looney(2) ; Delgado, Roberts, and Miller 
(3); Cohen, Brown, and Brown(4) ; Brady, 
Sidman et al.(5) ; and that in our labora- 
tory(16) the picture of two kinds of power- 
ful "motivational" brain systems has de- 
veloped rapidly : The first kind functions as 
if a reward and the second as if a punish- 
ment to the learning and learned animal, 
ice. motivationally positive and negative 
systems. 

Each kind of system exists side by side 
with the other within very small regions in 
the midline deep subcortical structures in- 
cluding the hypothalamus and the mid- 
brain. Our results from mapping such 
regions of the brain demonstrate that most 
if not all of the systems previously des- 
cribed which powerfully change an ani- 
mal’s total behavior fall into one or the 
other of these systems. 

To find such systems one may follow the 
lead of two groups of investigators : Olds 


1 Read at the 17th annual dinner of the Devereux 
Foundation held during the 114th annual meeting of 
The American Psychiatric Association, San Francisco, 
Cal, May 12-16, 1958. 

?Nationa] Inst. of Mental Health, Bethesda 14, 
Md. 
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and Milner(1) showed that a rat could be 
trained to switch on short trains of electric 
stimuli in certain parts of its own brain; 
Delgado, Roberts, and Miller(2) showed 
that a cat could be trained to climb a 
wheel to switch off electrical stimulation 
started. by the observer in other small zones 
in its brain and in the “painful” zones of 
the periphery. Using such techniques, 
Brady et al. demonstrated that the first, 
the rewarding effect, could be found in a 
monkey. We demonstrated that both re- 
warding and punishing could be found and 
mapped in the monkey in great detail (16) ; 
and, recently, we have found both effects 
in another larger mammal, the dolphin of 
our southern coastal waters. 3 
For a time we were surprised to find in 
the monkey that the positive, pleasure-like, 
motivating-to-start-stimuli systems were $0 
large, and the fear, pain-like, motivating- 
to-stop systems were so small. But i 
one sees the very powerful effects © 
stimulating the relatively small nei 
systems, one can understand that this kin 
of system may be quite large enough to 
fulfill its extremely high priority stop, 
escape, or avoidance functions. When one 
sees the fearful, down-hill, sickening, de- 
structive effects of continued stimulation 0 
the negative systems in an animal one !5 
reluctant to say that they need be any 
larger. ; 
The positive, start, approach systems 1n 
the monkey are relatively very large, at 
curring in certain zones as à ae 
twin with the negative ones, and BS t 
occurring in other regions possibly yee 
its twin such as in the corpora striata. e 
ciprocal relations and balanced activity K 
positive and negative motives seem t9 fal 
assured structurally in the deep wer 
midline systems, and something of het 
positive aspect may be in excess for res 
regions. Such other regions include 2 
tions like sexual ones, which we find nts 
both motivationally positive and neg 
We find alternation over short time i” 
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vals between the two opposite effects in 
the monkey, i.e., he will first start such 
romantic activities then stop them within 
a period of minutes again and again for a 
disgraceful number of hours(48). This 
system seems to be at that very demanding 
primitive level that requires mutual reci- 
procity between a starting motive and a 
stopping one to preserve the individual's 
integrity. 

The other positive functions for the 
lrger amounts of tissue seem to be con- 
nected with relatively uncharged innocuous 
prosaic everyday non-romantic activities ; 
ina monkey this may be searching for food, 
grooming, chattering, etc. In the human 
animal it may be writing and talking—in- 
cluding giving speeches. In other words, 
any and all activities of the animal all of 
the time seem to require an oversupply of 
the positive, pleasure-like, start-like func- 
tion at a low-level in the brain for continued 
normal functioning of the whole animal 
toward better survival and more fun. 

Of course, we like to think that in the 
total action of the brain, the positive tends 
to overbalance the negative, and that the 
intellectual functions might be neutral ones, 
neither positive nor negative, found in 
excess over both the positive and the nega- 
RS Therefore, in the relatively huge cere- 

ral neocortex and in the cerebellum, one 
um t expect to find neutrality or a small 
Pad of positive, rewarding sort of func- 
xg his expectation was recently found 
Bip Somewhat erroneous even in the 
trical tae monkey, With proper elec- 

i. : imuli and proper time courses, we 
En fi rewarding effects elicitable 
E M euin hie punishing and re- 
send es elicitable from cerebral 
i a ote might say, so what ? Rats, cats, 

E eys are small and stupid crea- 
Seien not a larger brain be more 
innards EM to such tampering within its 
and TA ay not the trained, sublimating 
iwe mes sublime human mind resist 
erassly conquer such artificially evoked 
of Fd paani ie gea This question 

tge brain, (ee ~ stimuli can be in 

e by e ems only properly answer- 

ineo She menting each on one’s own 

hat we have the really individual 


inside answer—eyen someone else experi- 
encing such stimuli who knows one's 
language will never be able to thoroughly 
convince one. And, there are sceptics, who 
when oneself is experiencing it will not be 
convinced. Empathy and sympathy do 
help, but not in the fashion that personal 
experience can, 

However, certain technical dangers make 
me pause before I put bits of wire in my 
own head, and, at this time, I am reluctant 
to ask anyone else to undergo what I won't 
do or have done on myself. It looks as if 
normal controls may be slightly delayed 
in the field. All we have are a few data 
from sick humans: Some psychotic, epi- 
leptic, and Parkinson cases have been stimu- 
lated by Bickford, by Sem-Jacobsen, and 
by Rémond(6); the results show that 
these two kinds of systems can be found 
in the human brain but are small and 
difficult to explore safely. 

However, we think it is important to find 
out more about big-brained animals in 
far greater detail than we can with the 
human. For example, do they resemble the 
small-brained ones in the urgency of mo- 
tivation aroused in these systems ? So far 
we have found only one animal that has a 
brain the size of ours who will cooperate 
and not frighten me to the point where I 
can't work with him—this animal is the 
dolphin, a small whale with teeth, an air- 
breathing mammal (not the fish of the 
same name). The species used is that 
caught by the Marineland Research Lab- 
oratory for us—the shoal-water porpoise, 
Tursiops truncatus. As adults, these animals 
reach eight feet and 400 pounds, with a 
brain up to about 1750 grams. Compared 
to our 230-250 grams of brain per foot of 
body length theirs is about 220—he is a 
fairly close second to us if we remember 
that the gorilla as our nearest anthropoid 
cousin has only about one-third of that 
value. The dolphin also has an edge on his 
giant cousin, the sperm whale, who, accord- 
ing to Kojima, at about 60 feet scores about 
130 grams of brain per foot of body on this 
scale ; a more distant cousin the (balleen) 
fin whale at 60 feet also, says Jansen, rates 
about 110(7). 

Several investigators have essayed a 
neurophysiological attack on the dolphin's 
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large brain, with disappointing failures. An 
expedition from Johns Hopkins to the Caro- 
lina coast in the 1930s brought back neu- 
roanatomical specimens but no data on 
the living brain; Langworthy(8) reported 
that failure occurred “because of technical 
difficulties.” Eight of us from five research 
laboratories? in 1955, went on a similar 
expedition to Florida, with similar results : 
Our neuroanatomical specimens were mag- 
nificent and our neurophysiological findings 
were zero. We found out what Langworthy 
may have meant by "technical difficulties" : 
dolphins cannot be anesthetized without 
danger of dying. These animals, in contrast 
to dry land ones, fail to breath with rela- 
tively light doses of anesthetic, one-fourth 
that required for surgical levels of anes- 
thesia. In other words, they lack our uncon- 
scious, automatic, self-sustaining breathing 
system. In retrospect this seems reasonable : 
an unconscious dolphin, under water, will 
drown if respiratory inspiration occurs. 
They, as it were, must relate their breathing 
to surfacing and to the coming opportuni- 
ties to surface—so this function is almost if 
not fully voluntary. Therefore, a drunken 
dolphin dies when he passes out. It seems 
a sure bet that there are no alcoholic 
porpoises ! 

We seemed farther than ever from our in- 
tended goal of investigating a brain the size 
of the human one. However, the Marine- 
land people meanwhile thoroughly imbued 
me with their enthusiasm for dolphins : 
Dr. F. G. Wood, Mr. William Rolleston 
and others were extremely helpful but 
also quite insistent in their arguments and 
demonstrations that these beasts, with man, 
are extremely kind, cooperative, intelligent, 
trainable, fun-loving, romantic, never hos- 
tile or vicious but at times, like some per- 
sons, exasperating to deal with; yet they 
can destroy sharks and whales and battle 
ferociously with one another during mating 
Season. As a consequence of further in- 
doctrination—at times we felt almost as if 
the dolphins were playing the same game 
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as the persons at Marineland—some time 
was spent developing a method which 
would by-pass the need for and dangers 
of general anesthesia. 

During the last year, it was found to be 
feasible to hammer percutaneously guides 
for electrodes into the skull of monkeys 
(9). The method was tried on dolphins in 
November 1957; the guides were inserted 
under local anesthesia into the skull of a 
dolphin in a small shallow tank so easily 
and so quickly that the dolphin and we 
hardly realized what had happened. 

To return from this history to the mo- 
tivational systems, we found such positive 
and negative systems within the dolphin's 
brain. The systems are farther apart in this 
large brain than in that of the monkey; 


yet they seem as large in absolute size as . 


they are in the monkey ; more brain with 
other, yet-to-be-found functions lies be- 
tween and around these systems. As in the 
human brain, evocable motor movements 
also were found only in relatively isolated 
regions. The urgency of motives elicited 
by stimulation of those zones which we 
have found to date is high and there is 
evidence that we have yet to stimulate the 
most powerful ones. Stimulating a punish- 
ment area (a negative, destructive, stop- 
ping motivational spot) caused a dolphin 
to shut off the electrical current very 
accurately at a certain level of intensity. 
The difference between this naive, wild 
animal's performance and that of monkeys 
was the incredibly short time in which she 
learned to use the switch: compared to 
the naive monkey's several hundreds to 
thousands of random trials to learn, she 
took about 20 to shape up the proper 
motions of her beak and each of those 
“trials” had a purposeful look that was 4 
little disturbing to watch. r 

How did we know first when we were 1n 
a negative zone? Every time we rst 
stimulated here, she emitted the charac- 
teristic dolphin "distress whistle" (another 
story |). From that time on she shut © 
the current at a level well below that at 
which we previously could elicit the ¢* 
tress call This whistle, a crescendo-de- 
crescendo in frequency and loudness, NES 
a clue for finding negative, punis DE 
destructive, stopping systems; we had n 
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criteria for positive, rewarding, pleasure- 
like, starting systems. Empathic methods 
did not help with this handless, stream- 
lined, hairless animal who lacks our mo- 
bility of facial expression. We may have 
missed such systems because of the lack of 
such human criteria but finally found one 
such zone. 

With a bit of luck with our next animal 


we found a positive, rewarding, starting 


zone. The luck was in obtaining an ani- 
mal who vocalized vociferously : as soon 
as we stimulated the positive zone, he told 
us about it by covering a large repertory 
of assorted complex whistles, bronx cheers, 
and impolite noises. Giving him a switch at 
this point was quite an experience—he 
sized up what I was doing so rapidly that 
by the time I had set up his switch he took 
only 5 "trials" to figure out the proper way 
to push it with his beak. From that point 
on, as long as he could obtain his stimula- 
tion for every push he made with his 
beak, he quietly worked for the stimuli. 
But if we cut off his current, he immediate- 
ly stopped working and vocalized—appar- 
ently scolding at times, and mimicking us 
at others. One time he mimicked my 
Speaking voice so well that my wife laughed 
out loud, and he copied her laughter. 
Eventually, he pushed too rapidly, caused 
à seizure, became unconscious, respiration 
failed, and he died. Apparently uncon- 
sciousness because of any factor, anes- 
thesia, or brain stimulation, or others, 
causes death in these animals. 

In this abbreviated account, I cannot 
convey to you all of the evidence for 
my feeling that if we are to ever communi- 
E? with a non-human species of this 
Planet, the dolphin is probably our best 
Present gamble. In a sense, it is a joke 


. When I fantasy that it may be best to 


wil and finish our work on their brains 
^ te one of them learns to speak our 
vit age—else he will demand equal rights 
men for their brains and lives under 

Sur ethical and legal codes! 
1 Before our man in space program be- 
Omes too successful, it may be wise to 
E" some time, talent, and money on 
earch with the dolphins; not only are 
d : large-brained species living their 
n a situation with attenuated effects 


of gravity but they may be a group with 
whom we can learn basic techniques of 
communicating with really alien intelligent 
life forms. I personally hope we do not 
encounter any such extraterrestrals before 
we are better prepared than we are now. 
Too automatically, too soon, too many of 
us attribute too much negative systems 
activity to foreign language aliens of 
strange and unfamiliar appearance and use 
this as an excuse for increasing our own 
negative, punishing, attacking activities on 
them. 

What does all this mean in terms of us, 
our species, aside from communication 
and empathy with and between us and 
other species ? Turning inward, examining 
our minds, their deep and primitive work- 
ings, can we see evidence of the actions 
and inner workings of the positive, plea- 
sure-like, start and the negative, pain-fear- 
like, stop systems? I believe most of us can 
say, “unequivocally yes’. In order, how- 
ever, to see such activities in the mind in 
pure culture, as it were, special conditions 
are needed: First, one must be alone— 
without a lover to exchange the positive, 
and without a human sacrificial goat to load 
with the negative. We are mostly not alone 
and are exposed to an organized human 
society which uses both kinds of our ac- 
tivities for its own growth and survival. 
These surroundings obscure the internal 
origins of our motivations in a medley of 
organized background noises, sights, cloth- 
ing, housing, transport, schedules, and 
deluges of information demanding replies 
and action. So one must first be freed of 
persons and people: Solitude is the first 
requirement, 

Secondly, one should be freed of sources 
of information from ones then residual 
surroundings, animate and  inanimate. 
Thirdly, maximum attenuation of physio- 
logical and physical stimuli of reactions and 
exchanges with the surroundings, including 
all of gravity’s and temperature’s power- 
ful demands is needed. And, fourthly, a 
sufficient period of time, a sufficient amount 
of training, and sufficient number of re- 
peated exposures must be given to develop 
one's tolerance to one's inner mind. 

Once all this is done, (we and other re- 
search workers are only beginners at this 


502 


isolation work) we find depths dimly seen 
without these conditions, and we find the 
positive and the negative, rewarding and 
punishing, activities deeply imbedded 
within ourselves. Many men and women 
before and in our time knew and know 
these experiences. Our only advantages 
today are: 1. Our knowledge of these sys- 
tems in some animals ; 2. Our particularly 
modern abilities to concentrate our interests 
on a given region of experience, to with- 
hold easy explanations and thus to avoid 
killing our curiosity; and 3. A powerful 
motivation resulting from the imminent 
prospects of either total annihilation of our 
species, or of moving off this planet to 
other planets and of encountering other 
species with attainments equal to or 
greater than ours. 

In regard to the basic human motives of 
reward and punishment, of rewarding and 
of being rewarded and of punishing and of 
being punished, we have found some data 
which may be of interest. For several years 
we have been studying autobiographical 
accounts of pairs of persons and of soli- 
taires isolated in the long night of the polar 
winter and isolated in protracted sea 
voyages in minimal size vessels(10, 11). 
Our detailed findings are too lengthy to 
recount here and are being presented in a 
book currently in preparation. In essence 
we find that persons in such circumstances 
tend to divide themselves into two extreme 
groups: those who are convinced con- 
tinuously (or become so) that they will 
survive (the self-confident or "egophilic" 
ones) and those who will not survive if 
alone long enough (the self-fearing or “ego- 
phobic” ones). Some of those in the self- 
confident group have come through ex- 
periences which are as extreme as can be 
imagined and still allow one to survive at 
all. Those in the self-fearing group about 
whom we hear at all are usually one of a 
pair or are in larger groups and are re- 
ported second hand, Usually it is found 
that such persons move toward their own 
destruction in circumstances not necessarily 
too extreme for real survival. Walter Gib- 
son gives us both extremes in his book, The 
Boat(12). "Who Ate Who (sic) in the 
Arctic" is a grim old joke with a parallel 
one of "Who Killed Who's Self at Sea". The 


more important group are those who sur- 
vived and why they could do so. 

Some of the mechanisms involved in 
these extreme groups of persons possibly 
may be analyzed in more microscopic de- 
tail in shorter term experiments in isola- 
tion of small groups and of solitaires. If one 
frees up a person from other persons and 
attenuates his physical exchanges with his 
surroundings, one can detect some pheno- 
mena which apparently are related to the 
above considered basic internal structure 
of his mind. If alone long enough in sur- 
roundings which are the same and even 
enough long enough, one's internal mental 
workings reveal their basic character rather 
quickly, ie, in a relatively few hours. 
Sameness and evenness are absolutely 
necessary. I am referring now to the results 
of our "tepid dark silent bath in the tank" 
at NIH(10,11) experiments rather than 
the “monotonous rest on the bed in the box 
experiments” at McGill(13) ; even though, 
apparently, similarities exist, I know our 
own results in far greater detail, especially 
in my own case. (Such work has become 
so popular recently that it seems very diffi- 
cult to isolate experiments and subjects on 
isolation to the point where they are iso- 
lated enough to have significance). In such 
extreme surroundings one can find out 
if one is self-confident or self-phobic. By 
careful and slowly applied graded dosage 
of many short exposures to such conditions, 
one can develop an increasing immunity 
rather than an overwhelming love or aver- 
sion for the tank. During such training it 
becomes obvious which of the basic drives, 
positive or negative, rewarding or punish- 
ing, surviving or dying, predominate at a 
given time. By carefully watching and re- 
cording all those phenomena which one 
watches and records in psychotherapy and 
psychoanalysis one can see the algebraic 
sign of the dominant themes. Analysis © 
the material may show the powerful hidden 
desires, even such extreme ones as incorpo- 
ration, incest, cannabalism, and murder. 
There is one advantage in the isolation 
situation over the other kinds of situations. 
There are no real present excuses to blame 
for the emotional storms of love or hate, 
the fantastic beliefs, or the mental projec- 
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tions which can and do occur. Alone with 
one's God there are no alibis( 14, 15). 

Contrary to the case of the acting out of 
the usual analytic patient, there is no reality 
to serve as a sacrificial goat on the twin 
altars of either love or of hate. In this way 
a mind in pure culture can see its own true 
nature, and have an opportunity to see if 
it can solve its own basic internal self-con- 
tained conflicts in order to have a try at 
changing the unsatisfying parts. Contrary 
to those who say such experiences in the 
tank or on the isolation bed are identical 
with mental illness or even psychosis, those 
healthy intact subjects who have been 
through such experiences know and feel 
this point of view to be wrong. For such 
subjects, the experience can be quite in- 
teresting. 

Along this exploratory path of research 
à seemingly more trivial but possibly even- 
tually important finding was made : when 
weightlessness is approximated in the tank 
by the floatation, and isothermicity of one’s 
skin is achieved at 94.1^F., one can rest bet- 
ter and faster, as it were, than on a bed. 
The mental problems in the tank ensue 
after one becomes too rested and hence too 
restless and too eager. In my case, two 
hours rest without sleep in the tank can 
equal about 8 hours sleep on a bed within 
à 24-hour cycle unrepeated. Thus we may 
Write a note to the "man in space" pro- 
= : the major problem with weightless- 

ss at the beginning of the exposure may 
aa Superabundance of energy and no 
a it sleep (unless the man fights him- 
ih ernally and wears himself out). Of 
id e real pain and/or fear will use up 
x ad ay and counterbalance the 
Mod ^ ect. Those who, mentally, can 
Ws o relax and enjoy the above effects, 

iul not exposed to outside dangers 
es inuously, and who can effectively 
“tire real € s the bere 

: iner, will be able not only to 
rns but to have one of the most mov- 
: opu. (inside and outside!) ever 
into ¢ Med by man. In our ventures 
ed fontis of outer space we will 
Us. It so Tontiers of our inner minds with 
dolphin ms that to best empathize with a 
E. man may have to move into outer 

i OT Conversely the dolphin may teach 
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us how to live in outer space without 
gravity. 

The cogency and urgency of finding and 
understanding the internal origins and sub- 
strates of rewarding and punishing systems 
are obvious to many persons. But one must 
avoid taking too seriously that which one 
has within oneself and finds so clearly in 
persons in isolation : Projections of negative 
and of positive motivations, powerful pro- 
jections acting as if coming from other per- 
sons and external reality but actually 
originating inside one's own self. In isola- 
tion the evidence of the truth of the exist- 
ence of one's own projections is so obvious 
as to be unescapable and humbling. In 
our experience, to try to escape these truths, 
subjects use ingenious and subtle tech- 
niques similar to those well-known to psy- 
choanalysts and to psychotherapists. To re- 
cognize in one's self at least some of these 
techniques may allow one, one may think, 
to see them in others. But, a caution is in 
order : The human mind is the only prov- 
ince in science in which that which is 
assumed to be true either is true or becomes 
true. (That law I do believe to be true!) 
This is a sublime and dangerous faculty. To 
have and to hold a useful and successful 
set of basic beliefs and truths about the re- 
wards and punishments in one's self is 
also sublime, sometimes satisfying, and 
sometimes punishing, but never dull or 
monotonous. To find one's self to be more . 
egophilic than egophobie is, of itself, an 
egophilic advantage increasing ones own 
fun and that of those persons closest and 
most important to one. By careful and con- 
tinuous nurture one may achieve the classic 
command to "love thy neighbor as thy- 
self,” but only after learning how to lessen 
thy fear of thyself and how to increase thy 
love for thyself. 


SUMMARY 


In recent years the exploration of the 
brain has shown some of those systems 
which are involved in the production 
and maintenance of certain motivational 
states. In rats, Olds and Milner demon- 
strated rewarding effects of stimulating 
certain systems; in cats, Delgado, Rob- 
erts, and Miller, and Delgado, Rosvold, 
and Looney showed punishing effects 
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from stimulating other zones. Brady et al. 
confirmed Olds and Milner in the cat 
and monkey. We have confirmed both ef- 
fects in the monkey, and haye investigated 
in some detail the reward and the punish- 
ment effects in various loci. We have found 
also the same effects from a few loci in the 
porpoises (dolphin) brain; this animal's 
brain is as large as the human one and 
hence is of interest. A number of workers 
have been doing exploratory studies on 
healthy intact human individuals in isola~ 
tion from other persons and from their 
usual levels of exchange with the physical 
environment ; by such means one may in- 
vestigate positive and negative motivations 
in more or less pure culture in the sub- 
jective psychological sphere. Such research 
is full of technical problems and pitfalls ; 
it shows that in these special conditions 
some minds tend to disguise the presently 
acting true motives and to project them in 
multitudinuous forms into the minimally 
stimulating and non-reactive reality. Some 
useful data are also derived from auto- 
biographical accounts written by those who 
have been exposed to isolation at sea or in 
the polar regions; the dominance of the 
positive or of the negative motivations can 
be seen operating especially clearly in such 
accounts. Such exploratory studies are slow- 
ly adding to an understanding of positive 
and negative motivations and offer power- 
ful tools for further studies. 
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SWEDISH PSYCHIATRY * 


PROFESSOR OLOF KINBERG ? 


There has been developing in Sweden 
during the last 20-30 years a new trend in 
psychiatry. This development bears the 
signature of Henrik Sjóbring, late professor 
of psychiatry at the Lund University, where 
all scientific activity in this field is hall- 
marked by Sjóbring. 

Sjóbring and all the Swedish psychiatrists 
that have understood his fundamental view 
are in some way Cartesians, antiromantic, 
strictly physiologic. They accept the general 
view that causality is applicable only to 
physical, mechanical happenings and that 
the causal chain is closed so that no psychic 
elements can be insinuated between its 
links. On the other hand, there is not to 
our knowledge anything psychic or psycho- 
logic existing without being in some way 
connected with physiologic happenings ; 
z the connexion could be considered a 

d of correspondence that is not of causal 
nature. Thus each determinate psychic 
event is connected with a determinate phys- 
ical event, 

Ee to find the connexion between 
of the physical and psychic kind 
rng has emphasised the study of the 

* jective experience with regard to its 
: nera] characters : omnipresence of striv- 

E, pleasure; displeasure; irritation ; 
"md etc. Thus, for instance, he puts the 
tty ity of feeling in relation to the quan- 
e ie energy consumed at the neuro- 

Am Ogic process going on in the brain. 
Bu aant of the cerebral process is 
is. aon with the depth of feeling, 
one um and importance of the 
cem striving, Being put before a mathe- 

lbs s uproblem, difficult in relation to my 
me Ee, I experience an intensive, but 
Stipa, pained feeling which could be 
inq edi to a swift and turbulent stream 
Problem Ow river bed. If I am faced with a 

B rue engages my entire welfare, 
hensiy, emi activity as a deep compre- 

e feeling-as a broad and powerful 


1 Thi 
'S Paper was submitted by Dr. Jago Galdston 
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for its pnus Hom Prof. Kinberg with authority 
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river transporting a mighty volume of 
water. 

The third fundamental character of the 
cerebral process is the degree of resistance 
which it meets during its proceeding. This 
character of the cerebral process is revealed 
through the feeling of liberty or constraint. 
Here one has to think of the view of neuro- 
physiologists (Sherrington and others) who 
consider the synapses to be partitions which 
can in many ways influence the transition 
of the neural process from one neuron to 
another. When the resistance against the 
transition of the neural process has in- 
creased, it is experienced as a difficulty to 
reach the goal of the striving, or as some- 
thing unexpected that increases the require- 
ment of decision and action (Lipps: 
"Gesetz der psychischen Stauung"). If the 
expenditure of energy is increased, the pro- 
cess has a tendency of extension to a greater 
mass of cerebral tissue which results also in 
an increase of the resistance. The mathe- 
matical expression of this relation is that 
the consumption of energy is the product 
of the process in the tissue elements and 
the resistance. This Law which has been 
formulated by Sjóbring is an expression of 
the fact that the total quantity of energy 
consumed is equal to the sum of the energy 
quanta consumed in every point of the 
net of axons. 

A fourth fundamental character of the 
cerebral process is, according to Sjóbring, 
the accordance of the activity. Subjectively, 
it is represented by the nearness of the 
striving to the scope and is experienced ac- 
cording to its degree through feelings of 
pleasure, irritability, or displeasure. The 
degree of accordance is thus the relation 
between the segments of the axon-constella- 
tions which are active at a given moment. 

The personal development tends to an 
increasing degree of facilitation and firm- 
ness of the connexion between facilitated 
brain elements, which means an increase 
of the economy and security of working. 
According to Goldstein, cerebral tissues 
with a similar function gradually obtain a 
determinate, similar structure which favors 
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the effect of determinate adequate stimuli. 
According to general experience it is prob- 
able too that this perfectioning of the struc- 
ture is individually variable, and that the 
individual maximum of facilitation. varies 
as to special forms of activity. 

Another important trait of Swedish psy- 
chological and psychiatric study is the 
searching for genetically determined char- 
acters of the personality, that may be nat- 
ural variants of determinate hereditary dis- 
positions. Starting from certain marked de- 
viations of personal traits, which are not to 
be supposed pathologic, Sjóbring has tried 
to isolate a number of variants of special 
importance for the building of personality 
in its normal, "natural," variations. He has 
isolated four such variants which I have 
called “constitutional radicals", The “capa- 
city” is the designation of the intelligence 
variant and means the summit of intel- 
lectual development attainable by a de- 
terminate individual. The variation of this 
natural, “normal”, radical (like all others 
too) is supposed to keep between certain 
limits not very distant from the medium. 
Thus extreme cases of subnormal develop- 
ment of the intelligence (imbecility or 
idiocy) must needs be of pathologic, gene- 
tic or lesional origin. The normal capacity is 
grouped into super- medio- and subca- 
pacity. The disposition of cerebral energy 
“validity” shows an equal “normal” vari- 
ation parallel to pathologic, genetic or 
lesional, variations. 

Starting from the bipolar manic-depres- 
sive psychosis, Sjóbring has paid attention 
to the normal, "natural", variations of mood 
( joyfulness—sorrowfulness ) determined by 
changes of the everyday environment, This 
radical he has called "stability". 

The “hysterical” states have been the key 
to Sjóbring's fourth radical, the “solidity”. 
On this point he has developed the view of 
Pierre Janet who found the essential traits 
of hysteria in “suggestibility” and “distracti- 
bility” which are both derived from “dis- 
sociability”. 

Whereas Sjóbring put the variations of 
stability in connexion with the cerebral fac- 
tor of facilitation and considered the degree 
of cerebral facilitation to be the biological 
basis of this normal variation, he found 

the corresponding basis of his fourth radical, 
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"solidity", in the subject's faculty of retain- 
ing a degree of the facilitation reached, or, 
negatively expressed, the rapidity of losing 
it. Thus the "subsolid" individual loses the 
acquired facilitation more rapidly and more 
extensively than the super- and mediosolid. 
The subsolid forgets easily, but he seems 
to learn easily. This means that the connex- 
ion between the psychic elements is less 
solid than usual. 

The constitutional radicals exist in all 
human beings and are present in different 
individuals in different doses. This is one of 
the most important causes of the limitless 
personality variations that exist in human 
beings—but of course not the sole one. 

There is another biologic factor of this 
variation known for centuries, i.e. such 
brain lesions as have manifested themselves 
by flagrant and unmistakable mental dis- 
eases and abnormalities. Owing to his ex- 
treme faculties of clinical observation, pene- 
tration and imaginative power, Sjóbring 
has made a most important contribution to 
the psychiatric clinic by describing a num- 
ber of insidious mental changes which 
have not been observed or rightly valuated 
before, and has synthetized characteristic 
Clinical syndromes (some of them are de- 
scribed in "Les infra-structures biologiques 
de l'acte délictueux” dans "L'homme crim- 
inel", Louvain-Paris 1956). By these studies 
he has shed light on a great many lesional 
cerebral diseases which have during the last 
century given rise to an enormous medical 
literature on “neuroses”, “psychopathy”, 
“degeneration”, and so on. r 

By this important contribution to clinical 
psychiatry, Sjöbring underlined the useless- 
ness of the notion “psychopathy” and its 
noxiousness to clinical psychiatry. This atti- 
tude was taken by myself at the Psychiatric 
Congress in Copenhagen, 1946, by Bo Gerle 
in his publication “The Bankruptcy of the 
notion of Psychopathy,” 1947, and of late by 
Kurt Schneider who has devoted a great 
part of his life to the study and clinical sys- 
tematization of the so-called “psychopathy - 
In a paper published in Fortschritte : 
Neurologie-Psychiatrie, 1958, he holds tha 
the notion of "psychopath" should be abol- 
ished as has already happened with ! 
terms "neurasthenia" and "hysteria" being 
inadequate and giving insufficient know 
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edge on what has been meant by this, from 
a clinical view-point, obscure and mislead- 
ing term. 

It is perhaps unnecessary to state that 
this development of Swedish psychiatry has 
made it impossible to take notice of psycho- 
analysis as a branch of science. Having 
been active as a psychiatrist since the end 
of the last century, I followed with interest 
the publications of Freud as they appeared. 
When I learnt by his "Traumdeutung" of 
foetuses that had been listening to the 
coition of their parents I lost all interest in 
his extravagant phantasies. In 1915 I under- 
took the task of publishing a critical study 
of psychoanalysis and have continued to 
combat this extravagant nonsense from the 
epistemological, psychological, biologic 
and clinical view-points, Sjóbring too con- 
sidered psychoanalysis a serious obstacle to 
an explicative, serious psychology and de- 
trimental to the development of psychiatric 
Science. The number of psychoanalysts 
among doctors with adequate psychiatric 
schooling and knowledge of clinical psy- 
chiatry is also insignificant in this country, 
Just as in France and Italy. 

. B er important contribution to Swed- 
ih DSychiatry is made by Prof. E. Essen- 
ller et al. (Individual traits and mor- 


bidity in a Swedish rural population. Acta 
psychiatr. ed. neurol. Copenhagen 1956). 
Every individual of this population (2,550) 
was examined separately by Essen-Méller 
and his team and the results were compared 
and subjected to statistical treatment. As 
pathological variants were counted the 
cases where a lesion on a single gene sub- 
stitution was found. The population was 
grouped into 4 classes : evidently, probably 
or conceivably pathologic cases and no 
pathological findings. As evidently or prob- 
ably pathologic cases were considered all 
oligophrenes (1.Q.<70), all severe intel- 
lectually deteriorated, all schizophrenes, 
and most of the major personality devia- 
tions. As probably pathologic were regis- 
tered a considerable part of severe early 
asthenics, severe late asthenics, hypo- 
phrenics (chalarophrenics, description of 
which is given in my paper on the Sub- 
structure Biologique). According to the 
study of Essen-Móller and his team, 214 
cases (8.4%) were evidently pathologic 
(lesional or produced by a single gene sub- 
stitution), 504 cases (19.52) probably, 678 
cases (30.5%) conceivably pathologic, and 
1154 cases (44.5%) not pathologic. Thus 
28% of the population was evidently or 
probably pathologic, lesional or gene- 
substituted. 
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Some Remarks Apropos of the Case of Mr. Ezra Pound 


THOMAS S. SZASZ, M. D.' 


It appears that in recent years the use 
of psychiatric testimony in criminal trials 
—and with it, recourse to the alleged *men- 
tal illness" of the accused—has become in- 
creasingly prevalent and popular. More- 
over, judicial proceedings making better 
use of the psychiatrist's participation in the 
court-room, such as the celebrated Durham 
Rule, have been widely interpreted as a 
means of humanizing the administration of 
justice. In several previous publications( 1) 
I have tried to show, principally by analyz- 
ing this problem in theoretical terms, that 
although this sort of procedure may appear 
to be ethically progressive, this impression 
fails to stand up after a critical scrutiny of 
the issues involved. In brief, what I tried 
to show was that psychiatric participation 
in criminal trials, at least as presently prac- 
ticed, runs counter to our entire concept of 
the ethics of a secular democratic society. 

This essay is prompted by Mr. Ezra 
Pound's recent release from St. Elizabeths 
Hospital. By examining this case, I hope to 
illustrate my thesis and to lend support to 
it by means of the lessons that may be 
learned from the critical review of a dra- 
matic contemporary incident. My disagree- 
ment with the currently popular and widely 
accepted modes of applying so-called ^psy- 
chiatric knowledge" to the judicial dispo- 
sition of criminals rests most heavily on the 
impression that psychiatric testimony in the 
court-room—despite the pseudomedical, 
"scientific" garb in which it is clothed—sub- 
verts the democratic process of the Rule of 
Law and substitutes for it a Rule of Men 
(2). As matters now stand, it would be 
usually impossible to predict whether or not 
psychiatric participation will be enlisted in 
any particular criminal trial. The severity of 
the expected punishment seems to be the 
most important variable in this respect, so 
that if the penalty is heavy (e.g., death), 
the likelihood of psychiatric participation is 
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high. Morover, not only is the employment 
of psychiatric opinion in such cases unregu- 
lated by strict rules of law, but the inter- 
pretation of the opinion allows for so much 
latitude that the very possibilities of con- 
sistency and predictability are negated. The 
judicial process is thus allowed to drift 
from the impartial and predictable enforce- 
ment of rules toward an unpredictable 
decision of each conflict of interest on what 
is thought to be “its own merits”. : 

Needless to say, I am not advocating 
some sort of judicial vengeance against Mr. 
Pound. I am using his case merely as a 
timely illustration of a phenomenon that 
looms large on our social horizon. Sensa- 
tional "cases", like those of Dreyfus or 
Sacco and Vanzetti in the past and perhaps 
that of Ezra Pound today, are rewarding 
objects of study since they throw light on 
certain features of social conditions which 
otherwise tend to remain unnoticed. 

The facts surrounding Mr. Pound's case 
are probably sufficiently familiar so that 
they need not be repeated here. hy 
participation in the social disposition © 
his case started some time before he Me 
brought to trial. It was then decided—I do 
not know how, nor are the reasons for this 
decision relevant to us now—that he be 
"insane" and should be confined in a menta 
hospital The alternative was to try 
for treason, whether he was “sick” or we”; 
to acquit him if innocent; to convict o 
if guilty; and, if imprisoned, to prov) i 
medical, and if necessary psychiatric, E 
for him. We must raise the question of WAY 
this was not done. Did this evasion—for 
such I think it was—of the more usual pics 
procedure serve the interests of the be 
or of the society on whose shoulders $ 
the burden to sit in judgment over one 
its artistically outstanding members : 

The concept of mental health (and ea 
antonym, mental illness), lacking the gu 
of a scientific definition which would end? 
its meaning with integrity, has inevita 
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succumbed to what Bertrand Russell called 
the “cult of common usage"(3). In con- 
temporary America it has come to mean 
conformity with the prevailing demands of 
society. More precisely, according to the 
common-sense definition, mental health is 
the ability to play whatever the game of 
social living might consist of and to play 
it well. Conversely, to refuse to play, or to 
play badly, means that the person is men- 
tally ill. The question may now be raised 
as to what are the differences, if any, be- 
tween social non-conformity (or deviation) 
and mental illness. Leaving technical psy- 
chiatric considerations aside for the mo- 
ment, I shall argue that the difference be- 
tween these two notions—as expressed for 
example by the statements “He is wrong” 
and “He is mentally ill'-does not neces- 
sarily lie in any observable facts to which 
they point, but may consist only of a differ- 
ence in our own attitudes toward our sub- 
ject. If we take him seriously, consider him 
poe human rights and dignities, and 
: em him as more or less our equal— 
e then speak of disagreements, deviations, 
E crimes, perhaps even of treason. 
& we feel, however, that we cannot 
RE. lente with him, that he is somehow 
asically different from us, we shall then 
E oM to consider him no longer as an 
5 _ but rather as an inferior (rarely, 
IPerior) person; and we then speak of 
edema crazy, mentally ill, insane, 
On c, immature, and so forth. 
is ducis pened, what the person says 
Se aken seriously, although why he 
Dortant ry now be considered to be im- 
A di Serious disagreement thus signi- 
Eed kind of human relationship 
oth participants who consider each 
er, at least for the pur f the dis- 
ssion or the confiic purposes ue 
Nootrest e conflict at hand, as equals. 
ously but tung one's own position seri- 
opponent oe to pay this respect to his 
eon "gi espeaks of a relationship be- 
itiated b perior” and "inferior". When in- 
degrading ne’ former, it is a means of 
^ hts s partner. When it is invited by 
is self-inflicte placidly accepted by him, 
à “Sonia degradation. 
Someone air of shifting from taking 
iously may riously to not taking him ser- 
occasionally favor both parties. 


The offender, for instance, may be more 
kindly treated than he might otherwise. It 
is an integral part of our ethic to treat (or 
to pretend to treat) those who are “sick” 
more kindly than if they were well(4). The 
stronger or "superior" member of the con- 
flicting pair may also benefit from this ar- 
rangement. First, he is saved the effort 
needed to take the "inferior" offender's 
charges against him seriously, and secondly 
he avoids having to bear the guilt feelings 
which are invariably associated with met- 
ing out punishment. These feelings tend to 
be particularly distressing when we must 
punish someone whom we love and admire. 
Prominent artists, Ezra Pound among them, 
fall inevitably into the group of the ad- 
mired, and hence partake of a kind of im- 
munity from adherence to social rules bind- 
ing for others. The parental obligation to 
punish children for infraction of the rules 
gave rise to the saying, "It hurts me more 
than it hurts you!” This saying is as mis- 
leading as it is incomplete. Still, it calls to 
mind the burden which parents feel when 
they must discipline their children, a phe- 
nomenon which we may regard as analo- 
gous to that facing a group (nation) having 
to judge and damage one of its revered 
members. 

Still, it may be asked, "What can be the 
objections against showing kindness to Mr. 
Pound ?" as was allegedly done by not 
bringing him to trial. Is this not a "fair 
way to treat the so-called mentally ill crim- 
inal? The basic objection, as I suggested, 
is that the social sanctions which are em- 
ployed in such cases violate the principles 
of the Open Society(3) by substituting 
for the Rule of Law the Rule of Men. If 
this violation of the Rule of Law is engen- 
dered by the humanistic wish to act kindly 
toward those who break the laws, then it 
is committed unnecessarily, for trial and, 
in case of guilt, conviction of offenders in 
no way prevents us from dealing with them 
in a manner consistent with our ideas of 
decency and kindness. Furthermore, it must 
be remembered that the most serious 
abridgment of a person's civil rights may 
result from circumventing the proper legal 
determination of his "guilt"—that is, of 
whether he has in fact violated any of the 
laws—by finding that he is mentally too 
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ill to stand trial. For if thereupon he is 
"imprisoned" in a mental hospital, he is 
ipso facto being “punished”. This procedure 
also effectively deprives him of the oppor- 
tunity to clear himself of the criminal 
charges which were brought against him. 
Finally, by introducing psychiatric testi- 
mony into criminal trials—and what is even 
worse, by imprisoning people in buildings 
called “mental hospitals"—psychiatrists vio- 
late their ethical obligations toward their 
science(6). Giving psychiatric testimony 
in (ordinary) criminal trials is a dubious 
practice, at best. It seems to me to be par- 
ticulady undesirable in those cases in 
which the offense is of a political nature. 
When psychiatrists participate in the social 
disposition of such “criminals”, they re- 
nounce, in effect, the ethics of science (and 
medicine)—which, incidentally, is wholly 
compatible with good citizenship in a 
democratic society—and embrace instead 
the social values uppermost in society at 
any given time. 

Let us recall in this connection something 
that we all know, namely that many prom- 
inent men in our day, as well as in past 
ages, have spent some time in jail for poli- 
tical offences. Mahatma Gandhi, Bertrand 
Russell, Nehru, Sukarno, to name but a 
few, have all been sentenced to terms in 
jail for acting in opposition to laws. In the 
more distant past, we have the examples 
of Galileo, Jesus Christ, and Socrates, each 
of whom found himself in opposition to 
duly appointed social authority. All of them 
were punished in a manner then prescribed 
by law. Did this not mean, however, that 
they were being taken seriously ? Of course 
I do not pretend to believe that Mr. Pound 
is a "great man,” in the sense in which the 
persons mentioned were great men. But 
surely, the way in which he was treated 
impugns his stature. In any case, it seems 
hardly likely that Gandhi or Earl Russell 
would have preferred being classified as 
"mentally ill" to being jailed. In fact, both 
did excellent work while in jail and their 
release from this confinement was governed 
by law, not psychiatry. 

Mr. Pound was originally confined in a 
mental hospital because (?) of his alleged 
mental illness. Is he now being released 
because he is now mentally healthy again ? 
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Or because there is a change in political 
climate? Or because he has been “pun- 
ished" enough ? The psychiatrists in charge 
of this matter now say that he is still 
mentally ill, indeed that he will never be 
sane enough to stand trial (whatever is 
meant by that ?) ; but, they add, he is no 
longer a danger to himself or to others. 
Appropriately enough, Time Magazine 
(April 28, 1958) reporting on these de- 
velopments captioned his picture with the 
words: “Freedom for the warped”. Are 
we to assume that he is given the precious 
gift of freedom because he is warped? And 
if he were not warped, but was healthy, 
he would be continued to be deprived of 
his freedom ? We may well ponder these 
questions. Yet, whatever our answers to 
them might be, the events depicted illus- 
trate—or so I submit—that the determina- 
tions of dangerousness, including perhaps 
political dangerousness, has been taken out 
of the hands of the Law and placed in 
those of Men (psychiatrists, lawyers, etc.). 

The importance of the Rule of Law for 
the preservation of an individualistic society 
and the ethics which it embodies has been 
set forth by many contemporary scholars, 
among them brilliantly by Friedrich Hayek 
in his celebrated study, The Road to Serf- 
dom. Two brief quotations from this work 
should suffice to illustrate why I believe 
that psychiatric participation in the je 
dicial disposition of political offenses (an 
in others, too, for that matter) is W- 
desirable. 


Nothing distinguishes more clearly condi- 
tions in a free country from those in ? 
country under arbitrary government t : 
the observance in the former of the gree 
principles known as the Rule of La : 
Stripped of all technicalities, this mean 
that government in all its actions is bons 
by rules fixed and announced beforehanc 
rules which make it possible to foresee ker 
fair certainty how authority will use it 
coercive powers in given circumstances re 
to plan one’s individual affairs on the bas 
of this knowledge (7). 


And further, Hayek commented : 


Within the known rules of the game thé 
individual is free to pursue his perso ^ 
ends and desires, certain the po ely 
government will not be used delibera 


to frustrate his efforts.—It may even be said 
that for the Rule of Law to be effective it is 
more important that there should be a rule 
applied always without exceptions than 
what this rule is(8). 


Now, it seems to me that Mr. Pound 
played the game, as it were, against the 
United States, played it well and honorably 
-but he lost! He bet on Mussolini and 
Hitler instead of on the democracies. Nor 
was he alone among artists in his ad- 
miration of “strong men.” For example, 
George Bernard Shaw too admired the 
fascist leaders. The point is, however, that 
Pound allegedly violated the laws of his 
country. The Rule of Law demands that 
the government play the game seriously, 
according to the rules ; that is, that he be 
‘a sentenced if guilty, and later if it be 
eemed “just,” pardoned and released. It 
may be objected that avoidance of trial on 
grounds of insanity is a part of the 
8 of our country. That of course is true. 
ut dn Hayek has gone to great lengths to 
si in a duly constituted law is by no 
am the same as the Rule of Law. The 
eli is characterized by its consistency 
^ s dlleribility, in brief, by the fact that 
gem predictably and without ex- 
E Since the plea of insanity is 
ui ^ some cases but not in others, and 
ES is raised is interpreted in a com- 
n predictable manner, it serves as 
ig no ariy useful means for individualiz- 
E nay ministration of justice. But we 
teptlon ave our cake and eat it too. Ex- 
E E the Rule of Law on the grounds 
fug illness are exceptions just as 

“y as if they favored (or penalized) a 

à 5 religious group. 
lose ^n um we are also told, will not 
^ passport hare citizenship, nor shall 
a E withheld from him. It is in- 

i ^ him travel to Italy, to live 
: Tee man. To bestow the dignity 
Cause ^ on his fellow man must be a 
freedom T to the hearts of all who cherish 
again os ere, what I shall say must 

conclusi Onstrued as anti-Pound. But 
Poma. foo” I did wish to contrast Mr 

feedon t contra: : 

Vel with o obtain a passport and 
Bard of me the lack of freedom in this re- 
lo comm irte P ers who have, apparently, 
any crime whatever. In using 


ere as 
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the word "crime, I have reference to its 
basic definition in our society, namely, an 
act in violation of the law with which one is 
formally charged and for which one is duly 
convicted. The problem of whether it is a 
citizen’s right to have a passport and travel 
abroad, or whether this is merely one of 
his privileges under certain circumstances, 
has been widely debated in recent years. 
On June 17, 1958, The Supreme Court, by 
a 5-4 decision, has overturned State De- 
partment regulations designed to withhold 
passports from people whose loyalty may be 
in doubt. Speaking for the majority, Mr. 
Justice William O. Douglas stated that 
passports cannot be withheld because of 
applicants’ “beliefs and associations.” It is 
important to note, that this was a technical 
decision on existing Jaw, not a ruling on 
Congress’ right to restrict the travel of 
citizens. I do not believe that I could con- 
tribute anything novel to the arguments 
about this problem. I mentioned it here 
only to bring it into connection with the 
Pound case and thus to highlight some of 
the peculiar social consequences which may 
result, at least in part, from making use of 
psychiatric interventions in the administra- 
tion of the criminal law. 

My purpose, to repeat, is to call atten- 
tion to a serious conflict that seems to me 
to exist between the democratic principles 
of the Rule of Law on the one hand and 
the participation of psychiatrists in the 
disposition of social offenders on the other 
hand. The case of the poet Ezra Pound 
offers a dramatic and timely illustration of 


this thesis. 
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THE NONPSYCHOTIC OFFENDER AND THE STATE HOSPITAL? 


REGINALD S. ROOD, M. D? 


This paper is written from the experience 
of the Atascadero State Hospital, whose 
1,150 all male population is made up of 
about 60 percent nonpsychotic sexual psy- 
chopaths and about 40 percent criminal 
insane. This preponderance of nonpsy- 
chotic patients is unusual if not unique in a 
state hospital for the mentally ill, where as 
a rule about 90 percent of the patients are 
psychotic, I shall discuss briefly our pro- 
gram for sexual psychopaths, indicate sig- 
nificant factors in its success, and, as a 
corollary, comment on the rules for criminal 
responsibility from the hospital's point of 
view. My references are only to the Cali- 
fornia codes and procedures. 

As we interpret the legal definition, the 
sexual psychopath is one convicted of any 
crime not punishable by the death penalty 
who suffers from abnormal sexual desire of 
a kind and in a degree to constitute him a 
public menace. This definition includes, 
typically, the nonpsychotie child molester 
and the exhibitionist. In both of these the 
two factors of abnormal desire and menace 
are present. The definition excludes the or- 
dinary homosexual, in whom the element of 
menace is absent because his offense in- 
volves a voluntary partner, not a victim, 

After his conviction, the alleged sexual 
psychopath is committed to Atascadero for 
observation and possible selection for long 
term treatment. We admit yearly about 
700 patients for the 90-day observation 
period and retain about 400 of these for the 
indeterminate treatment period which lasts 
as a rule between 15 and 17 months, When 
we believe the patient has benefitted from 
indeterminate treatment to the point he is 
no longer a menace, we return him with 
this report to his home court, which then 
either sentences him or grants him proba- 
tion on his original conviction. The law 
intends probation if the court agrees that 
menace has become absent, and this is 
granted in ninety percent of the hearings. 

1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., May 
12-16, 1958. 

2 Atascadero State Hosp., Atascadero, Cal. 
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Sexual felonies usually carry a one year to 
life sentence. 

Atascadero State Hospital has been in 
operation since June 1954, and as of April 
1958, 1,066 of its treated sexual psychopaths 
have been placed on probation. Of this 
number, 118, or 11 percent, have been re- 
cidivists convicted of a new sex offense. 

Apparently these encouraging results re- 
flect the hospital’s treatment program. The 
foundation for this is essentially | the 
therapeutic community, with emphasis on 
group therapy as conducted by the psy- 
chiatrists, psychologists and social workers, 
and also by the nursing service, as well as 
the patients themselves. In this program the 
patient finds himself legally confined for 
between one and two years in an atmos- 
phere of friendship, good will, honest ap- 
praisal and hope for his improvement. This, 
I believe, presents a curative contrast to 
his often former community environment 
of competition, ill will and, in many cases, 
domestic strife. Mio 

Inasmuch as the sexual psychopath ys 
the state hospital as an alternative to Jai 
or prison, we should specify the reasons 
that the hospital offers a more ready Ics 
for psychotherapy than the penal insti 
tions. These sum up in the fact that : 
spirit of acceptance as against Men 
more easily achieved in the hospital. d 
reasons for this are, first, the medical tra 5 
tion, which is wholly one of acceptance; 
this is in contrast to the punitive per 
which rejects the criminal person becau s 
of his crime, Second, there is nothing in i 
state hospital setting that stimulates us tà 
reject the inmates collectively, as is e 
the prison. This important fact is expla i 
by the difference in the group behar 

sychotic and nonpsychotic persons. ` 
pili by the nature of his illness S ie 
able to conspire or plot with his fe idi 
He is incapable of organized activity, 1 
therefore the danger from collective atta 


^ o 
is not present in the state hospital. T 
course is not true of the prison sil 


with its nonpsychotic inmates and pot 
riots. The state hospital's security m 
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E. ] 
are designed therefore only for the pa- 
tients individually, not collectively. 

Thus the hospital's tradition and security 
permit a more accepting and relaxed thera- 
peutic atmosphere than does the tradition 


of individual rejection and the cold war. 


inherent in the prison. For example, in the 
hospital the female nurse and psychiatric 
technician work safely with the male pa- 
tients, greatly enhancing the therapy and 
therapeutic environment. On all the Atas- 
cadero wards a female nurse or technician 
is present. 

The foregoing explanation of the differ- 
ence between hospital and prison security 
rightfully raises the question: How can 
Atascadero, whose security is designed only 
for the psychotics, operate as a hospital 
When 60 percent of its patients are nonpsy- 
chotic criminals ? The answer is that the 
law gives the hospital the power to select 
its nonpsychotic patients. During the al- 
leged sexual psychopath’s observation peri- 
od, the hospital decides whether he legally 
qualifies under the definition and if so 
whether he should be recommitted for the 
indefinite period. The courts must follow 

e hospital's recommendation as to recom- 
mitment, but of course have the power to 
Sentence, the offender having been con- 
Victed, 

The fact of the original conviction forms 
^ basis for the hospital's power to select 
a psychotic patients, because with the 
a we have three dispositional pos- 
2 ities for the offender: hospital, prison 

Society. Under this arrangement t 
E conflict between the hospital and the 
el $ over nonpsychotic offenders in need 
n ental treatment who should be in 

ri the hospital nor society. The hospi- 
^ pev its patients and the courts de- 
da n the offender's return to society, be- 

* prison is an alternative. It is not often 
eae return a case to court as a sexual 
us peu not amenable to hospital treat- 
"omia it is obvious that the hospital 
NL. ve the power to do so, otherwise it 

lod Protect itself from becoming a 

* The basis for this is the original 
conviction, 
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This leads us to consider appropriate 
rules for criminal responsibility, because, 
when the courts commit an offender to the 
hospital as criminally irresponsible, there 
is no conviction and prison is consequently 
abandoned as an alternative. Therefore, 
no offender should be adjudged criminally 
irresponsible who is unsuited to the security 
measures designed for the individual rather 
than the group. 

In California the formula for criminal re- 
sponsibility is the M’Naghten rule. As ap- 
plied by the juries and the judges, this rule 
usually selects as criminally irresponsible, 
offenders who are properly committed to 
the hospital without the need for prison as 
an alternative. About 50 male cases a year 
are so designated. 

Admittedly, there are many offenders 
held criminally responsible under the 
M'Naghten rule and sent to prison who 
need mental treatment and would benefit 
by state hospitalization, especially in an in- 
stitution like Atascadero. The rule is ob- 
jected to for this reason, the presumption 
being that criminal responsibility neces- 
sarily means penal incarceration. As demon- 
strated by the law and procedures for the 
sexual psychopaths, this need not be true. 
On the other hand, to change the rule to 
accomplish hospitalization for many who 
are now held responsible, would force the 
hospital to become a prison, because the 
hospital would then lose its power to 
select patients for whom prison should be 
reserved as an alternative. 

From the hospital's viewpoint, the fore- 
mentioned objection to the M'Naghten rule 
should be met, not by changing the rule, 
but by legally providing that the hospital 
be an after-conviction alternative to prison 
for offenders in need of mental treatment 
who are criminally responsible under the 
rule. This approach would give us the flexi- 
bility of commitment or sentence necessary 
to preserve the basic distinction between 
hospital and prison. It is exemplified in 
California's highly successful sexual psy- 
chopath law. 


LETTER-WRITING IN A MENTAL HOSPITAL : 


ROBERT SOMMER, Pu. D.? 


There are many indices of community 
interest in a mental hospital—volunteers, 
incoming mail, visits by patients’ families, 
etc. In a previous study(1) it was shown 
that the longer a patient remained in a 
mental hospital, the less likely he was to 
receive visitors. We are currently conduct- 
ing research into the loss of various social 
skills (cooking, reading, etc.) during pro- 
longed hospitalization. This research indi- 
cates that there is a point at which the 
patient begins to become disculturated, to 
lose contact with the outside world. It is 
important for hospital authorities to learn 
when this occurs, as it means that in addi- 
tion to treating the patient’s initial illness, 
the patient must be resocialized. 

It will be the purpose of this paper to 
study the relationship between incoming 
and outgoing mail in a mental hospital 
and duration of hospitalization. We hope 
to learn if letter-writing follows the same 
pattern as visiting, and if the point in the 
patients’ hospitalization can be found when 
both of these begin to taper off. 


METHOD 


A list was secured of all patients in a 
1600-bed mental hospital who had sent 
letters during a given week. On the follow- 
ing week, a list was obtained of all patients 
who received letters.* It seemed preferable 
to classify patients as to whether or not 
they sent or received any letters, regardless 
of the number received or sent, This would 


1We are grateful to Miss Olga Koshman for 
collecting the data and checking the case files of the 
patients. Dr. Humphry Osmond, Superintendent, and 
Mrs. E. Carruthers, superintendent of nursing of 
the Saskatchewan Hospital, Weyburn, provided in- 
valuable assistance and encouragement, The research 
was aided by grants from the Rockefeller Founda- 
tion and the Department of Health and Welfare 
(Canada). 

? From the Department of Research, Saskatchewan 
Hospital, Weyburn, Sask., Canada. 

3A few obvious advertisements were excluded. 
The weeks studied were March 9-15 and March 16- 
22 respectively. These were not atypical weeks as 
the number of outgoing letters was almost identical 
with the total of a week that had been studied 
several months before. 
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prevent the results from being influenced 
by a few extreme cases.‘ The hospital file 
on each patient was consulted and the fol- 
lowing information secured : age, sex, age 
at first admission, and length of hos- 
pitalization. These data could be compared 
with comparable figures from the random 
(10%) sample of the hospital population 
that had been used in the previous study 
(1). There is no reason to assume. that the 
composition of the hospital population has 
altered during the one-year ‘interval be- 
tween studies. 


RESULTS 


During the one-week periods, 145 pa- 
tients received letters and 122 patients sent 
letters. This constituted 9 and 8% respec- 
tively of the total hospital population. 
There was a large sex difference in both 
sending and receiving letters. Although 
males comprise 602 of the hospital popula- 
tion, they sent only 38% and received only 
45% of the letters.® 

There is also a trend for patients who 
send and receive letters to be somewhat 
younger than patients in the random sam- 
ple (p<.01). Patients who received ec 
averaged 47.4 years; patients. who Mc 
letters averaged 41.7 years; while patien 
in the random sample averaged 56.8 years. 
However there is no relationship between 
age at first admission and sending or re 
ceiving mail. f 

Table l shows a striking relationship 
between length of hospitalization and s 
ing or receiving letters. The longer : 
patient is in the hospital the less likely 
is to send or receive letters. T: 

In Table 2, the probabilities of rece 
or sending letters, or receiving visitors, a E 
estimated from the data of this and yi 
preceding study. It should be noted - 
these figures are derived by assuming t d 
the random sample figures are similar 


iv uring 

4The largest number of letters received iae 
this week by a single patient was 13 while the © 

number sent was 10. : nificant 
5 This sex difference was statistically in! 


beyond the .01 level. 
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TABLE 1 


PERCENTAGE Or PATIENTS AT VARYING LENGTHS OF HOSPITALIZATION 


Length of Hospitalization 
-15 


Less than 1-5 5-10 10 15-20 More than 
] year years years years years 20 years 
Patients receiving 
letters (N—145) 32 30 13 ll 7 8 
Patients Sending 
letters (N=122) 25 32 12 7 10 15 
Random Sample 
(N=191) 2 23 13 10 14 39 
TABLE 2 
PROBABILITY THAT A PATIENT WILL RECIEVE MAIL OR 
VISITORS AS RELATED TO HIS LENGTH OF HOSPITALIZATION 
Length of Hospitalization — 

Less than 1-5 5-10 10-15 15-20 More than 
ji 1 year years years years years 20 years 
Probability of receiving 

a letter 1 

(one week period) 9/10 1/8 1/10 1/10 1/21 1/50 
Probability of sending 

a letter 

(one week period) ^ 6/10 1/10 ji i20  VI8 1/33 
Probability of receiving 

visitors 

(one month period) ^ 6/10 1/4 1/8 1/10 1/18 1/30 


those in the true hospital population. This 
w be true, but the actual figures will 
^d within the limits of sampling error." 
us these figures are estimates and 
cem not be interpreted rigidly. 
a table shows that the chances of a 
on in the hospital less than a year 
ing letters are 45 times greater than 
Srt of a patient in the hospital 
likely years; he is also 19 times more 
P T D send a letter and 18 times more 
odi o feum visitors. In fact, mail and 
year’ s decrease sharply after even one 
R. s hospitalization. 
ly rien and sending letters were high- 
Was ten ti À patient who received a letter 
bier is times more likely to have sent à 
L than a patient who did not receive 


6 n 

i uu shown in the case of patients in the 

Projects. S than one year. The figure arrived at by 
M ^ random sample was slightly less thea 

one figur shown in the data on mail received. This 

io the e wis adjusted by adding sufficient cases 

s Projected value «o that it conformed with the 
n sample values. 


a letter. (This can also be stated in terms 
of patients who sent letters being 10 times 
more likely to have received letters than 
patients who did not send letters. ) 


DISCUSSION 


Bleuler(2) wrote at length of the final 
stage of schizophrenia which was charac- 
terized by an overwhelming apathy and 
loss of all social skills. However, current 
research(3, 4) is showing that this condi- 
tion is more of an outgrowth of the mo- 
notony and impoverishment of mental 
hospital ward routine than a necessary 
stage in schizophrenia. It is important for 
society to learn how to prevent newly 
admitted patients from sinking into the 
hospital routine and also the methods of 
resocializing older chronic patients. The 
long-stay patients must be informed of the 
drastic changes in price and style that 
have occurred since they were hospitalized. 
They must be taught how to cook again and 
how to use the newer appliances that are 
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found in every home. In short the pa- 
tients must learn that time on the outside 
has not stood still while they were in the 
hospital Perhaps the most difficult task 
is re-establishing contact with the patient's 
home and family. Many patients have been 
forgotten by their friends and relatives. It 
is not uncommon for neighbors to believe 
that a patient has died when in fact he 
was living in a mental hospital. 

In a previous study of a geriatrics ward 
at this hospital(5), it was shown that over 
50% of the patients had husbands, wives, 
or children living on the outside. It was 
not so much that the patients lacked ties 
to the outside world but that they had lost 
contact with it. Mail is undoubtedly one 
of the most important bridges between the 
hospital and the patients' homes. If mental 
hospitals are built in isolated locations, 
then mail becomes almost the only feasible 
means of communication between the pa- 
tients and their families. 

The importance of letter writing is not 
always realized by either the patient's 
family or the ward staff. Rarely can writ- 
ing materials be found in ward dayrooms. 
One frequently hears the ward staff men. 
tion that if pens and paper were left in the 
dayroom a few patients would soon mo- 
nopolize them. We have yet to see tangible 
proof of this assertion, and certainly ball- 
point pens and stationery are not so ex- 
pensive that the hospital could not afford 
to try them. Letter writing should become 
a defined activity on the wards, as much 
of an activity as OT or TV. One particular 
ward which sends an average of 2 letters 
a week, also sends 50 Christmas cards each 
December, largely because the cards are 
supplied by the hospital and the supervisor 
is expected to distribute them. Like many 
other activities of Christmas week, this 
could be done each week instead of once 
a year. 

One tangible result of this study is that 
several members of the hospital staff are 
attempting to find ways of increasing letter- 
writing among the patients. On two similar 
geriatrics wards the psychiatrist has initiat- 
ed a week-by-week letter-writing survey, in 
which the number of patients writing letters 
on the two wards are compared. This has 
made the supervisors more conscious of 
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the number of letters going out from their 
wards. We are also keeping records of 
incoming letters and hope to learn if an 
increase in the number of outgoing letters 
will be reflected in an increase in the 
number of incoming letters. 

We are also placing more stress on letter- 
writing in our lectures and talks to nursing 
staff and volunteer visitors. We are especial- 
ly interested in getting volunteer visitors 
to help the patients write letters. Many 
patients require considerable urging and 
support, They often protest that they have 
nothing to write about. We hope that our 
volunteer visitors will be able to convince 
the patients that their families are inter- 
ested in even the minor events of the pa- 
tients day, such as going to OT, a visit to 
town, an afternoon on the farm, etc. 

The need to impress the patient’s family 
with the value of correspondence is more 
difficult for hospital authorities to cope 
with. All we can offer are suggestions, some 
of which may be impractical in some set- 
tings. One method is to emphasize the 
importance of letter-writing in the orienta- 
tion booklet given to families of newly 
admitted patients. However the problem 
is not serious in the case of new patients, 
the vast majority of whom receive letters 
at least weekly. The problem is to keep the 
correspondence flowing when the patient 
remains in the hospital longer than a year. 
It is at this point when it begins to decrease 
rapidly. Perhaps it may be useful to send 
relatives copies of the hospital magazine, 
in the same way that university alumni 
magazines and donation requests are sent. 
With many universities, there is the atti- 
tude that “once an alumnus, always 8n 
alumnus," so a person is not removed from 
the mailing list even if he fails to contribute 
for a period of years. The university hopes 
that the alumnus will eventually acknowl- 
edge his responsibility to his school. The 
same can be done for relatives. Even 
though a son does not write his mother 
(a patient) for several years, his name 
should continue to remain on the mailing 
list for the hospital magazine. 


SuMMARY 


To determine the relationship between 
letter writing and length of hospitalization, 
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ws] 
the names were secured of all patients in a 
mental hospital who received or sent 


letters during a given one-week period. ` 


There was a highly significant relationship 
between length of hospitalization and re- 
ceiving and sending letters. The longer a 
patient remained in the hospital, the less 
likely he was to receive or send letters. 
Women were found to receive and send 
proportionately more letters than men. Pa- 
tients who received letters were 10 times 
more likely to send letters than patients 
who did not receive letters. 

The probabilities of receiving and send- 
ing letters and receiving visitors were esti- 
mated for various durations of hospitaliza- 
tion. It was found that after one year in the 


hospital, there is a drastic reduction in 
sending letters, receiving letters, and re- 
ceiving visitors. 
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PATIENT REACTIONS TO THE "OPEN DOOR" 


NATHAN WISEBORD, M. D., HERMAN C. B. DENBER, M. D., 
FREDERICK B. CHARATAN, M. D., ann JOHN H. TRAVIS, M. D.t 


Much attention has been focused on the 
mental hospital as a therapeutic com- 
munity(1-3). Our research ward has been 
operating within such a framework since 
April, 1957. Incorporating the biophysical, 
moral, environmental and interpersonal ap- 
proaches, this was the first "disturbed" 
ward to be opened in the hospital(4-6). 
Various facets of this total study will be 
elaborated in greater detail at another 
time. The present paper reports the pa- 
tients’ personal reactions to these changes. 
Emphasis was placed on gathering informa- 
tion regarding their attitudes to the *open 
door." In restricting the study to this one 
variable, we were aware of the danger of 
elaborating only a single perspective in 
what in reality is a complex entirety. 
Certainly we considered the possible re- 
strictions and distortions resulting from a 
partial approach. Yet, because of present 
controversy over this pertinent question we 
felt it advisable to single out this one 
change as the area of investigation. 


METHOD 


This study was carried out on a ward 
consisting of 86 female patients, the ma- 
jority of whom were diagnosed as schizo- 
phrenics. The ages ranged from 90 to 69 
years, with an average of 40 years, The 
amount of time spent in hospital by these 
patients varied from several months to 
over 20 years, but the majority had spent 
less than 5 years. Many of these patients 
were seen daily by the observer throughout 
all the periods of change and ward re- 
organization. It was quite common to in- 
terview several patients per day routinely 
in order to perform administrative duties, 
evaluate progress or state of general health. 

In the course of the routine interviews, 
the patients were encouraged to express 
their feelings, attitudes and impressions of 
their environment. Open-end questions 
were asked about the changes, if any, that 
had been noted on the ward ; which change 


lResearch Div., Manhattan State 
Island, New York City 35, N, Y. 


518 


Hosp, Ward's 


was most meaningful ; and what effect this 
had on them as well as on the group in 
general Indirect, as well as direct ques- 
tions, were asked in order to get the in- 
dividual’s observations on herself and of 
the others. In this way, 55 patients were 
interviewed. 


RESULTS 


In broaching the topic, the first question 
referred to areas of change, and the pa- 
tient was asked whether any changes had 
been noted on the ward, All the patients 
volunteered their observations and elabo- 
rated on the improvements they had noted. 
Of the group studied, each individual ex- 
pressed some awareness of these changes. 
While they did not refer to all or the same 
elements, many patients could recall sever- 
al pleasing features, and some itemized 
concrete developments. Others mentioned 
more abstract considerations. In one case 
the patient summarized developments in 
the following order: “Beauty parlor, 
drapes, paintings, bars down in the com- 
mon room, door open, girls can do more, 
doctors more friendly, dances, showers 
every night, lots of changes.” Another first 
spoke of “things fixed up, door opened, 
curtains, fish tanks, rooms painted, linole- 
um, office decorated, picnics and music. 
Others, however, responded to this same 
general question with the following : The 
patients are given the opportunity t9 
change things . . . There is coming an 
going without passes, and this is wonder- 
ful. People are happier, less tense and less 
nervous." And most often, the commonest 
response was, "There is more freedom. 

Once it had been established that 
changes were noted and emotionally mean- 
ingful, the patients were asked to expres 
an opinion regarding the most importan 
or significant change. In this respect, i 
were reassured that their opinions we" 
valued, and that an honest and subjective 
appraisal was expected. Although her 
again many formulations were given, "i 
the most common response reflect 
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item of the *open door." The great majority 
of patients referred to the opening of the 
door by pointing to this modification di- 
rectly and unhesitatingly. Others selected 
this same element indirectly with the fol- 
lowing statements : “The biggest change is 
the coming and going freely,” or “it’s easier 
to go out,” and again, “you can go in and 
out whenever you like.” In only one case 
was there a diversion from this consensus, 
and this patient considered the “meetings” 
where “the girls are given a chance to ex- 
press their opinions” as the most valuable 
change. Yet in overwhelming majority, by 
explicit or implicit statements, the “open 
door” was considered the factor which 
created the greatest transformation on the 
ward and on the environment. 

Each patient was encouraged to express 
and elaborate on ideas and feelings as- 
sociated with the opening of the door, 
since this was mentioned as the outstanding 
new development. "What does the open 
door mean to you?" and “How do you 
feel about the door being opened ?” were 
questions which evoked multiple reactions. 
Here, most responses stressed the aware- 
e and appreciation of greater individual 
eo. As one patient put it with remark- 

e simplicity, "They opened the door and 
T gave freedom.” Another answered, 

s just like saying you are liberated.” 
E replies centered around past feelings 
«. ing “cooped up” and enslaved as in a 
E One patient said, "Now that the 
» nie opened, I feel free . . . We are 
tn ger confined . . . Before we just felt 

up in the same place all the time, now 


no one is holding z 
n Bte. you under lock and key. 


You 
E" to have a certain amount of freedom. 
you can't do nothing, you're just like a 


pri 

co I resent it if I'm treated like a 
out, at You feel like you are lost, no way 
Tut or Aeg don't know how to get out of the 


ick you're in. I would feel resentment 

ewe I didn't do anything wrong. I felt 

what uM pring punished and I wondered 

vd ought it was terrible, Now I feel 

le the c You can't have complete freedom 

bla animals running wild, but you have 
à certain amount of freedom. 


Ano 
ther statement expressing these same 
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thoughts comes from an aggressive patient 
with a behavior disorder, and she states : 


The opening of the door makes patients feel 
they are not put here for confinement, but to 
get well. I felt like a criminal, as if I was put 
here for nothing, doing time for nothing. But 
gradually I saw that I could be free and I was 
not a criminal. Here you come in and you don't 
know when you are going out and being you're 
locked in makes it worse. I guess by these 
open doors you are less irritable, less hard, 
not confined. You are free. 


Many patients referred to the opening of 
the door as a symbol of trust, and this in 
turn increased self-esteem, level of aspira- 
tion and sense of reliability. Common re- 
sponses included : “It makes you feel you 
are trusted . . . It makes you feel more re- 
sponsible." One lady made this syllogism on 
the discarded honor card system : "Before 
we had honor cards which meant that you 
were honorable. No honor card meant that 
you were dishonorable. If you were dis- 
honorable, you had to live up to it, and now 
this has changed." One answered with 
pride: “It shows that the patients are 
trustworthy and no one is dangerous and 
we are not prisoners." Or again, "It shows 
the doctors have some faith in the patients," 
and with added hope, "There is less wrong 
with me." The statement, “It makes me feel 
more confident in myself" was often re- 
peated. 

Individuality, humaneness, as well as re- 
sponsibility, were elements noted in other 
responses. Sensing past humiliations one 
statement put it this way : "By treating you 
like a human being you will behave like 
one." Many expressed resentment at having 
been “ushered around by attendants in the 
past.” Another said somewhat touchingly, 
“Almost like a forgotten person you were. 
And in the memories of one patient several 
considerations are echoed as follows : 


It shows I could be trusted. I was being relied 
upon. It gave me a feeling of confidence in 
myself, I didn’t like to be escorted in groups. 
It made me feel like I was a two year old. You 
couldn't appreciate going like that. It's not 
proper for people who are grown up. It made 
me feel I was completely irresponsible. People 
escortíng you takes away your independence. 
You become institutionalized, regimental, no 
individuality. 
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Reacting to past feelings of frustration 
and custodianship, some patients now 
stressed fewer inner tensions and fewer de- 
pendency needs. Others spoke of greater in- 
terest, closer relationship to things about 
them, and more available energy. Refer- 
ring to the sensation of being “herded,” one 
patient complained, "You get dependent 
after awhile, boredom and laziness sets in ; 
the drive is taken out of you. Now less pa- 
tients are sleeping. There is less lying 
around all over the place." 

Less tension and less nervousness were 
observed in that “when the doors were 
locked you felt like putting your hand 
through the window." The ability to get 
out of the ward was used as an outlet for 
many pent-up feelings since "you get 
aggravated staying in. Now you are more 
calm. You don't lose your temper so much. 
Nerves not so tightened up. You brood less 
about your problems." 

Yet others mentioned that there was 
"more life, You could go out to meet peo- 
ple.” You could “adjust more easily to a 
freer society, to the outside,” since “when 
you are barred in it seems you are far from 
everything.” With the development of in- 
terests, “more care of appearance” was 
noted and patients remarked that there did 
not appear to be as many physical com- 
plaints. Furthermore, improvements in ap- 
petite and sleeping habits were frequently 
mentioned. 

While the foregoing was an account of 
observations by the patients upon them- 
selves as individuals, they also noted many 
structural changes within the group as a 
unit. Here again, they attributed this as a 
direct outgrowth of the “open door.” Some 
examples are quoted, “Now people are 
more social. When the ward was closed, 
they tended to draw into themselves E 

Everybody makes conversations now" and 
"this makes patients gain friends." Some 
directly mentioned the gradual establish- 
ment of a "community spirit" since they 
"associated with each other" more often as 
individuals. Socialization -aads€oncern for 
each other was: also remarked in that “the 
patients try to help each other now, and 
the well patients try. to take care of the 
others.” As one more masculine patient put 
it, “You try to take care of the other man.” 


One lady felt she hit the heart of the matter 
when she pointed out that, “Patients are 
deteriorating with the door closed.” 

The greatest majority of patients inter- 
viewed felt that they now could “feel more 
at home.” Expressing the view that “people 
are now more cheerful,” they all felt the . 
opening of the door “a wonderful thing” in 
that “it helps all the patients.” There was 
only one exception to this general rule, 
since one patient felt an open door “seems 
very dangerous.” She pointed out “the doors 
frighten me when being open, especially 
when a person is so confused.” Afraid of 
the many hazards and evils she saw in 
daily life she thought that “a person may 
lose their life by going out and drinking 
and getting in front of a car.” Yet even she 
was ambivalent for she went on wistfully, 
“Then the doors would have to be closed 
again,” 

DISCUSSION 

Almost every patient able to communicate 
testified gratefully and poignantly, de- 
scribing their shifts in self-esteem, self- 
confidence and level of aspiration. We 
could not obtain any meaningful data from 
the other 31 patients because of their 
severely regressed state. Either mute, tan- 
gential or circumstantial, they did not re- 
spond clearly to questions although they 
have shown some social improvement. We 
observed that often the more disturbed pa- 
tients preferred to stay on the ward, or 
they did go out they remained very close 
to the door of the building. Only one pa- 
tient asked to be transferred, and she rea- 
soned she would find it more “comfortable 
and friendly” elsewhere. 

As a group, dynamic structural changes 
were generated. There was more commu- 
nity spirit, group cohesiveness and inter 
personal relatedness. Goals such as ree- 
bility, responsibility and social conformity 
were awakened. Perhaps this accounts for 
the fact that there have been no grave 0r 
unfortunate incidents during the perio he 
the open door operation (16 months at ie 
time of writing). This, even though patie?! 
are free to circulate on the grounds at Mir 
from 9:30 a.m. to 6:30 p.m., and me 
are no physical barriers separating the pt 
pital from the city. With but minimal od 
side supervision, there have been no sig?! 
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cant changes in disturbed behavior, suicidal 
attempts or escapes. 

The responses graphically indicate the 
way in which these patients have reacted 
totheir new environment. They surely have 
sensed the beneficial nature of the total 
scheme. Yet it appears evident that for 
them, the ideal of the therapeutic com- 
munity was represented most meaningly 
by the tangible symbol of the opened door. 


SuMMARY AND CONCLUSIONS 


Fifty-five of 86 patients were interviewed 
concerning their attitudes to the “open 
door” as a function of the therapeutic com- 
munity in the research division ward. 

The patients generally agreed that the 
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“open door” had played a beneficial role 
in their strivings towards successful re- 
integration and adaptation. 
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THE DOCTOR-PATIENT RELATIONSHIP AND 
ITS HISTORICAL CONTEXT ' 


THOMAS S. SZASZ, M. D., WILLIAM F. KNOFF, M. D., anv 
MARC H. HOLLENDER, M. D.? 


The doctor-patient relationship in its 
historical context depends on the medical 
(or psychiatric) situation and the social 
scene. By medical situation is meant the 
technical task at hand and the available 
means to cope with it. The physician's and 
patient's capacity for self-reflection and 
communication, as well as their special 
technical skills, are included in the category 
of “medical situation.” The social scene 
refers to the socio-political and the in- 
tellectual-scientific climate of the time. 

In a previous article Szasz and Hollender 
(12) delineated 3 basic models of the doc- 
tor-patient relationship. These are (a) ac- 
tivity-passivity, (b) guidance-cooperation 
and (c) mutual participation. Activity-pas- 
sivity reters to those instances in which the 
physician does something to a patient who 
is completely inactive (or passive). This is 
necessary whenever the patient is un- 
conscious (e.g, comatose, anesthetized ). 
Guidance-cooperation presupposes that the 
physician will tell the patient what to do 
and the latter will comply or obey. Both 
parties are "active" and contribute to the 
relationship. The main difference between 
them pertains to status and power. Mutual 
participation designates a relationship in 
which the doctor-patient contract is es- 
sentially that of a partnership. The physi- 
cian helps the patient to help himself. This 
model is particularly applicable to the 
management of chronic illnesses, to psy- 
choanalysis and to some modifications of 
psychoanalytic therapy, The models are 
illustrated in Table I. 

Employing these conceptual models, we 
propose in this essay to present an histori- 
cal overview of certain changes in the 
doctor-patient relationship, Since our in- 
terest is primarily in calling attention to 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the Department of Psychiatry, State Uni- 
versity of New York, Upstate Medical Center, 
Syracuse, N. Y. 
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correlations between social conditions and 
medical practice models, we shall comment 
only on a few historical periods. These will 
be offered as vignettes to illustrate our 
thesis. The following epochs and their 
concomitant doctor-patient patterns will 
be considered : 1. Ancient Egypt (approx. 
4000 to 1000 B.C.). 2. Greek Enlighten- 
ment (approx. 600 to 100 B.C.). 3. Medieval 
Europe and the Inquisition (approx. 1200 
to 1600 A.D.). 4. The French Revolution 
(late 18th century). 5. Central Europe 
(late 19th century). 6. The contemporary 
American scene (post World-War II). 


ANCIENT EGYPT 


From earliest times, man feared helpless- 
ness in an unknown universe. In his own 
defense he invented methods of coping with 
anxiety. Implicit in these methods has been 
man's belief in an ability to manipulate 
events, to control and direct nature in his 
own behalf. ) 

The doctor-patient relationship, which 
evolved from the priest-supplicant rela- 
tionship(2), retained the belief in an 
ability of a parent-figure to manipulate 
events on behalf of the patient. Fearing 
helplessness, sickness and death, man has 
attempted to master nature by means i 
1. Magic and mysticism, 2. Theology an 
3. Rationality (or science). Each of these 
evolving belief systems, with its particular 
technology, has served the healing art 
Healers have been in the past (and con- 
tinue to be in the present) magicians 
priests and doctors. With the developmen 
of social organization, or civilization, t À 
healing role became institutionalized 2 
sorcerer, shaman, priest and physician 
Each was imbued with the metaphor m 
magic. At various times, these diverse ps 
ing roles have existed side by side in 3 
same society; they may also cod al 
the role-functions of a single indivi ja 
(e.g, the shaman). As the function’ ae 
instinctive self-help and mutual aid bia 
gradually institutionalized into specia"! 
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TABLE 1* 


Three Basic Models of the Physician-Patient Relationship 


PHYSICIAN'S 
ROLE 


. ACTIVITY- DOES SOME- 


PATIENT'S 
ROLE 


RECIPIENT (UN- 


CLINICAL 
APPLICATION 
OF MODEL 


PROTOTYPE 
OF MODEL 


ANESTHESIA, E.C.T., | PARENT-INFANT 


PASSIVITY THING TO ABLE TO RESPOND | ACUTE TRAUMA, 
PATIENT OR INERT) COMA, DELIRIUM, 
ETC. 
2. GUIDANCE- TELLS PATIENT COOPERATOR ACUTE INFEC- PARENT-CHILD 
COOPERATION | WHAT TO DO (OBEYS) TIOUS PROC- (ADOLESCENT) 
ESSES, ETC. 


p 


. MUTUAL PAR- 
TICIPATION 


HELPS PATIENT 
TO HELP HIMSELF 


*A slightly altered version of a table which appeared originally in Szasz, T. S., and Hollender, M. H.: 


PARTICIPANT IN 
“PARTNERSHIP” 
(USES EXPERT 


MOST CHRONIC ADULT-ADULT 


ILLNESSES, PSYCHO- 
ANALYSIS, ETC. 


dipbntcibution to the Philosophy of Medicine. The Basic Models of the Doctor-Patient Relationship. 
M.A. Archives of Internal Medicine, 97 : 585-592, 1956. 


le roles, status-role differences between 
Sag and sufferer appeared for the first 
e. 


, Describing the treatment process, Siger- 
Ist stated : 


ee came or the patient was brought 
tions ^ ter some preparation, some purifica- 
E ee words were spoken, some rites 
E d ormed, and all was over. In many 
E: che was probably enough for the pa- 
cip * was under great nervous tension to 
suddenly improved or even cured (6). 


bar ancient Egyptian medicine, how- 
dii "wi devoid of empirico-rational 
En: ese were largely limited to the 
"ipn As externally visible disorders, 
medicine ne Problems of “internal” 
detain E ike those of psychiatry—present 
a is servational difficulties in the face 
chil dish) a ( culturally unsophisticated or 
Magic in approach. Thus an infusion of 
endeavor mation with these medical 
relation as persisted much longer than 
e body =< external and visible parts of 
generali dr) en today, children—and people 
"lintasti àve many more fantasies (and 
their bodi ideas) about the insides of 
about dut than they do, for instance, 
I iie ir hands or feet. 
"Smd unlikely—and this is largely an 
» Since we possess little informa- 


tion on this subject—that in ancient Egyp- 
tian medicine the activity-passivity type of - 
relationship was ever altered. Neither the © 
social circumstances nor the technical tasks 
and tools available were such as to require 
a modification of this relationship. 


GREEK ENLIGHTENMENT 


As Zilboorg noted, “Hippocrates lived in 
an age unique in history . . . It was the 
age of Hellenic enlightenment” (13). 

In about the fifth century, B.C., the 
Greeks developed a system of medicine 
based on an empirico-rational approach. 
By this it is meant that they relied in- 
creasingly on naturalistic observation, sup- 
plemented by practical trial and error 
experience, abandoning, as much as they 
could(2) magical and religious explana- 
tions of bodily disorders. Singer, for 
example, described the Hippocratic writers 
as 

. clear-eyed observers, unmoved in their 
pursuit of truth by any preconceived view of 
its nature, uncorrupted by the jargon of the 
schools, naked heroes of science facing the 
world as it is and not as it may be thought 
to be (7). 


Hippocrates’ rationalistic orientation can 
be best illustrated by the famous statement 
attributed to him concerning epilepsy : 
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As for this disease called divine, surely it too 
has its nature and causes whence it orginates, 
just like other diseases, and is curable by 
means comparable to their cure(7). 


In carrying empirical medicine to new 
heights, the Greeks were among the first 
to emphasize and develop what has be- 
come an historically important schism, 
namely, the separation of medicine (and 
science) from religion (and ethics). Po- 
litically, too, they were among the first 
nations to evolve toward a democratic 
form of social organization. They recog- 
nized the desirability of equality, at least 
among the elect (i.e, among the nobility 
or “non-slaves”). Guidance-cooperation, 
and to a lesser extent, mutual participa- 
tion, were the characteristic patterns of 
the doctor-patient relationship. The Hip- 
pocratic oath, while overtly a code of 
ethics for the physician, is, in a less obvious 
sense, also a “Bill of Rights” for the pa- 
tient. The rules of the game (as it were), 
codifying the physician’s prescribed atti- 
tude toward his patient, were defined, in 
part, as follows : 


The regimen I adopt shall be for the benefit 
of my patients according to my ability and 
judgment, and not for their hurt or for any 
wrong . . . Whatsoever house I enter, there 
will I go for the benefit of the sick, refraining 
from all wrongdoing or corruption, and es- 
pecially from any act of seduction, of male or 
female, of bond or free. Whatsoever things I 
see or hear concerning the life of men, in my 
attendance on the sick or even apart there- 
from, which ought not to be noised abroad, I 
will keep silence thereon, counting such things 
to be as sacred secrets (8). (italics added). 


This oath is of considerable interest from 
the point of view of the" doctor-patient 
relationship and its connections with the 
prevalent socio-political pattern of its time. 
Not only does the Oath reflect the con- 
temporary ethical ideal of democracy for 
—and equality among-the free citizens of 
the state, but it rises above it and com- 
mands a higher level of humanism. We 
base this inference on the Hippocratic 
injunction to accord the same human 
privileges to the "bonded" patient, for 
slave, as accorded to free citizens of the 
state. Hippocratic tradition raised medical 
ethics above the self-interests of class and, 


by implication, nation. This supranational 
concept of health as an ethical value per- 
sists to this day, but it has undergone 
important reverses during practically every 
major war and social upheaval. 


MEDIEVAL EUROPE AND THE INQUISITION 


The revival of religious and mystical 
world views following the fall of the 
Roman Empire, and culminating in the 
Crusades and witch-hunts of the middle 
ages, brought with it a regression in both 
political and medical relationships. A ma- 
jor historical event worthy of special men- 
tion occurred in 1484, when Pope Innocent 
VIII issued a papal bull in support of the 
popular medieval belief in witches. 

The Inquisition now shifted into high 
gear. Two inquisitional theologians, Spreng- 
er and Kraemer, authored that medieval 
textbook of clinical psychiatry entitled 
Malleus Maleficarum—The Witches Ham- 
mer—which fanned a smouldering demon- 
ology into a flame which engulfed Europe 
and eventually spread to the shores of 
the New World.’ In regard to this period, 
Zilboorg observed : 


Galen’s humoral theory is pushed into the 
background and the devil is elevated [again] 
to the role of causative agent of melancholy. 
Sin and mental disease have become equate 
in the mind of man ; the major sin of man an! 
woman and the major preoccupation of the 
devil is sex(13). 


Thus the primitive, magico-religious be- 
liefs embodied in the Old and New Testa- 
ments were revitalized and charged with 
power. Social relations, too, drifted towards | 
ever-increasing depths of inequality an 
exploitation. While feudal monarchies 
dominated the political scene, mediya 
Catholicism rose to achieve a level 9 
secular power unmatched in its history. 
The political dominance of feudal royalty 
was paralleled by the moral dominance 0 
contemporary religion. The divine rig 
of kings had as its corollary the subjugation 
of the masses. Magic, mysticism and super 


Ur ; re 
stition were rampart. Good and evil we 

WOT 4 its 

3 Although Massachusetts reversed most Do: 


witchcraft convictions in 1711, it was as p^ 
as August, 1957 that the names of 6 women, 25 
ecuted in Salem, and branded as witches for 
years, were cleared by legislative resolve. 


F 


1958 ] 
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God-given and sharply and  indelibly 
etched. This was the tenor of the time. As 
would be expected, medicine and religion 
were inextricably entwined. The physician, 
imbued with magical powers shared by 
the priests, was in an exalted position. His 
patient, unless of the nobility, was re- 
garded as a helpless infant. The model of 
the doctor-patient relationship, like that 
of lord-serf, was activity-passivity. 
Mental disorders, too, it should be noted, 
were regarded in the religious frame of 
reference. People were, so to speak, either 
possessed by God, and therefore saints, or 
possessed by the Devil, and hence witches. 
Neither fell within a category which could 
be called "medical" or "psychiatric." 
lt is interesting to note, in this connec- 
lion, that while in our time there has been 
a widespread desire to exonerate, as it 
were, the witches either as innocent victims 
of their time, or as “mentally ill” rather 
than “bewitched,” there has been no simi- 
lr clamor for revising the diagnostic 
category of “saint” (e.g., Joan of Arc). Yet 
it would seem that if logic rather than 
sentimentality governs the up-grading of 
witches” to “patients,” an analogous down- 
Ping of "saints" to "patients" would 
ollow (10), 
js Is consistent with the "human atmos- 
"M sketched above that it was during 
End that the insane asylums, which 
E a ing but dungeons in which mental 
Tni E were chained until they died, came 
fem hoe Such were the historical—and 
"Bed e point of view of the evolution of 
an Struggle for freedom, logical—ante- 
ents of the French Revolution. 


THE FRENCH REVOLUTION 


E spirit of liberalism initiated by the 
Eee fostered by nascent Pro- 
Ap. ism and brought to a high pitch by 
E Revolution re-animated man's 
ES or equality, dignity and empirical 
tento] às opposed to dogma. The suc- 
E Protestant "protest"—the original 
n E of this word is probably rarely 
thight of red now—against the unop 
in as Roman Catholic Church was 
Engli y America's successful overthrow 
nglish dominance, and then by that 


momentous social upheaval, the French 
Revolution. 

There are striking illustrations of the 
effects of the dominant socio-political 
events on medical behavior during this 
period. As we noted, the pre-revolutionary 
dungeon which served as a mental hospital 
was the appropriate place of confinement 
for socially undesirable elements in a 
society which viewed life and the deviant 
people in it only in two colors : black and 
white—witch and saint. The French Revolu- 
tion—and the events which led to it— 
brought this period to a socio-political 
end. Pinel's effort to free mental patients 
was equally dramatic, but it would seem, 
much less effective. Today, we look upon 
the “open hospital” and so-called milieu- 
therapy as if they constituted modern 
dynamic-psychiatric innovations. Yet, their 
relevance seems to lie mainly in that 
mental patients were until recently—and 
are today still—“locked up" (committed) 
(11). Relieving them from this social and 
iatrogenic trauma may then seem like a 
form of “therapy.” How different is this 
phenomenon from the well-known witticism 
about the man beating his head against 
the wall, because—as he said—it felt so 
good when he stopped it ? 

The effect of Pinels efforts, however, 
should not be minimized. Certainly the 
status of the patient and the attitude of the 
physician were altered. The model of this 
relationship, accordingly, changed (al- 
though not completely ) from activity-pas- 
sivity to guidance-cooperation. It should be 
recalled that more than 200 years earlier, 
Weyer had advocated reforms in the treat- 
ment of the “insane.” His pleas, how- 
ever, fell on deaf ears. He was, so to 
speak, ahead of his time. By this it is 
meant that he advocated an altered doctor- 
patient relationship which was premature 
in terms of the social scene. 


LATE NINETEENTH CENTURY CENTRAL EUROPE 


The rapid growth of science during the 
18th and 19th centuries led to the develop- 
ment of the physician as the expert engi- 
neer of the body as a machine. This state 
of affairs favored, as we know, develop- 
ments principally in microbiology and 
surgery. Concurrently, patterns of the doc- 
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tor-patient relationship stressed the latter's 
dependency and inferiority. In medicine 
proper, the development of anesthesia 
stimulated progress in surgery. The main 
non-surgical illnesses of the time were, of 
course, syphilis, tuberculosis and typhoid 
fever. In treatment, the activity-passivity, 
or at most the guidance-cooperation, type 
of doctor-patient relationship prevailed. 

In the late 19th century two major 
psychiatric trends developed. One was the 
Kraepelinian, or “organic” approach; the 
other, originated by Breuer and Freud, 
was the psychoanalytic—and in a broad, 
contemporary sense, the psycho-social— 
approach. Both, as we well know, are still 
very much with us and constitute, in fact, 
the principal conceptual and methodologi- 
cal viewpoints of present-day psychiatrists. 

Commenting on this phase of psychiatric 
history, Szasz stated : 


Kraepelin’s chief objects of observation were 
inmates of mental hospitals[4]. He studied 
them by direct common-sense observation. The 
underlying assumption was first that they 
suffered from diseases much the same as other 
diseases with which physicians were familiar, 
and second that society and the physicians 
who studied them were “normal” and consti- 
tuted the standards with which their be- 
havior was compared. Accordingly, patients 
were subsumed under categories (“diagnoses”) 
based on the behavioral phenomena (“symp- 
toms”) that were judged to be dominant. The 
spirit of the inquiry precluded emphasis on 
specifically individualistic features and deter- 
minants. Kraepelin’s approach, as Zilboorg 
[13] noted, was therefore at once humane and 
inhuman. He was interested in man, but was 
pa interested in the patient as an individual 


The Kraepelinian or “organic” approach 
to psychiatry thus rests on the premise 
that the patient "has"—in the sense that 
he “possesses” something—a “disease.” The 
eradication of the disease is thus pictured 
on the model of ridding the body of patho- 
genic bacteria. In a way this is a scientifical- 
ly updated analogue of exorcising the 
devil(5). Adherence to this orientation 
predisposes to continued espousal of the 
activity-passivity or the guidance-coopera- 
tion models as the appropriate types of 
doctor-patient relationships in psychiatric 
treatment. 
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From the standpoint of our present 
interest, one of the most significant fea- 
tures of Breuer’s psychological discoveries 
lies in the great attention which he was 
able to pay to his patient as a human being. 
In terms of the doctor-patient relationship, 
the cathartic method meant that it was 
worth while to listen to the patient at great 
length. While this may seem like a minor 
point today, it should be remembered that 
the listening role, extended over a period 
of time, was a radical departure in the 
medical and psychiatric practice of the 
19th century. 

Breuer’s personal qualities and interests 
made it possible for him to develop what 
must be judged as the first genuinely 
communicative relationship (in a medical 
setting) between doctor and patient. As a 
result of it, as Breuer reported, the pa- 
tients “, . . life became known to me to 
an extent to which one person's life is 
seldom known to another . . .”(1). 

Breuers relationship with his patients 
must, for proper emphasis, be contrasted 
with that of Charcot. Charcot, no doubt, 
may have divined some of his patients 
secrets such as unfulfilled (sexual) longings. 
We submit, however, that he never knew 
his patients in the sense in which Breuer 
and Freud came to know theirs. According- 
ly, Breuer and Freud's historical role lies 
(among others) in having reintroduced, as 
it were, the patient into the medical arena 
as an active, cooperative—and indeed, col- 
laborative—participant in illness and a 
health. The early cathartic method opene! 
the way not only to the psychoanalytic 
method but—from the point of view of the 
doctor-patient relationship—also to the de- 
velopment and broad implementation © 
the model of mutual participation. 

It is apparent that while in the Krae- 
pelinian viewpoint “mental diseases" ar? 
regarded as entities located in the patient $ 
body, and usually in his brain, according 2 
the psychoanalytic approach—as_ it ri 
generally understood today—the n 
phenomena are considered as problems 0 
conflicts in human relationships. The z 
effect of these divergent views on the pee 
of the doctor-patient relationship has bee 
appreciated only recently. ah 

There is the icum of over-psycholog# 
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ing Breuer and Freud’s early ideas con- 
cerning the nature of their own work. It 
seems to us that while they were well 
aware of the “human problems,” so to 
speak, with which they dealt, they never- 
theless continued to formulate their work 
in the traditional theoretical framework 
of their time (i.e, "disease-and-health"). 
The alleged diseases simply were regarded 
as belonging to a special group, namely 
those due to the damming up of libido. 
Moreover, according to Strachey, 


To the end of his life, Freud continued to 
adhere to the chemical aetiology of the “actual” 
neuroses and to believe that a physical basis 
for all mental phenomena might ultimately 
be found (1). 


THE CONTEMPORARY AMERICAN SCENE 


The development of our current ideas 
and practices, both in medicine and in 
Pty reflect the influences of 3 main 
RU. 1, From psychoanalysis specifical- 
y, and more generally from modern Ameri- 
E Piychiatry (Meyer, Sullivan), stems 
E Mos appreciation of the impor- 
ed of the patient's role as that of a self- 
iyd partner in the therapeutic 
^on ip. 2. Increasing medical and 
E Phasis on chronic illnesses (e.g. 
et. E arthritis, cardio-renal diseases, 
A gis the first half of this century 
their Roy for physicians to enlist 
RM ient?’ collaboration as medical 
of their $, as it were, in the management 
LE p health problems.* Since “com- 
in age is not a meaningful concept 
t b these medical situations, it is 
hx the m Teasons usually impossible 
techni P. ysician to rely on active-passive 
d is pt e guidance-cooperation mod- 
cing A ore feasible but falls short of 
socia] eane, 3. The steady drift in 
m re ee (in America as well as in 
letena of the world) toward increasing 
. Cin „£, and often insistence on, 
Pattern ic” or “socialistic” (equalitarian) 

S of behavior exerts—we assume—a 

*In this conne 


s abo v a1 e 
ippocratic spho it is interesting to recall the 


OPportuni horism, "Life is short, art is long, 
ing difficut fugitive, experimenting dangerous, reason- 

at is righ; : is necessary not only to do oneself 
by BNE, but also to be seconded by the patient, 


Ose wh, 
(3, o attend him, : ^ 
P. 96; italics died). 7 external circumstances 


pressure on medical relations to conform to 
a similar pattern, whenever possible. 

In (non-psychiatric) medicine, all these 
factors tend to favor the increasing utiliza- 
tion of mutual participation in the doctor- 
patient relationship. At the same time, the 
doctor is involved, probably more often 
than ever before, in the task of educating 
his patient in matters of health, illness 
or treatment. 

In psychoanalysis and psycho-socially 
oriented psychiatry, the same factors have 
led to two major developments. One is the 
relatively widespread acceptance of, indeed 
demand for, psychotherapy. Thus, the 
social and economic success of psycho- 
analysis, which has been greater in the 
United States than in any other country, 
probably has resulted—as has been sug- 
gested by others too—from the political and 
socio-economic climate of this country. The 
second development, in which psycho- 
analysis again has pointed the way, is the 
need in many situations for both doctor 
and patient to scrutinize the very relation- 
ship in which they are engaged. Freud's 
fundamental concept of “transference” was 
the first step in this direction. Inquiry 
along this line received great impetus, 
however, also from the work and findings 
of sociologists and cultural anthropologists. 

All this is not to say that the psycho- 
analytic method of treatment rests wholly 
on, or employs only, the model of mutual 
participation. There is controversy over 
certain important variables in this regard, _ 
for example concerning how much regres- 
sion is fostered by the analyst in the 
analytic situation. Since we are not con- 
cerned now with a discussion of the precise 
details of a particular mode of psychiatric 
or medical treatment, it should suffice to 
note that the scrutiny of diverse therapeutic 
interactions in terms of their characteristic 
doctor-patient relationships would consti- 
tute an important means of clarifying 
dissimilar operations, now subsumed by a 
single name (e.g, “psychotherapy ). 


SUMMARY 


The doctor-patient relationship which 
characterizes a given situation depends on 
two principal categories of variables: the 
medical situation and the social scene. 
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The cultural matrix impinges on the in- 
dividual characteristics of both physician 
and patient in the form of learned orienta- 
tions to disease, treatment, cure and to the 
doctor-patient relationship itself. 

We have briefly reviewed and com- 
mented on the probable connections be- 
tween the socio-historical and intellectual- 
scientific circumstances of 6 historical 
epochs and the prevalent type(s) of doctor- 
patient relationship. 

It is our thesis that the value of a 
specific pattern of the doctor-patient rela- 
tionship can be established only by evaluat- 
ing all the relevant and pertinent variables. 
We would suggest, however, that awareness 
of the cultural relativity of the doctor- 
patient relationship should make us skepti- 
cal of the assumption that our current 
practices are "good" or the "best possible." 
Probably more often than not, they are 
neither, but simply reflect the congruence 
of social expectations and socially shared 
ethical orientations of physicians. In this 
connection, physicians, and perhaps psy- 
chiatrists particularly, explicitly may con- 
sider which of the following 3 alternatives 
they favor: 1. That they reflect the pre- 
valent social values and expectations of 
their culture ; 2. That they lag behind the 
Social changes of the time and represent 
the values of the immediate past; or 3. 
That they join with those forces in society 
which lead to its modification (whether to 
progress" or "regress"). Critical examina- 
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tion of the doctor-patient relationship 
usually predisposes to change, while non- 
scrutiny of human social relations favors 
the status quo. 
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PASTORAL-PSYCHIATRIC WORKSHOPS : 
THE ST. JOHN'S MENTAL HEALTH INSTITUTE * 


HYMAN LIPPMAN, M. D., FRANCIS GERTY, M. D? AND 
DAVID A. BOYD, JR., M. D.* 


There has been rapid growth of the 
mental hygiene movement in the last 5 
years, Psychiatry has contributed to this 
by sharing its knowledge with other groups, 
such as social workers, psychologists, legal 
authorities, educators and physicians, all 
of whom deal with troubled people. For 
several years the clergy have sought a 
better understanding of emotional dif- 
culties in their parishioners, and some of 
the churches have conducted seminars and 
courses for their clergy. The Roman Catho- 
lic Church has shown increasing interest 
since the papal pronouncements of Septem- 
ber, 1952, and April, 1953, which went a 
long way in removing some of the sus- 
Picions held toward psychiatry. However, 
in Roman Catholic circles pastoral psy- 
chology is acknowledged only as subordin- 
ate to pastoral theology, sometimes leaving 
ES victim of haphazard presentation in 

seminaries, and oversimplified rules of 
thumb in parish practice. 

Previous efforts to communicate under- 
hang and technics to the clergy were 
h two general types. One was the state 
Eee type of one-day-a-week program 
i acquaint the local pastors with pro- 
be of commitment, treatment and re- 
En the patient to the community, and 
E of emotional support to all con- 
Siue through this trying period. The 
En type was problem-oriented, and ex- 
Sin di theology and psychiatry gave 
MN ente viewpoints on specific 
pb problems such as feelings of guilt 
poen deviations. 
with ag Father Alexius Portz, O.S.B., 
Abbot 3 i cmq. and encouragement of 
ES aldwin Dworschak, proposed a dif- 

type of workshop which would be 


rimari : i ou 
Primarily an orientation program and would 
aal. 

cad at the 114th annual meeting of The Ameri- 
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y ichiatric Association, San Francisco, Calif., 
2.1216, 1958, 

St. Paul, Minn 


3 : 
a Chicago, TIL. 


yo Clinic, Rochester, Minn. 


deal in a group-dynamic way with the 
feelings of the participants. It was planned 
to bring in clergymen of all denominations 
who had little formal education in the field 
of mental health to participate in lectures 
and seminars and to mingle intimately for 
a week with a faculty of psychiatrists, 
psychologists and social workers. The 
sponsorship of the Most Reverend Peter 
W. Bartholme, Bishop of St. Cloud, was 
secured, and the Hamm Foundation, St. 
Paul, Minnesota, gave a generous grant 
each year to finance the workshop. A Board 
of Directors was appointed to plan the 
program and secure the faculty, and this 
Board included two Catholic psychiatrists, 
a Jewish and an Episcopalian psychiatrist, 
a Lutheran psychologist, a teaching sister 
trained in psychology, and a Catholic chap- 
lain of a state hospital. 

The purpose of this report is to record 
our experiences for others who may wish 
to undertake such a fruitful and rewarding 
endeavor. When it was organized in 1954 
there were no available accounts of the 
structure of such a large-scale and intensive 
course, and no tested and established proto- 
col to follow. Since then we have learned 
a good deal in the hard school of experi- 
ence concerning course materials, curricu- 
lum and group dynamics, which may have 
value to those planning similar workshops. 
The increasing interest in this area, the 
improving relationships between clergy and 
psychiatrists, and our own experience 
would suggest that there will be an even 
greater demand in the future for such 
sharing of data and technics. 


ORGANIZATION 


The Board of Directors planned 3 week- 
long workshops for clergy of all faiths. 
The primary purpose was to promote com- 
munity mental hygiene by improving the 
understanding and skills of the clergy who 
were frequently the first to be consulted in 
times of trouble. It was believed that it was 
far more important for the participating 
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clergy to leave the workshop with emotion- 
al acceptance and some understanding of 
the theoretical and practical structure of 
psychiatry and how its practitioners func- 
tioned, than to leave with a bulging note- 
book and a smattering of psychologic terms. 
To engender a deeper understanding of the 
human personality and the roots of human 
behavior was the primary goal to be sought. 

To accomplish this it was deemed neces- 

sary to provide some didactic and theoreti- 
cal instruction, because it was apparent 
that the majority of participants were quite 
unversed in psychiatric concepts. However, 
no matter how wise, precise and skillful a 
lecturer may be, there are always many 
misunderstandings arising in the audience, 
especially when dealing with emotionally 
charged and potentially controversial ma- 
terial, It was obvious that these areas of 
confusion and misconception must be dealt 
with in small discussion groups where free 
interchange and genuine changing of at- 
titude could occur. Our experience has 
shown that both types of learning experi- 
ence are necessary; discussion groups 
without a didactic backbone tend to be- 
come aimless and unproductive. It was 
learned that the lectures were not too con- 
strictive to the small seminar groups; 
when there was a group urge in a certain 
direction it could be followed without 
reference to the lecture material. 

It was decided to have 2 lecturers and 
4 seminar leaders for a group of 40 par- 
ticipating clergy. The latter were divided 
in groups of ten for each seminar leader. 
There was a 1-hour lecture in the morning 
and 15 minutes of questions afterward, and 
this was followed by a seminar period of 
1% hours of discussion. The same schedule 
was repeated in the afternoon with a dif- 
ferent lecturer. In the evening there were 
round table or panel discussions on subjects 
which could not be presented in the lec- 
tures, and this permitted a longer period 
for questions and answers by several of 
the faculty. 

The period of 1 week in duration (4% 
days beginning Monday morning) proved 
to be an ideal period. A shorter time would 
not have allowed the friendships and group 
spirit to develop. A longer workshop is 
impractical because of the necessity of 


the clergy to meet their parish obligations, 
They usually arrived late Sunday evening 
and left early the following Saturday to 
conduct Sunday services at home, and it 
was our impression that this type of sched- 
uling was important. 


SETTING 


The setting for our workshop was the 
beautiful St. John’s Abbey and St. John’s 
University at Collegeville, Minnesota. We 
believe that the setting is an extremely 
important factor. Some of our success was 
due to the fact that the workshop was 
held at a distance from any town and re- 
moved from any distracting inlluences. The 
group worked together through the day 
and evening, had meals and “coffee breaks” 
together, and usually broke into smaller 
groups for shared recreation or informal 
discussions. The faculty was strongly urged 
not to band together but to circulate con- 
stantly among the participants to be avail- 
able for personal discussions with as many 
as possible. Often thorny issues were re- 
solved by amicable discussion while sitting 
on the diving float or while walking through 
the woods. Inasmuch as everyone had 
rooms in the same dormitory there were 
innumerable independent discussion groups 
far into the night, or participants informally 
dropping into the room of a faculty member 
to discuss some problem of the parish. Had 
the workshop been held in a less isolated 
area it would have been impossible to pre- 
vent distractions and group-divisive M- 
fluences, 


FACULTY 5 


The faculty was chosen with greatest 
caution because there have been so es 
misunderstandings and antagonisms in the 


5 Faculty of the St. John's Institute for Mental 
Health, 1954 to 1957 inclusive : C. Knight Aldrich 
M.D., Chicago, Ill; Kenneth E. Appel, MD, 
Philadelphia, Penn.; Leo H. Bartemeier, MD, 
Baltimore, Md. ; Rev. William C. Bier, S. Jẹ PhD» 
New York, N. Y.; H. Waldo Bird, M.D., Aan 
Arbor, Mich. ; David A. Boyd, Jr., MD., Rochester, 
Minn. ; Francis J. Braceland, M.D., Hartford, En 
C. H. Hardin Branch, M.D., Salt Lake City, Utah; 
Henry W. Brosin, M.D., Pittsburgh, Penn. ; m 
J. Curran, M.D., Charlottesville, Va. ; Alan hz 
man, M.D., Minneapolis, Minn. ; John R. Cavanag™ 
M.D., Washington, D. C. ; Chester R. Dietz, MP» 
Wilmington, Del.; Dana Farnsworth, MD, Cam 
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fields of religion and psychiatry. The main 
qualifications were professional compe- 
tence, teaching ability, and a belief in God 
and a Divine Providence. No question was 
raised about the school of psychiatry or 
psychology from which the teachers came. 
After 4 years' experience with 72 full-time 
faculty members it became apparent that 
openness and sincerity were the crucial 
qualifications of a successful staff. When 
the lecturer or seminar leader became de- 
fensive of his own position and took refuge 
in intellectualizations, the clergy were dis- 
couraged in exposing and resolving their 
own anxieties about how they had dealt 
with certain emotional problems, or in 
expressing their hostility generated by mis- 
guided zeal and unfortunate previous ex- 
periences with a psychiatrist. When the 
dergy were sufficiently comfortable and 
secure to express their feelings, it was found 
frequently that their hostilities were due to 
Second-hand and distorted reports about 
Psychiatrists, 


PROGRAM CONTENT 


The staff was expected to avoid the 
theoretical approaches and controversial 
areas in psychiatry which would only serve 
to confuse and antagonize a group of 
Cergymen who lacked formal training in 
the field. There was an equally determined 
avoidance of philosophical and theological 
Concepts. The emphasis of the workshop 
Was placed upon practical methods of deal- 
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ing with emotionally sick people, gained 
through an understanding of the factors 
producing emotional pathology. The ap- 
proach was to be through feelings and 
understanding attitudes and not through 
intellectualization. 

The two lecturers for each workshop 
organized their talks within the following 
6 basic areas: 1. Symptoms of mental ill- 
ness, 2. The normal personality and ma- 
turity, 3. Delinquency, psychopathy and 
alcoholism, 4. Family relationships and per- 
sonality development, 5. How to interview, 
and transference effects, and 6. Anxiety and 
guilt. 

The faculty met daily to discuss their 
individual experiences and report new 
questions that had been raised. There was 
a discussion of the resistances from the 
participants, their response to the lectures, 
and reports concerning subject matter 
which they were having difficulty in under- 
standing. During the week the faculty de- 
veloped a cohesiveness and feeling of unity 
that was remarkable. Their own anxieties 
and doubts faded away as they realized 
how much was being learned by the clergy 
and how valuable the information was to 
them. They found that the participants 
were really friendly to them and their 
teaching, and quite willing to absorb the 
new viewpoints offered. 


PARTICIPATING CLERGY 


Early in the week of each workshop there 
was some wariness on the part of the 
participants and infrequent examples of 
frank hostility. Many had not had the ex- 
perience of working closely with psychia- 
trists and some actually had had unfortu- 
nate experiences with them. Anxiety some- 
times developed out of the difficulty of 
some of the participants in attempting to 
reconcile this new information with their 
theological precepts. Some had difficulty 
at first in accepting the injunction not to 
philosophize, since this was the way they 
had studied and worked since entering the 
field of religion. The Board met this prob- 
lem by including teachers who had a special 
interest in theology and who could relate 
the philosophical content to the subjects 
discussed in the lectures and seminars. 
The fact that some of the faculty were not 
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Roman Catholic caused some of the Catho- 
lic priests to question whether these psy- 
chiatrists could deeply appreciate the 
particular problems which priests must 
face. Some participants were concerned 
about mistakes they had made in the past 
in working with emotionally sick parish- 
ioners, while others were concerned about 
raising questions which had troubled them 
but which they felt had not concerned 
others in their group. In the course of 
working together, they soon found a com- 
monness of their problems and realized 
that other members of the seminar group, 
as well as their leader, gave serious con- 
sideration to every kind of emotional 
problem. 

Usually the anxiety was expressed by a 
lessened spontaneity, asking provocative 
questions, retreating behind philosophical 
barriers, or referring to unpleasant and un- 
fortunate previous experiences with psy- 
chiatrists. Within a day or two the evidence 
of this anxiety was much decreased for 
reasons that are not completely clear to us. 
We have speculated that as the group 
became more cohesive and the members 
became aware of mistakes made by other 
participants and by the psychiatrists as 
well, they felt less insecure and therefore 
less defensive. The psychiatrist's willingness 
to admit that he sometimes felt angry at 
Some patients and upset when they did 
not co-operate probably helped them to 
feel that he too was a sincere human being 
who was just as interested in the personal 
welfare of those he served as they were. 
It was helpful if the psychiatrist early 
demonstrated his personal warmth and his 
concern for the welfare of the patient and 
the family who were affected by emotional 
illness. 

As the anxiety lessened toward the 
middle of the week, the group felt free 
to discuss any and all subjects and there 
was a noticeable feeling of relief in both 
the participants and the faculty. More 
humor was injected into the discussion, 
and tension largely disappeared, 


PROGRAM ACHIEVEMENTS 


Some of the more important contribu- 
tions the workshop makes to the partici- 
pants are as follows : 
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The participants learn to be able to 
recognize the outstanding characteristics 
of the different kinds of emotional illnesses 
—particularly how to recognize psychotic 
illness. 

They come to appreciate the value of 
listening attentively to their disturbed 
parishioners, interrupting only to ask ques- 
tions which help them to recognize the 
extent of the illness. They are impressed 
in the seminar sessions with the many ques- 
tions the psychiatrist asks of them when 
they present a case, in order to be certain 
of the diagnosis before treatment is sug- 
gested. 

More than anything else they learn that 
the workshop is not designed to make of 
them fellow therapists, and that to diagnose 
and treat emotionally sick people requires 
many years of very intensive ‘raining. 

They learn how to refer patients who 
require psychiatric care in a way that is 
least upsetting to the patients and to their 
families. 

They learn the ways in which they can 
be most useful to the patient who has 
been institutionalized because of mental 
illness, and to his family. 

They discover that some disturbed pa- 
tients who refuse to see a psychiatrist can 
continue to be counseled by them under 
supervision of a psychiatrist. E 

They learn how to deal with the hostility 
of their sick parishioners without them- 
selves becoming anxious and angry. 

They learn how to become better coun- 
selors through an understanding of ego 
therapy, especially methods of support and 
clarification. They learn about the work 
of the social agencies in dealing with many 
of the social and emotional problems affect- 
ing the families of individuals who are 
emotionally ill. They learn the principles 
of personality development and of ye 
genetic factors that produce family pro? 
lems, disorganization and delinquency: 
They see how cultural factors affect family- 
life patterns of behavior. 

They learn how unconscious factors play 
a part in producing conflict and illness, an 
interfere with successful treatment. They 
can better understand the perplexing Pt? 
lem of religious scrupulosity, even 1 t 
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do not learn how to rid the parishioner of 
his compulsivity. 

They learn how unconscious factors in- 
fluence the capacity of individuals to give 
and receive affection, relate themselves to 
others, and enjoy the work they do. 

They come to recognize the unconscious 
components in parents that force them to 
keep their children in a state of neurotic 
dependency or acting out in delinquency. 

They learn that often as a result of 
psychotherapy, the parishioner is able for 
the first time to accept religion and prayer, 
having been rid of an unconscious need 
to suffer and not be forgiven. 


PARTICIPANT EVALUATIONS 


Each faculty group has been self-critical 
of its approach both in daily faculty meet- 
ings and in an evaluation session after 
the workshop. Questionnaires and various 
spontaneous expressions by the participat- 
ing clergymen are possibly a better indica- 
tion of the program results that we can 
reasonably claim. In the past 4 summer 
series of workshops 494 clergymen of vari- 
ous faiths have taken part. 

How open-minded were these priests, 
ministers and rabbis toward the facts and 
theories of psychiatry ? An extensive ques- 
tionnaire administered at the beginning and 
the end of each workshop was intended to 
reveal the opinions and shifts of attitude 
cents toward this and similar 

ions. Approximately 300 clergymen 
completed both forms in the first 30 
f The personal reaction of these men when 
aced. With pastoral problems in which 
diychtattio factors are important definitely 
zie. The ^helpless feeling" which 
metimes renders the pastoral counselor 
n ective was dispelled, At least ques- 

Dnaire results indicate that the partici- 
c now more accepting of people in 

as e, that they are more confident in 

it own roles. Most clergymen thought 
tid emphasis on the study of psychology 

X Psychiatry in a pastor's training should 

Very considerably increased." 
d the question of conflict or friction 
i o) religion and psychiatry, ratings 
only ‘point scale ranging from "Conflict 
at th Pparent ; disappears when clarified 
© zero end, to “Irreconcilable conflict 
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in such major respects they can hardly be 
fitted together in practice” at the 80-end, 
reveal a good deal. The average pre- 
liminary rating fell under the verbal de- 
scription, “Some real elements of conflict, 
but largely compatible.” The final rating 
had shifted to the more favorable position 
of “Some conflict in attitudes engendered 
but not in the actual contents or tech- 
niques.” The shift toward acknowledgement 
of a greater compatibility of religion and 
current science was significant and would 
lead us to expect a greater degree of co- 
operation between representatives of the 
two professions in the interest of com- 
munity mental health. 

The fact that 88% of the 200 participants 
who replied to an extensive follow-up 
questionnaire in 1956 expressed their inten- 
tion of returning for an “advanced session” 
on special problems of pastoral care indi- 
cates a basic satisfaction with the workshop 
program. This satisfaction is significant, 
especially when compared with the many 
anxiety-arousing problems which were con- 
sidered in the workshops and the fact 
that many participants experienced frustra- 
tion over the lack of religious content. 
They consistently urged closer integration 
of workshop material with religious con- 
cepts and philosophical questions and felt 
frustrated that this desired integration had 
not taken place. We believe, however, that 
some frustration of this kind is inevitable 
under present conditions of psychiatric 
knowledge. 

SUMMARY 

It is conceived that the pastor has im- 
portant duties of counseling to perform for 
his parishioners in addition to his service 
as spiritual leader and advisor. Undoubted- 
ly, this part of his work could be performed 
better if he could have some of the benefit 
that the psychiatrist has gained through 
his experience in treating patients. Par- 
ticular advantage would come from the 
judicious use of the technics of interviewing 
and from the feeling and understanding 
that result from seeing more clearly the 
roots of human behavior. If he were so 
prepared for counseling troubled people, 
the pastor could give advice on the basis 
of more adequate information, thus avoid- 
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ing pitfalls and obtaining positive advan- 
tages for the person he advises. 

The implication of these premises was 
that a means of communication with an 
approach to optimal control but without 
denominational restrictions had to be 
found. A workshop in a location remote 
from distracting influences with residency 
there as a group for nearly a full week 
was decided upon as the best means of 
meeting the required conditions. No similar 
workshop approach had been attempted. 
Other considerations were the inclusion of 
a sufficient number of participants for 
each workshop, and a sufficient number of 
repetitions of the workshops for purposes 
of comparison and gradual adjustment of 
details of operation as experience increased. 
The history of 9 workshops, each including 
about 40 pastors and about 10 faculty mem- 
bers, three each summer during 3 con- 
secutive weeks and in 4 consecutive years 
at St. John’s University at Collegeville, 
Minnesota, has been given. 

Evaluation of results is going on as the 
fifth series of workshops is being planned. 
It is believed that the participants have 
derived a number of important benefits. 
Some of these are of an intellectual and 
informational kind. Some concern an in- 
creased skill in the use of technics, par- 
ticularly in interviewing, Probably most 
important of all is an inner modification of 
feeling and understanding, a sincerely ex- 
perienced change in ideas and conviction 
about the great importance of unconscious 
motivation and the evidences and means 
by which it is revealed. There is also a 
realization of an increased power to help 
through the possession of such understand- 
ing. It cannot be claimed that these 
changes occur uniformly in all participants, 
or, indeed, that many of them occur at all 
in some participants. The faculty is con- 
vinced that no participant can go through 
the workshop experience entirely unaffected 
ideationally and emotionally, Most of the 
pastors admit readily that they have gained 
considerable benefit from their attendance 
in one or more of the respects that have 
been mentioned and most importantly in 


the last respect—a useful and yet disturbing 
knowledge that the hidden springs of 
motivation in the natural man must be 
correctly gauged before he can be given 
intelligent help. 


DISCUSSION 


Jurcen RurscH, M. D. (San Francisco, 
Calif.)—On the whole, clergymen, regardless 
of denomination, are interpreters of values. 
I am happy to learn that pastors have come 
to recognize that people in trouble often have 
psychological problems which prevent them 
from accepting the values of their church. The 
recognition of the importance of unconscious 
motivation and of the need for skill in in- 
terviewing was a tangible result of these 
conferences, The pastor thus has changed his 
role from that of a judge and spiritual advisor 
to that of a therapist. 

This change in attitude has had a long 
history. None of the great religions—Judaism, 
Christianity, Buddhism, and Mohammedanism 
—originally provided a place for the dissenter 
or the non-believer. This attitude of ancient 
religious leaders and prophets reflected the 
then prevailing ecological conditions—thinly 
populated areas and slow methods of trans- 
portation and communication—which made it 
possible to establish relatively homogeneous 
groups and values. In those days, the notion 
of feedback was not known and the fact was 
ignored that the outsider as much as the in- 
sider shapes the fate of a system. With the 
more worldwide acceptance of tolerance, the 
ideas of coping with violators of the law, 
peaceful opponents, or enemies have under- 
gone profound changes. If we mark the 
ancient Mosaic Law—eye for eye and tooth for 
tooth-as the first method of coping Wi 
offenders and as the second step, turning the 
cheek and forgiveness of the enemy, pe 
now has taken the third step—inclusion a 
opportunity for participation of opponents E 
deviants. To-day, then, a suffering patien 
whose symptoms may be manifested in att 
out, rebellion against tradition, and dta 
towards commonly accepted values may [v 
in his pastor a friend and helper who wil. s 
more interested in rehabilitation and inclu A 
than in exclusion. Upon the latter idea T 
habilitation of the criminal, the mental hea 
movement, pastoral counselling, internatio 
cooperation and hope for world peace 
built. 


THE INFLUENCE OF PHRENOLOGY 
ON EARLY AMERICAN PSYCHIATRIC THOUGHT ' 


ERIC T. CARLSON, M. D.? 


In the first volume of the American Jour- 
ndl of Insanity one may read(1) : 


We see that insanity is often but an effect 
ofa slight injury or disease of a part of the 
brin, and in many cases only a few of the 
faculties of the mind are disordered. From this 
we infer that the brain is not a single organ, 
but a congeries of organs, as maintained by 
the illustrious Gall and his celebrated succes- 
sors, Spurzheim and Combe. Thus each mental 
faculty has a special organ, and therefore cer- 
tain faculties may be disordered by a disease 
of the brain, while others are not affected ; a 
fact every day observed in Lunatic Asylums, 
but which we know not how to explain if we 
believe the brain to be a single organ. 


_ Since this statement suggests a powerful 
infuence by phrenology on American psy- 
chiatric thought in 1844, one becomes cur- 
fous about the people and ideas most 
prominent in this movement. 

As early as 1792 the founder of phrenol- 
ogy, Dr. Franz Joseph Gall (1758-1828), 
had begun his investigations into human 
brain functioning and personality, attempt- 
ing to correlate any unusual personality 
trait with the skull configuration and the 
brain. In the 1895 revision of his main 
Work Gall stated (2) : 

The possibility of any doctrine, in relation to 
TA moral and intellectual function of the brain, 

Pposes : 1, That the moral and intellectual 
sii are innate, 2. That their exercise or 

a tentation depends on organization, 3. That 
t mem is the organ of all the propensities, 
Aik n and faculties, 4. That the brain is 

E zi of as many particular organs as 
ties ud propensities, sentiments, and facul- 

ch differ essentially from each other. 


ws characterized the personality of 
individual as being dependent on the 
gth, balance, and combination of the 


1 
D we at the 114th annual meeting of The Ameri- 
x Ychiatric Association, San Francisco, Cal, 
7 12-16, 1958. 
rom the Dept. of Psychiatry of The New York 


Hospital 
—Cornell Uni i 
ork City. niversity Medical College Center, 


basic motivational forces located in the 
organs of the brain. 

It was John Caspar Spurzheim (3, 4), one 
of Gall's former students, who brought 
phrenology into prominence in the Anglo- 
Saxon countries, and who inspired phrenol- 
ogy’ next great leader, George Combe. 
Combe followed Spurzheim's system of 
phrenology, which made certain changes 
of enumeration and classification in Gall's 
organology. In this new division Spurzheim 
increased the number of faculties, rear- 
ranged them into a philosophically accept- 
able order, and disagreed with Gall’s pessi- 
mism by stating that there were no bad 
faculties, but only abuses of the normal 
ones. 

It is probable that phrenology reached 
its peak among the upper classes in the 
United States during Combe's visit here 
from 1838 to 1840, Starting in the 1840's, 
phrenology became increasingly a popular 
movement outside the field of medicine, 
and had considerable influence in America 
on such diverse matters as education, 
health, architecture, penology, literature, - 
and religion(5). 

Among the early American psychiatrists 
the influence of phrenological thought 
varied. Benjamin Rush used a limited and 
different form of faculty psychology in his 
thinking. It appears that he was aware of 
some of the theoretical concepts, because 
he had his assistant, Dr. Vandyke, do re- 
search in 1810 on the relation of skull con- 
figuration to insanity with completely nega- 
tive results(6). It is among the founders 
of The American Psychiatric Association 
and their associates that we find the great- 
est interest. They generally admitted the 
value of phrenology as a form of mental 
philosophy or science of the mind, or at 
least as a stimulus to their thinking there- 
upon. There was almost complete rejection 
of the craniological aspects and much 
scepticism about the organology. Dr. Wil- 
liam Awl recounted how a blind phrenolo- 
gist had examined him as an unknown sub- 
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ject and had found him deficient in his 
mental development(7). Luther Bell had 
escorted George Combe through the Mc- 
Lean Asylum(8), but was generally skep- 
tical except for the broad principles of 
mental functioning(9). John Butler at one 
time agreed to treat a patient who had 
started laughing hysterically after receiv- 
ing a blow to the head at the point where 
mirthfulness was supposed to be located. 
Local application of ice and leeches cured 
the patient, who then remained well dur- 
ing a 37-year follow-up, but there is no 
evidence that Dr. Butler was converted to 
this form of treatment(10). Henry Buttolph 
had been described as a firm disciple(11) 
and published on the subject in the Ameri- 
can Journal of Insanity(12). Pliny Earle 
became a convert after his phrenological 
analysis by L. N. Fowler(13). John Galt 
summarized Spurzheim’s and Andrew 
Combe's volumes on insanity in his book 
(14). Isaac Ray illustrated his excitement 
about phrenology earlier in his career when 
he said(15) : 


Phrenology was to me, in those days, a 
revelation of new truths and especially of a 
philosophy that shed a marvelous light on the 
whole field of mental science. I never received 
much belief in organology, but it gave a turn 
to my inquiries which I have never ceased to 
follow, and for which I can never cease to be 
thankful. No storybook was ever devoured with 
Such abandon of every other thought as was 
Gall's great work, Sur les Fonctions. 


It was his enthusiasm for this work that 
undoubtedly contributed to his anonymous 
translation of some of the volumes into 
English(16). By 1849, Ray had given up 
the terminology of phrenology although he 
used some of the basic principles in his 
thinking. William Rockwell had a picture 
of Spurzheim and a phrenological bust in 
the public waiting room at his Vermont 
Asylum(17). Charles H. Stedman edited 
the American edition of Spurzheim's The 
Anatomy of the Brain(18). Samuel White 
in his address on insanity gave credit to 
phrenology(19), while Samuel B. Wood- 
ward said(20) : “It was impossible success- 
fully to treat the insane without the aid of 
phrenology." George Combe visited Wood- 
ward both in 1838 and 1839 and found him 
an "enlightened phrenologist"(21). A phre- 
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nological analysis of Woodward by Combe 
is still in existence at the Worcester State 
Hospital(22). 

Of all the founders, it was Amariah 
Brigham who most publicly stated and il- 
lustrated the influence of phrenology on his 
thinking. Spurzheim visited Brigham at 
Hartford and later Brigham edited the 
American publication of Spurzheim's Ob- 
servations on the Deranged Manifestations 
of the Mind ; or, Insanity(23). A year later 
Brigham anonymously edited Andrew 
Combe’s Observations on Mental Derange- 
ments(24). These were the two books on 
insanity by phrenologists. In 1836 Brigham 
supported George Combe’s application for 
the chair of logic at Edinburgh which went, 
however, to Sir William Hamilton(25). 
When Combe visited Hartford in 1839 
Brigham arranged his lectures and escorted 
him through the Hartford Retreat(26). 
Brigham's phrenological thinking could 
be seen in his writings, and he was often 
publicly condemned for being an agnostic 
and materialist(27). It was Brigham who 
wrote the quotation with which this paper 
started, 

These men found value especially in the 
concept that the normal and abnormal 
functionings of the mind were ultimately 
dependent on the condition of the brain. 
This new science of the mind helped to 
bring mental illness into the domain 0 
medicine along with the hope for success- 
ful therapy. As emotional health was de- 
pendent on a dynamic balance of motiva- 
tional forces and as the strength of any 
given one could be increased or decrease 
by exercise or suppression, preventive psy- 
chiatry fused these ideas in stressing the 
need for attention to proper child rearing 
techniques(28), The resultant emphasis 
on psychological features in education an 
in the environment gave impetus to t^? 
psychogenic theories of that time. — 

Phrenology was useful in explaining 
many feaures of psychopathology. It E 
been long known that most cases of ment 
illnesses were not those of “general inet 
ity” but partial, with a limited and a 
number of faculties involved. For examp“ 
delusions of pregnancy could be prr 
by excessive stimulation of the organ of per 
love of offspring in the affected wom” 
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Thinking in this manner helped the Ameri- 
cans to explain some of the dynamics be- 
hind Esquirols concept of monomania. 

Phrenology was also attractive in fur- 
nishing a scientific rationale to the method 
of moral treatment then in existence in psy- 
chiatry. In mental illness, faculties were 
either overactive or underactive with im- 
balance between them. When the organs 
were overexcited, drugs could be used for 
their tranquilizing effect, but more im- 
portant the patient would be removed from 
the stimuli of old associations by his hos- 
pitalization. He was encouraged to under- 
stand his own character organization and 
to participate in suppressing the overactive 
organs. He received support through a dy- 
namic program of educational, occupa- 
tional, and recreational therapy which dis- 
tracted him and assisted in restoring a har- 
Monious balance by stimulating his 
neglected and atrophied faculties. The phy- 
Sician would determine the direction of the 
therapy, depending on his analysis of the 
character and psychopathology of the in- 
dividual patient. Buttolph even stressed 
the importance of the personality of the 
Physician in applying this program of 
treatment (29), 

SuMMARY 


Phrenology, which had its beginnings in 
the 1790s under Gall, reached the peak of 
its movement in medicine during the first 
d of the 19th century. When Spurzheim 

tought his modified form of this thought 
to the United States in 1832, he produced 
à wave of interest which lingered for over 
Eocatury. Phrenology's maximum influence 
al American psychiatry occurred in the 

9 decades after the visit, when most of 
ad founders of The American Psychiatric 

Ssociation showed evidence of phrenologi- 

Concepts in their thinking about neuro- 
ae preventive psychiatry, psycho- 
ology, and psychotherapy. 
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A PROGRAM FOR THE PSYCHIATRIC TRAINING OF 
GENERAL PRACTITIONERS WHILE UTILIZING THEIR OFFICES 
AS AN OUTPATIENT FACILITY '* 


JACKSON A. SMITH, M.D., LAVERNE C. STROUGH, M. D., 
CECIL WITTSON, M. D. anp ELAINE MANSFIELD, R. N.° 


In states with extensive thinly populated 
areas, the provision of adequate psychiatric 
care is a persisting problem. Too, the cost 
of maintaining and staffing (if personnel 
were available) outpatient clinics in such 
areas is prohibitive when the number of 
patients to be served is considered. 

This problem is aggravated by the fact 
that the farther the patient lives from a 
treatment facility, the more disturbed he 
usually has to be before help is sought. 
In spite of our enlightened era, some re- 
luctance remains on the part of patients 
to enter state hospitals and on the part of 
their relatives to take them there. Psy- 
Chiatrists, for conscious and unconscious 
reasons, show little affinity for such pro- 
fessionally and geographically isolated 
areas, 

This program is an attempt to meet this 
problem by training the general practitioner 
in the management of the emotionally ill. 
This report is preliminary and is limited 
to the problems presented by the chronic 
Hioholie These particular patients were 
X pon because they may be seen repeated- 
A zme family physician for the medical 
ere ations of their excessive intake. Al- 
aa Ics are usually reluctant to accept 
a problem or psychiatric help until their 

ndition is far advanced. By training the 
general practitioner in the management of 
Eu pétients, it was hoped that the al- 
2104sm as well as the medical complica- 


tions could be treated earlier in the drink- 


Ing career, 

map chotherapy with these patients, the 

Dati poet follow-up and the type of out- 
ent facility required are similar for 
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the alcoholic and others emotionally ill 
without this complication; the major dif- 
ference being that a therapeutic failure 
with the alcoholic is more obvious. There- 
fore, the findings in this study appeared 
applicable in the management of the non- 
alcoholic, emotionally ill patient. 

A program to determine the feasibility 
of the following aims was initiated : first, 
to establish whether a training program 
for general practitioners in the care of the 
chronic alcoholic could be carried out 
without seriously interrupting their prac- 
tices; second, could the physician, his 
personnel and office be satisfactorily uti- 
lized as an outpatient facility for the al- 
coholic; and third, could physicians so 
trained serve as a means of following up 
committed alcoholic patients after dis- 
charge. 


SELECTION OF PARTICIPANTS 


The state and county medical societies 
and the local (state) American Academy 
of General Practice were advised of the 
program. Seven general practitioners, re- 
commended by these organizations and 
by members of a medical school faculty, 
were contacted and interviewed. Of the 
7, 5 were included in the program. An 
effort was made to select the participating 
physicians from geographically and medi- 
cally isolated areas. 


THE TRAINING PROGRAM 


The participating general practitioners 
attended lectures on psychodynamics and 
psychopathology routinely provided in a 
resident training program, as well as psy- 
chiatric case presentations. These lectures 
were followed by seminars conducted by 
members of the senior staff in which the 
psychiatric and medical problems of the 
alcoholic were discussed. 

Later, the general practitioners presented 
the histories of patients they were seeing ; 
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and their management of the cases was 
considered. They were observed in inter- 
views with alcoholic inpatients following 
which their activities in these interviews 
were reviewed with the group. 

The metabolism of alcohol and the physi- 
ological effects of a prolonged excessive 
intake were covered. These metabolic 
changes were outlined in some detail by a 
staff biochemist to make the medical man- 
agement less empirical. This instruction 
was undertaken early in the training pro- 
gram to emphasize that a particular tran- 
quilizer, vitamin or sedative is not a “cure” 
for all alcoholics, The need to correct the 
physiological changes occurring during a 
bout such as dehydration, electrolyte im- 
balance, and liver damage was stressed. 

It was clarified that the problem in treat- 
ment was the patient’s acceptance of the 
necessity of an alcohol-free existence rather 
than the symptomatic relief of the dis- 
comfort following an alcoholic bout. 

The hazards of undue optimism in the 
physician after the patient had managed a 
brief period of sobriety or of pessimism if 
a patient "slipped" were pointed out. The 
problems of motivation and the patient's 
tendency to become dependent were re- 
peatedly discussed. 

Four consultants with extensive experi- 
ence in treating alcoholics conducted 
seminars for these practitioners and inter- 
viewed patients before them. The contact 
with these consultants was extensive, and 
the size of the group permitted an informal, 
participating type of instruction. These 
sessions were primarily concerned with 
motivation, psychotherapy and patient 
management. 

Methods of treatment with sensitizing 
drugs (disulfiram and calcium carbimide ) 
were outlined. The participants observed 
several patients during disulfiram-alcohol 
and calcium carbimide-alcohol reactions. 
Fourteen days of planned instruction and 
supervision were scheduled for the year: 
attendance for a minimum of 10 days was 
required. Two of these 14 days were to 
be spent on an alcoholic ward with com- 
mitted patients in a state hospital. 


THE USE OF THE PHYSICIAN'S OFFICE 
Each participating physician made his 
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office, personnel and equipment available 
for one half day each week for the treat- 
ment of alcoholic patients, The time cho- 
sen was left to the discretion of the physi- 
cian. After a specified time was determined, 
social and welfare agencies in his area 
were advised of his availability. The state 
hospitals were also informed that alcoholic 
patients from the areas represented by 
these physicians should be referred to them 
for follow-up. The participants were com- 
pensated for this half day, and in addition, 
a travel allowance and per diem were pro- 
vided for the days spent in training. 

The problem of paying for treatment in 
the physician’s office was managed as fol- 
lows: those patients who were judged 
medically indigent according to the prac- 
tice pertaining in the individual's locale 
did not pay a fee. Those capable of paying 
were charged according to the rates the 
physician ordinarily charged non-alcoholic 
patients for an office visit. 


RESULTS 


Originally, it had been planned to have 
a 5-day scheduled period of instruction at 
the beginning of each quarter of the year. 
This was not found to be feasible with this 
group of physicians because of the demands 
made by their practices. The most satis- 
factory compromise was a scheduled 2 
day meeting every 4 to 6 weeks. 

The general practitioners showed an en- 
couraging but demanding approach to the 
training program. The inconvenience, the 
time away from their practice and the 
distance they had to travel required a full 
schedule of instruction for the participants 
after they arrived. The spokesman for the 
group volunteered they were not “looking 
for a vacation.” These physicians are per- 
haps typical of many generalists. They 
were energetic, accustomed to long hours, 
being constantly on call. 

Their attitude regarding the problems 
presented by the chronic alcoholic was to 
learn a procedure to follow in treating E 
illness. It was quickly apparent that rà 
senior staff would be more acceptable 
the group than those less experienced. x 

Little interest was expressed in wa 
atric theory. They were interested in lea ly 
ing a procedure which they could effective 
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apply in practice, and with which they 
would feel competent. It was pointed out 
that alcoholics showed such individual dif- 
ferences that a routine approach was not 
feasible, Stress was placed on obtaining 
an adequate history on which to base an 
impression, on the clarifying of interper- 
sonal conflicts, and the limited usefulness 
of advice. 

None of the group expressed any fixed 

convictions about the alcoholic as an in- 
dividual, the rightness or wrongness of 
drinking, nor had any of them had a prob- 
lem with alcohol. One expressed doubt as 
to how sustained his interest in the pro- 
gram would be, three others were pri- 
marily interested in more training in the 
treatment of the emotionally ill without 
particular concern for the alcoholic. The 
fifth participant was motivated in part by 
his practicing in an isolated area which 
required his being responsible both for the 
treatment and the disposition of such pa- 
tients, 
The group appeared to have more faith 
in their abilities therapeutically after a pa- 
tient treated by one member did excep- 
tionally well. This case was particularly 
satisfying to the participants because pre- 
E treatment by. three different psychia- 
tists had failed to alter the patient's drink- 
mg pattern. 

During the first 34 months after the pro- 
ifi established, 22 alcoholics were 
ba m 67 office visits. A standard form 
e utilized for recording the history and 

reporting follow-up studies. 

iim. comparative inactive role of the phy- 
mà mag Ef) cbotherapy as compared to 

P This a edical procedures was pointed out. 
Pproach is not too readily accepted 

fa practitioner who habitually makes a 

8nosis, prescribes and advises. 


PROI 
BLEMS DUE TO THIS TYPE OF PROGRAM 


a ra Predictable demands made by the 
bale ot the participating physicians 
lendanen e Program of instruction and at- 
indi impractical. The small number 
a A pri an unrealistic demand on 
E 5» , time. Patient demonstrations 

à aluations in an institutional setting 
: xm —Sa of ancillary personnel 
Sulliciently similar to the problem 
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as faced by the general practitioner alone 
in his office. 

To overcome some of these obstacles, 
sound films were made of the consultants 
interviewing alcoholic patients. Similar 
films of disulfiram-alcohol and calcium car- 
bimide-alcohol reactions were taken. This 
allows for repeated presentation of routine 
material with the senior staffs being re- 
quired only for discussion. 

A film was also made showing the prob- 
lems of office treatment, including the man- 
agement of the alcoholic’s wife. Apparent- 
ly, this film successfully demonstrates the 
need for the physician to allow the patient 
to give his version of his problem and do 
most of the talking since the major criticism 
from the generalists has been “that the 
doctor ought to do more.” 

It is expected that as more physicians 
take part in the program, those most in- 
terested and able will continue in a similar 
project to instruct the general practitioner 
in the treatment of the emotionally ill who 
are not alcoholic. Their offices could then 
be utilized with a degree of permanence as 
both an outpatient and a follow-up facility. 


SUMMARY AND DISCUSSION 


On the basis of 8 months’ experience with 
this small group of 5 physicians, it does ap- 
pear feasible to instruct general practition- 
ers in the psychiatric management of the 
chronic alcohol patient. 

It seems that such a program of instruc- 
tion presents certain unique problems, pri- 
marily the limitation on the time the gen- 
eral practitioner can spend away from his 
practice. This difficulty can be met in part 
by brief periods of instruction and by films 
produced specifically for the general prac- 
titioner. This conserves staff time and pro- 
vides a means of instructing small groups 
in a scheduled manner. 

The following advantages to such a pro- 
gram of instruction are seen: the phy- 
sician’s interest is maintained by his treat- 
ing patients during an extended period of 
instruction, and he becomes known in his 
community as one who will accept alco- 
holic patients and has some instruction in 
their management. 

This method of providing treatment in 
professionally isolated areas appears to 
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have the following advantages as compared 
to a mobile clinic: the responsible physi- 
cian is a part of the community and the 
alcoholic is treated similarly to other pa- 
tients. The patient may have been previous- 
ly known to the doctor and there is no 
stigma attached to visiting a general prac- 
titioner in any community. 
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In closing, it appears feasible to train the 
general practitioner without interrupting 
his practice, and to use his office as an out- 
patient and follow-up facility. It is also as- 
sumed that after the project ends, the com- 
munity will still recall that these physicians 
treat alcoholics and that a continuing serv- 
ice will be provided. 


CLINICAL NOTES 


TRANQUILIZERS AS ENERGIZERS 
JOSEPH A. BARSA, M. D. 


Tranquilizers achieve their tranquilizing 
or calming effect by lessening the force 
and, as a result, the fearfulness of incoming 
stimuli. Energizers, however, relieve 
anxiety by stimulating the patient and thus 
increasing his sense of well-being and his 
feeling of confidence. Amphetamine deriva- 
tives have long been used in psychiatry for 
the latter purpose. 

Just as we are able with the tranquilizers 
to distinguish two separate and distinct 
effects, namely, a tranquilizing or calming 
efect and an anti-psychotic effect (which 
combats the delusions and hallucinations of 
the schizophrenic), so also we can separate 
two distinct effects in the energizers—a 
stimulating effect and an anti-psychotic 
effect. Both the tranquilizers and energizers 
can be evaluated individually for each of 
their effects. In a previous publication(1) 
I listed the tranquilizers according to the 
Potency of their two actions. I would like 
to mention briefly now some of the ener- 
Bizers with which I have had personal ex- 
perience, and classify them according to 
their stimulating and anti-psychotic effec- 
tiveness. A more detailed report on these 

Tugs will appear at a later date. 

Iproniazid (Marsilid), which is the best 

own of the energizers, has a strong stim- 
thorn effect but no discernible anti-psy- 
ut c effect. In fact, if the stimulating 
E is allowed to rise too high or be too 
Poi in the schizophrenic, an acute 

ia 5 n of the psychosis may be pro- 
Bic . Several of my schizophrenic patients 
Errore seclusive, withdrawn, apathetic, 
Eire but free of delusions and hal- 
teutel es prior to treatment, became 
SRA isturbed after a few weeks on 
bre d therapy. They became tense, 
oad elusional and hallucinated, and it 
Promazine she. weeks of intensive chlor- 
wubsided erapy before these symptoms 
ta viet cai gb hydrazide of amino-mer- 
E utyric acid (Roche #4-1018) is an 


1 
Rockland State Hospital, Orangeburg, N. Y. 


analogue of iproniazid and has a similar ` 
action. With this drug, too, acute psychotic 
episodes have been precipitated in several 
of my schizophrenic patients. 

Phenyltoloxamine ( Bristamine), although 
it is often listed as a tranquilizer, has pre- 
dominantly a stimulating effect in low doses 
and a fairly potent anti-psychotic effect in 
large doses. However, the majority of my 
patients were not able to tolerate for long a 
very high dosage because of the incidence 
of nausea, vomiting and weight loss. Fur- 
thermore, in high dosage the drug may pro- 
duce extra-pyramidal symptoms. 

Deaner (Deanol) has a relatively weak 
stimulating effect and a moderate anti-psy- 
chotic effect. One of the advantages of this 
drug is its great freedom from side-effects, 
but one of the disadvantages is its very 
slow action. 

The energizers mentioned above may 
be listed as follows in the order of their 
stimulating effectiveness: Roche 34-1018, 
iproniazid, deaner, and phenyltoloxamine. . 
But, in order of their anti-psychotic effec- 
tiveness they are: phenyltoloxamine, 
deaner, iproniazid and Roche #4-1018, 

I have previously pointed out(1) that 
the tranquilizing action of the tran- 
quilizers cannot by itself eliminate the 
delusions and hallucinations of the schizo- 
phrenic. The stimulating action of the 
energizers is also unable to produce a 
remission of the psychosis. Therefore, since 
the energizers do not possess as potent an 
anti-psychotic action as some of the tran- 
quilizers, it is my opinion that in the treat- 
ment of schizophrenics the energizers 
should not be used alone but in combina- 
tion with one of the tranquilizers possessing 
a strong anti-psychotic effect. Moreover, 
the use of iproniazid or its analogue in 
schizophrenia is fraught with danger be- 
cause of the possibility of precipitating an 
acute exacerbation of the psychosis. 
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A STUDY OF IPRONIAZID TREATMENT IN CHRONIC AKINETIC 
PATIENTS * 


JOHN A. BELISLE, M. D., MERLIN C. TOWNLEY, M. D. 
V. L. KOZLOWSKI, M. D. anp PIERRE MARTEL, M. D.? 


Because it had been acclaimed as a 
psychic energizer[1-9], the authors studied 
the effect of Marsilid, (iproniazid, Roche) 
in a group of 100 (49 female and 51 male) 
chronic, akinetic psychotic patients. They 
were chosen without regard for diagnosis, 
but all were dull, markedly underactive 
and, in many cases, unable to communicate. 
All of the patients had received some 
phrenotropic agent, ECT, or psychotherapy, 
but none had been in active treatment im- 
mediately prior to iproniazid treatment. 
The mean age was 53 years and the mean 
duration of hospitalization was 15 years. 
Fifty patients were diagnosed as having 
chronic schizophrenic reaction; 17 as in- 
volutional psychotic reaction; 15 as psy- 
chotic depressive reaction; 6 as chronic 
brain syndrome with central nervous sys- 
tem syphilis ( general paresis) ; 6 as chronic 
brain syndrome with cerebral arterioscler- 
osis with psychotic reaction; 3 as manic 
depressive reaction, depressed type; and 
3 as mental deficiency (idiopathic) with 
psychotic reaction. 

Physical evaluations and laboratory 
studies were done and a behavior interest 
and activities rating chart, devised by 
Dr. Prescod[10] was also completed on 
each patient by each attendant nurse on 
the ward. Laboratory studies and clinical 
observations were recorded throughout the 
study. 

Initially all patients were given 50 mg. 
of iproniazid orally ti.d. This dose was 
soon individualized to the patient's need 
with dosages ranging from 25 to 900 mg. 
daily, but with most dosages soon being 
reduced to 50 or 100 mg. daily. Multiple 
vitamins including pyridoxine were given 
to a few patients in an attempt to modify 
side effects. In 32 patients, it was necessary 
to discontinue iproniazid in less than 2 


1 Read in full at the 114th annual meeting of the 
American Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 
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months because of undesirable side effects. 
Treatment was continued in the remaining 
patients 4 to 6 months. 

In spite of the gradual reduction in dos- 
age, at the end of 18 weeks 50 patients had 
developed acute psychotic reactions mani- 
fested by hyperactivity, combativeness, 
noisiness and insomnia. Thirty-three pa- 
tients remained essentially the same or 
had become more withdrawn and akinetic 
than before. Seventeen patients showed an 
increased activity and interest in their 
surroundings. i 

Depression was a major symptom in all 
except one of the patients who improved. 
Diagnoses of this group were involutional 
psychotic reaction—8; psychotic depres- 
sive reaction—6; manic-depressive reac- 
tion, depressed type-2; and schizo- 
phrenic reaction, chronic undifferentiated 
type-l. The improved patients repre 
sented about 50% of the total number of 
patients with a diagnosis of depression. 

Improvement was manifested by 8 
gradual increase in motor activity, com 
munication and interest in ward activities 
After 4 months of treatment, 3 patients 
were on convalescent leave and 14 were 
participating in occupational and oe 
tional therapy activities and group psycno 
therapy. s 

Side effects of varying degress of severity 
were noted in most of the 100 pate 
Fifty patients showed acutely distur 
behavior. There were 3 cases of Hi 
hepatocellular liver disease. One ae 
died of acute yellow atrophy of the ge 
Six patients convulsed although none det 
a previous history of convulsions. | » 
side effects were insomnia—21, vertigo b) 
syncope—16, hyperreflexia and tremor a 
16, headaches—11, constipation—32, urin 
symptoms—15, fall in systolic pressure 
10 to 15 millimeters of mercury— ^? 
phoresis—10, and ankle edema—5. 


SuMMARY d: 
One hundred withdra 


chronic, 
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akinetic, psychotic patients were given 
iproniazid in hopes of making them more 
accessible to group interaction and more 
manageable. We did not find the drug help- 
ful in those patients whose affect was 
characterized by apathy and flatness, On the 
other hand, the drug appeared to be 
definitely useful in one-half of those cases 
where the primary symptom was depres- 
sion. Serious side effects may result from 
the drug and dosage must be very carefully 
adjusted for each patient. 
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THE SCHIZOPHRENIC PATIENTS WITH AN INCREASE OF THE 
PROTEIN CONTENT OF THE CEREBROSPINAL FLUID 


WALTER L. BRUETSCH, M. D.* 


In his report on "Spinal Fluid Changes 
During Chlorpromazine Therapy,” Smith 
(1) contended that chlorpromazine em- 
ployed in the management of psychoses 
dd lead to the appearance of an increased 
E of protein in the cerebrospinal 

It is little known that similar spinal 
d changes may be present in some 
Bap rrenic patients(2), who never re- 
x. any treatment whatsoever. Among 
Ev admitted male patients there 
femal cases (or 4.4%), and among 297 
278) 9 patients there were 8 cases (or 
sh with à protein content of the spinal 

» Tanging between 46 and 130 mg. per 
ES (Upper limit of normal: 45 mg.) 
E s Pandy and Ross-Jones tests the 
bs P amount of protein corresponded 
Usual] P'us or 3 plus reaction. There was 
told Y a slight change in the colloidal 
eneo rn (“1,” "9" or "3"). The cell 
Which (i below 5 in all except 4 cases, in 
tmm, e cells varied from 6 to 11 per 


A 
Who ne of 647 schizophrenic patients, 
bita] been residents of Central State 
EM fom 1900 to 1930, were also 
Research D 


dianapolis 22, ertment, Central State Hospital, In- 


nc 


examined. An increased protein content of 
the spinal fluid of the same degree was 
present in 5.9% of the male, and in 3.7% 
of the female patients. 

In none of these patients was there a 
positive serology (Wassermann, Kahn, and 
Kline) for syphilis in blood or spinal fluid. 
None had a history of acquired syphilis 
or of serious head trauma. All were free 
of neurological symptoms. 

In most of these patients, the spinal 
fluid changes remained remarkably con- 
stant, when repunctured from 1 to 6 years. 

As a control group, the spinal fluids of 
100 mentally normal individuals (50 men 
and 50 women) were used. The fluids were 
obtained during the preparation for spinal 
anesthesia. All these spinal fluids showed 
no abnormalities. 

The pathogenic significance of the in- 
creased spinal fluid protein in these schizo- 
phrenic patients is unknown and awaits 
clarification. 
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STUDIES ON MESCALINE X: 


PSYCHOLOGICAL CHANGES 


BEFORE AND AFTER MESCALINE AS MEASURED BY THE M.M.P.I. 


HERMAN C. B. DENBER, M. D. anv ALEXANDER VAN WEST, Pu. D.: 


It would be of interest to know if mesca- 
line produced objective measurable psy- 
chological changes. Five male and 4 female 
patients selected at random from the re- 
cent admissions at Manhattan State Hos- 
pital were studied. The most frequent 
diagnosis was dementia praecox. All drug 
therapy was stopped before the control 
M.M.P.I. was administered and the mes- 
caline given. The initial test was done 24 
hours prior to the injection of 0.5 grams 
of mescaline sulfate. The second test was 
administered on the day following the 
mescaline study in 8 of the 9 cases. The 
latter patient was so disturbed that he 
could not be tested until 7 days after the 
injection. In each case, the individual card 
form was used with the L (reliability), F 
(validity), K (correction factor), Hs (hy- 
pochondriasis), D (depression), Hy (hys- 

teria), Pd (psychopathic), Mf (psycho- 
sexual orientation), Pa (paranoid), Pt 
(anxiety), Sc (schizophrenia), Ma (hypo- 
mania), and Si (socialization) scales; all 
were scored. The raw scores and all sub- 
tests were converted into T scores. Means 
were obtained for the group on each of the 
subtests before and after mescaline, 


RESULTS 


There was an increase in the severity of 
the traits as measured by the different 
scales in 10 of 12 variables. This was 
particularly noticeable on the psychopathic, 
paranoid, anxiety, and schizophrenic scales. 
All patients showed an increase on the 
psychopathic scale. Eight of 9 showed 
an increase on the paranoid scale. Seven 
of 9 showed an increase on the anxiety 
scale, one remained the same, and one 


id Research Division, Manhattan State Hospital, 
Ward's Island, New York City 35, N, Y. 


was decreased. Eight of 9 showed an in- 
crease on the schizophrenia scale, with 
one remaining the same. The hysteria 
and depression scales showed a lessening 
of the score. The differences between the 
record on these two scales were the lowest 
recorded. 
COMMENT 


T tests were run on these scales before 
and after mescaline; it was found that 
the differences were not significant 'at the 
5% level of confidence. However, by testing 
the formula N!—NCZ., it was calculated that 
all things being equal, if the N were in- 
creased from 9 to 18, the data would be 
significant, It is highly improbable that the 
difference would be significant in the Hy 
and D scores even if the sample were in- 
creased in size. 

It appears that patient: become more 
paranoid, more anxious, show stronger psy- 
chopathic and schizophrenic trends follow- 
ing the injection of mescaline, The seeming- 
ly significant changes in these scales 
suggest some alterations of schizophrenic 
psychodynamic structure under these con- 
ditions. It would be of interest to know 
their duration and relation to clinic 
patterns, since improvement following the 
injection of mescaline has been reporte 
(1). There is some indication in the present 
study that concordance may not exist be- 
tween the underlying psychodynamics an 
the presenting clinical state. 
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A CLINICAL NOTE ON DRUG INDUCED DEPRESSION 


CARL H. FELLNER, M. D.! 


It has been widely observed that an 
occasional "side effect" of tranquilizing 
therapy is the appearance of a depressive 
reaction which might or might not recede 
with the immediate or gradual withdrawal 
of the tranquilizing agent. Most of the lit- 
erature concerned with this problem has 
been published by our colleagues in the 
field of internal medicine who met this 
condition in the treatment of hypertension 
with Rauwolfia Serpentina or its derivates. 

Efforts to understand this phenomenon 
range from attempts to explain it away by 
trying to prove that the patient was already 
depressed at the time the treatment with 
the drug was instituted, to rather vague 
generalizations about interference with and 
Weakening of “defense mechanisms.” 

During the last few years I had occasion 
to observe a small number of psychiatric 
patients in whom the tranquilizing agent 
used (chlorpromazine and promazine) was 

y effective pharmacologically, in as 
Much as it promoted significant reduction 
of Psychomotor agitation, irritability, ten- 
Son, insomnia, without notably affecting 
E patient's i alertness and intellectual 
d E hand in hand with these desirable 
bui appeared a depressive reaction 

grew in intensity to the point where 

E o peptic trial with the tranquilizing 
c" ad to be abandoned. The patients 
in diga had the following characteristics 
ae mon : they were ambulatory schizo- 
E whose illness had been of long 
h ial i.e., one year or more. They had 
te rii before with the usual biologi- 
vidus 2 of therapy, including EST. Pre- 
le successful attempts at pharmaco- 

cm Eun tranquilizers had been made 
taking ved patients were in the habit of 
Xa > di ther sedatives or tranquilizing pills 
on amo sion, usually deciding themselves 
ae ap and timing of the drug quite in- 
instru ently or contrary to the doctors 
ction. AI] patients concerned in this 

ad many compulsive symptoms and 


study h 


1 Assi 
Wie. nt Professor of Psychiatry, University of 


consin Medical School, Madison, Wis. 


rituals, mainly in the form of repetitious 
acts and number counting compulsions. 

In all cases the depressive reaction dis- 
appeared quickly on cessation of tranquiliz- 
ing medication. 

The subjective description of how the 
physiological and psychological changes re- 
sulting from intensive tranquilizing medica- 
tion were experienced by the patients was 
given in strikingly similar terms. “Doctor 
I feel so relaxed and quiet, I had quite for- 
gotten that there was such a feeling” or, 
“T never knew one could feel so tranquil,” 
and “It is such a wonderful feeling, but 
Doctor this is not me,” or “I feel I'm dead.” 
It was this feeling of being changed to 
something foreign and alien, an experience 
of becoming different to the point of un- 
reality almost, which became unbearable 
to them to the point where the depression 
appeared. 

In an attempt to understand this seem- 
ingly contradictory reaction, namely, that 
a feeling of quietness and relaxation should 
become threatening to a patient, I think 
we have to keep certain points in mind. 
Every one of these patients, who, I repeat, 
were diagnosed as suffering from a chronic 
type of schizophrenic reaction, had only a 
very tenuous grip on reality. There were 
numerous examples of how uncertain and 
fluctuating an ego boundary they had and 
how difficult and frightening it was for 
them to decide in many spheres what was 
"I" and “not I.” The obsessive compulsive 
rituals apparently helped them to have at 
least some sort of a structure and seemed 
to give them a certain amount of security. 
Actually their minds were never at rest 
during at least their waking state, but were 
always active counting, repeating, doing. 
This seemed to be the one way in which 
they managed to maintain contact and deal 
with reality. One of the effects of tranquil- 
izing, medication, was the slowing down of 
this incessant compulsive activity, and these 
symptoms disappeared. To the patient this 
was quietness, yes, but a quietness so for- 
eign and so threatening that it would be 
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described as a quietness of the grave: a 
new set of symptoms appeared, namely a 
depressive reaction. 

The question has been raised whether 
the drug-induced depression is a "true" de- 
pressive reaction or a "pseudo depression" 
——a distinction made on the basis of the 
presence, or absence, of the traditional 
signs and symptoms of a depression, i.e., a 
distinction on the descriptive level. Indeed, 
on this level the patients here described 
can be said to show the symptoms of a true 
depressive reaction. In psychodynamic 
terms, however, the basic depression is 
thought to represent a state of the ego, an 
affective state, and to result from “an 
awareness of one's own real or imaginary, 
partial or total insufficiency and helpless- 
ness.” The most frequent example given 
is the depression resulting from the loss of 
a love-object. Expressed in psychodynamic 
terms, one would also say that the obsessive 
compulsive symptoms apparently were the 
signs of a restitution process; when these 
symptoms were suddenly suppressed as a 
result of medication, one might have ex- 
pected a considerable increase in anxiety 


and disorganization in those patients who 
reacted “negatively” to the drug, but in the 
cases under consideration we witness the 
appearance of a depression; a basic ego 
reaction diametrically opposed to anxiety. 
This can, I think, be interpreted as an ego 
reaction resulting from the awareness of 
helplessness and incapacity to meet the 
(external or internal) danger previously 
controlled to a degree by obsessive-com- 
pulsive defense mechanisms. In extreme 
cases the desire for survival (of which 
anxiety is an expression) is replaced by the 
wish to die. 

In summary, the above is an attempt to 
describe one of the possible mechanisms 
causing a depressive reaction in certain 
patients during tranquilizing therapy, 
namely the interference with obsessive 
ideas and compulsive rituals used as a 
major defense mechanism in chronic am- 
bulatory schizophrenic patients. This de- 
pressive reaction is thought to be a “true 
depression, resulting from the loss of the 
one and only way in which these patients 
seem to be able to enter into an object- 
relationship. 


A PRELIMINARY EVALUATION OF ACEPROMAZINE (PLEGICIL)* 


JOHN T. FERGUSON, M. D.? 


In an earlier paper(1) we presented the 
results of a 3-year investigation of various 
neuropharmacological agents. We have 
continued evaluating such agents, using the 
knowledge previously gained relative to 
necessity for adjunct medical and rehabila- 
tative measures, and particularly for in- 
dividualization of treatment. This paper 
reports a study which has been in progress 
for 8 months using acepromazine (2-acetyl- 
( dimethylamino-3-propyl) -10- phenothia- 
zine), a psychosedative which has recently 
been released for clinical investigation in 
this country. 


CLIENTELE 


The 50 female patients in the project 
were chronic nursing problems who had 

lThe acepromazine (Plegicil) used in this project 
was furnished by the Ayerst Laboratories, Inc. 

2 Traverse City State Hosp., Traverse City, Mich. 


failed to respond satisfactorily to previous 
chemotherapeutic measures. Their ages 
ranged from 25 to 75 years, the average of 
the group being 44 plus. The length of pe 
each patient had been hospitalized varie 
from 5 months to 55 years, the average time 
spent in the hospital being almost 
years. 


REGIMEN 


Starting from an average oral dose ri 
20 to 30 mg. three times a day, and in A 
vidualizing the therapy as needed, W 
ended with maintenance dosages ranging 
from 10 mg. daily to 100 mg. three Ur 
daily. Most of our patients who respon 
favorably are now on maintenance doses 
20 to 40 mg. of oral acepromazine 
times daily. 

Adjunct medical therapy in the fo 


0 
ee 
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an analeptic (Ritalin) was also employed 
when indicated. 


RESULTS 


Of the 50 women in this evaluation, 9 of 
the 50 have left the hospital for extended 
visits, nursing homes, or family care. Seven 
of the 50 are now considered eligible for 
outside care or furloughs. Twenty-two of 
the 50 have shown marked improvement 
but still require institutional care. 

The remaining 12 of the 50 are regarded 
as therapeutic failures. The behavior of 
7 of the 12 improved at first but regressed 
despite adjustments and increases in dos- 
age. Of the remaining 5 of the 12, therapy 
was discontinued for 2 of the 5 because of 
repeated attacks of jaundice and for the 
3 others of the 5 because they developed 
tissue reactions to a prolonged series of 
intramuscular injections administered three 
times daily. 


CONCLUSIONS 


About half the patients became some- 
pu lethargic and drowsy during the first 
EY days on acepromazine or when the 
‘Osage was raised. This mild sedative 
effect. disappeared spontaneously or after 
addition of an analeptic to the regimen. 
„xee patients developed clinical signs of 
Jaundice which cleared as soon as the drug 
p: Stopped. They were given a second 
E of acepromazine ; one has had no 
Ee in 4 months; the other two 
i ered a second bout. Blood, urine, and 
ver function tests done regularly for all 


patients were within normal limits except 
for the abnormal thymol turbidity and 
alkaline phosphotase tests recorded for the 
three during their episodes of jaundice. 

With one exception, parenteral injection 
of acepromazine did not cause local tissue 
reactions when given intermittently or for 
brief periods, However, 3 patients who re- 
ceived intramuscular injections three times 
a day developed tissue reactions after 2 to 
4 weeks, 

When administered parenterally or in 
high oral doses, acepromazine is a potent 
sedative, One hundred milligrams of ace- 
promazine, intravenously administered, acts 
faster than 200 mg. of chlorpromazine in 
sedating violent patients. Acepromazine’s 
main action is suppression of psychic over- 
activity expressed as talkativeness, com- 
pulsions, tension, anxiety, resistance, 
periodic outbursts, etc. 


SuMMARY 


Seventy-six per cent of 50 patients who 
had been resistant to all other therapies 
responded favorably to a program based 
on acepromazine’s psychosedative action. 
We feel that these results were obtained 
because the regimen emphasized individu- 
alization of dosage, use of adjunct medica- 
tions as indicated, and rehabilitation serv- 
ices to guide the patients through the "door 
to reality" opened by this new psycho- 
pharmacological agent. 
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THE PROGNOSTIC VALUE OF PLACEBO RESPONSE 


LEON D. HANKOFF, M. D., NORBERT FREEDMAN, Pn. D, 
anb DAVID M. ENGELHARDT, M. D.' 


ber 7 hopharmacological advances have 
standin companied by increased under- 
ics g and respect for the placebo prop- 
int somatic therapies. Not only in- 
ios S but inhalation and electroconvul- 

therapies have been implicated in 


1 
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placebo effects. The individual patient and 
his psychology has come to be considered 
a significant variable even in the purely 
*physiological" psychiatric treatments. The 
placebo reactor, the individual predis- 
posed to the reaction, has developed as a 
concept in studying this phenomenon. The 
present study is a report of a preliminary 
finding concerning the relationship be- 
tween initial placebo reaction and subse- 
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quent clinic course in a group of post- 
hospitalized schizophrenic patients. 


METHOD 


Thirty-three patients attending the Psy- 
chopharmacological Clinic were studied. All 
had been discharged from a psychiatric 
receiving hospital, had been diagnosed as 
schizophrenics, were between the ages of 
19 and 50, and began clinic attendance 
within a few days of discharge from the 
hospital The hospital stays had usually 
been under one month. Upon admission 
to the clinic, the patients were started on 
placebo medication which continued for 
a period of three weeks, at which time ac- 
tive treatment was begun with one of the 
current ataraxics. 

Psychopathological features were rated 
by the treating psychiatrist on a modified 
Lorr Scale (42 items) adapted for out- 
patient use. 

Clinical course was assessed in terms of 
incidence and speed of rehospitalization. 
The 33 patients were divided into three 
groups: those having immediate rehos- 
pitalization (within 30 days of discharge), 
7; those having a delayed rehospitalization 
(over 30 days and up to 9 months), 15; 
and those remaining active in the clinic at 
the time of the study and never being re- 
hospitalized, 11. In the case of the latter 
group the time of active clinic attendance 
was between 1% and 2 years. 

Placebo response was rated using the 
psychiatrist’s progress notes. The patients 
were classified as reactors (favorable re- 
sponse to placebo) or non-reactors (neutral 
or unfavorable response to placebo). A re- 
actor is defined as a patient who reports 
improvement in presenting symptomatology 
within the first two visits, which he relates 
to the placebo. The placebo responses were 
also rated in terms of their duration, 
quality, appropriateness, and reversibility, 
but these factors are not pertinent to the 
present study. This scoring procedure 
yielded an interrater reliability of 90%, two 

of the authors showing agreement on 18 
of 20 cases used for a reliability check. 


FINDINGS 


Among the 33 patients, 15 were clas- 
sified as non-reactors and 18 as reactors. 
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Included among the non-reactors was one 
patient who had a negative or unfavorable 
reaction to the placebo. Among the reac- 
tors, gradations and qualitative differences 
were present but are of no significance in 
the present study. When the reactors and 
non-reactors are grouped according to 
clinical course, a striking finding is seen. 
Within the immediate rehospitalization 
group not a single patient showed a favor- 
able placebo response, whereas 822 (9 out 
of 11) of the patients in the active group, 
ie. those who subsequently maintained 
themselves outside the hospital, had favor- 
able placebo reactions. The delayed rehos- 
pitalization group occupied an intermediate 
position, 60% (9 out of 15) having favorable 
placebo reactions. Differences in clinic 
course as a function of placebo reaction 
are statistically significant well beyond the 
.01 level of confidence. 

No distinction among the three clinical 
groups could be made concerning sex, age, 
or schizophrenic psychopathology, as mea- 
sured by the psychiatrists’ ratings. 


Discussion 


Among this group of schizophrenic pa- 
tients who have had brief hospitalizations 
(psychotic episodes) and been returned to 
the community, the ability to have a favor- 
able symptomatic response to a placebo 
appears to be a prognostic sign for future 
success in the maintenance of ambulatory 
status. The presence of a placebo reaction 
was evidence that the patient would re- 
main ambulatory beyond the initial 30 days 
post-hospitalization. It may be postulated 
that the schizophrenic patient’s ability to 
become involved in clinic treatment to the 
extent of a placebo reaction is a measure 
of his ability to maintain his separation 
from the hospital and the symptoms whic 
brought him there, On the other hand, the 
placebo reaction itself may act as à oF 
ping stone to the outside world and an n 
traction offered by the patient to the trea 
ing psychiatrist. h 

We are currently investigating the PSY 
chological mechanisms involved in place $ 
reaction as a prognostic indicator, P^ 
ticularly the possibility that denial of me? 
tal illness facilitates social recovery. 


CASE REPORTS 


ADDICTION TO GLUTETHIMIDE (DORIDEN) 


GEORGE A. ROGERS, M. D.! 


The patient reported in this paper ? is the 
only one of several hundred seen in a speci- 
al out-patient clinic for alcoholics, who 
substituted another drug for alcohol to 
the point where it was used continuously 
and from which the patient experienced 
true withdrawal symptoms. This patient 
used alcohol in a similar manner, con- 
tinuously imbibing rather than “binge” 
drinking, He had received tranquilizers 
and barbiturates but the drug to which he 
was primarily addicted remained alcohol 
until he received glutethimide. 


Case Report: The patient was seen once at 
our clinic in 1954, returned briefly in 1955 
began regular contacts in 1957 which 
a until his hospitalization. He related that 
i first difficulty with drinking was in 1951. 
n 1952 he had a 7-day commitment to the 
E mental hospital for alcoholism, and was 
em arly committed to the same hospital in 
A On this admission the diagnosis was 

ophrenia. He received insulin-coma thera- 
icd improvement and was discharged 
Lr months. He appeared to be addicted 
a arbiturates at that time in addition to 
ohol. 
pss, the patient began psychotherapy 
me every other week basis and also was 
ds anions medications including those of 

A p enothiazine group. In May of that year 
E recent had discontinued use of the various 
inten which had been tried, and re- 
table Du he was taking half-gram Doriden 
E Ac 3 times daily with great relief. 
cun tg had shown improvement, the Doriden 
E aren In July of 1957, the patient 
sae poaren tolerance for Doriden and 
1 ie that reduction in dosage resulted in 
"n ninal pain, relieved by food. Withdrawal 
iod menn. Payee One week 

ı 16 reported that on attempting to 
the Doriden, he would develop E 


1 
rs re St, Camden 2, N. J. 
thimide M A third case of addiction to glute- 
wr) as been reported by Dr. Alan G. Johnson, 
i psychiatry and neurology, Washington Univ. 
of Medicine, St. Louis 4, Mo. 


pains in the back, restlessness, abdominal pain 
and panic which prevented him from discon- 
tinuing the medication. Withdrawal of the 
drug was again recommended. 

Over the next 6 to 8 months, however, the 
patient continued to get the medication from 
another physician while continuing to see 
the writer for psychotherapy. He showed defi- 
nite increases in insight, improved mental 
organization, reality contact, and increased 
sobriety, a considerable improvement over his 
status one year before. Several attempts were 
made to substitute other drugs for the Doriden 
and the patient repeatedly made efforts to 
discontinue this drug, without success. In 
December, hospitalization was recommended 
for withdrawal. The patient refused, and was 
told that further outpatient effort to discon- 
tinue the drug was not feasible. Despite this, 
he continued contact with the clinic. 

In February 1958, the patient abruptly at- 
tempted to withdraw the Doriden, partly as 
a consequence of his running out of the drug, 
and came to the accident ward of the hospital, 
showing extreme restlessness plus episodic 
muscular spasms. These consisted of arching 
of the back, extension of the legs and flexion 
of the arms, of a clonic type without loss of 
consciousness. The spasm would last 4 or 
5 minutes, after which the patient would be 
relaxed for a time. The spasms appeared to 
be accompanied by extreme discomfort and 
were not relieved by phenobarbital or Dilantin 
but were relieved by Doriden. For the next 3 
days, the patient was placed on approximately 
his usual dosage of Doriden. This was gradual- 
ly withdrawn and replaced by phenobarbital. 
Following this, the phenobarbital was gradual- 
ly withdrawn but on the sixth hospital day, 
following what appeared to be too great a 
cut of his phenobarbital dosage, the patient 

that there were people outside his 
room plotting to come in and kill him. 

Medication failed to quiet the patient and 
he was committed to the state hospital. There 
he twice attempted suicide apparently as a 
result of continuous frightening hallucinations. 
A series of ECT gave relief and the restless- 
ness and confusion responded to Thorazine, 
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Four months later, the patient was still hos- 
pitalized and the diagnosis was schizophrenia. 
SUMMARY 

This report illustrates one case where 
a potent, new, non-barbiturate sedative 
(glutethimide) proved to be addicting to 


a predisposed alcoholic with an underlying 
schizophrenic illness. It emphasizes, how- 
ever, the danger of addiction that this drug 
possesses, which in this patient was greater 
than alcohol, barbiturates, or any of the 
tranquilizing medications. 


LIOTHYRONINE TREATMENT OF ADULT CRETIN WITH 
PSYCHOSIS 


JOHN L. SIMON, M. D.! anp CHARLES W. G. ANDERSON, B. S., M. A. 


The subject, a 41-year-old male, was ad- 
mitted to the hospital division of the East 
Louisiana State Hospital in the summer of 
1957, for swelling, probably traumatic, of the 
left side of the face. The swelling rapidly sub- 
sided but because of other physical findings the 
patient was kept under observation. 

He was of striking physical appearance, 55% 
inches high, and markedly obese and flabby, 
but weight could not be determined because 
of lack of cooperation. His skin was thick, 
coarse, and dry with a yellowish cast. There 
appeared to be edema within the tissues, and 
large pouches about the eyes. The hair of the 
head was coarse, short, and black; body hair 
scanty with a female escutcheon. Blood pres- 
sure was 134/70 ; pulse and respiration within 
normal limits. The physical findings forcibly 


suggested the classical picture of cretinism in 
an adult, 


short stubby fingers, and female hair distribu. 

tion. Basal metabolic rate, however, was +15. 
The patient was poorly oriented with mild 
persecutory delusions, defective judgment, and 
lack of insight. He was not regarded as men- 
tally deficient but as schizophrenic, 

On two occasions the patient had been re- 
leased from the hospital, but was returned be- 
cause of poor adjustment in the community. In 
1955 a note observed that he obeyed simple 
commands and verbalized slightly, but that 
he was subject to occasional temper tantrums 
andwas belligerent toward other patients. After 


1 Address P. O. Box 2506, Rio Piedras, Puerto 
Rico. 


this date, he became: more withdrawn and 
rarely spoke. His marked obesity contributed 
to his difficulty in moving about. A 
When the patient came to our attention in 
1957 he was generally quiet and cooperative. 
He responded fairly well to commands, but 
his speech was limited to unintelligible and in- 
coherent sounds, usually monosyllabic. We 
found no record of previous treatment for 
thyroid deficiency, although the basal meta- 
bolic rate of --15 in 1940 suggests that he may 
have been treated before his admission. p 
tainly he had had no recent treatment, and ha 
not had the benefit of the newer d: 
Through the courtesy of Smith, : us 
French, who supplied us liberally bees 
ronine (“Cytomel,” SKF), treatment m ; 
drug was instituted on Sept. 24, 1957 wi 
meg. daily. On Oct. 3, the dose was go 
to 10 meg. daily, and with subecdnenE d 
creases in October, November, and Decem en 
the dose was raised to 25 mcg. t.i.d. The på 
tient has accordingly been receiving 75 M 
daily from December 1957 to date (May ^ 
1958). E 
The most striking change was in the d 
tient’s appearance. He rapidly became a 
flated, with loss of the large pouches itd 
the eyes. His bulk decreased so that his - E d 
hung loosely from his body. He displaye jid 
mobility and animation. Temperature, das ; 
tory rate, and blood pressure remained ies 
the pulse was at times elevated, reaching 
er minute, ; 
E When treatment was begun, the patient “i 
withdrawn and seclusive. He responde A 
to direct commands. His speech was hc 
ligible. By October 1957, he already appear" 
more alert and talkative. On the other tue i 
behavior suggested that he was having d 
cinations, for he addressed profanities to 


al 
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a non-existent person. In November he an- 
swered questions better, but his speech was 
still somewhat thick. In later interviews he re- 
sponded more adequately when addressed, but 
continued actively psychotic. He was given to 
profane outbursts directed at those dealing with 
him. He carried out simple acts when request- 
ed, only to follow them with profane comments. 
He has remained so. Since he is less with- 
drawn however, and his speech is clearer his 
psychotic thoughts and actions are more 
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obvious. It should be noted that during treat- 
ment with liothyronine, no attempt was made 
at specific psychiatric treatment. 


SUMMARY 


A case of treatment of a psychotic adult 
cretin with liothyronine is reported. The 
drug produced marked physical improve- 
ment with no notable amelioration of the 
mental state. 


MIND ENSLAVED - T 

It is a common experience to every one of us that we are easily satisfied with 
our own ideas. We are strong on building theories, or a general interpretation of 
àn enormous number of facts, or the knowledge of a very small number of facts. 
And once our convictions have been formed we stick to them, in spite of all that 
other people, equally satisfied with their own convictions, may say to the contrary. 
What does this mean, if not that we are naturally, normally, the prisoners of our 
Own convictions? What is true of our everyday convictions is equally true of 
philosophy and science. By deciding that the human mind is free to prescribe its 
own law to things, idealism has, under pretense of liberating the human mind 
from those things, enslaved the human mind to itself. 


—EmrIENNE GILSON 
(Harvard Tercentenary Address, 1936) 


PRELIMINARY REPORTS 


JB-516 AND IPRONIAZID * 
FREDERICK LEMERE, M. D.? 


The following tentative evaluation of the 
clinical value of JB-516 as compared to 
iproniazid (Marsilid) is based on a screen- 
ing trial of these drugs in the office treat- 
ment of depressed patients (157 treated 
with iproniazid during the past 2 years 
and 41 with JB-516 during the past 5 
months). 

Compound JB-516 (Lakeside Labora- 
tories) is an analogue of amphetimine in 
which an amino group has been replaced 
by a hydrazine radical. This gives JB-516 
the combined action of amphetamine-like 
cerebral stimulation and the iproniazid- 
like action of monoamine oxidase inhibi- 
ton. The hope is to find a drug that will 
be as effective an antidepressant as iprania- 
zid without the attendant risk of falling 
from hypotension and jaundice or death 
from hepatic involvement. 

The results of our study can be expressed 
only in terms of general clinical impres- 
sions as no control or double-blind methods 
were used. Iproniazid and JB-516 appear 
to be comparable and effective drugs for 
the treatment of endogenous depressions. 
About 60% of the patients were materially 
helped or cured of their depression. Neither 
drug is usually as effective as ECT in 
severely depressed patients but many have 
responded sufficiently to make ECT un- 
necessary. Their use concomitantly with 
ECT often reduces the number of treat- 
ments needed and maintains the improve- 
ment initiated by ECT. 

The proper dosage for each drug is 
difficult to ascertain and requires close 
supervision. It is my impression that 
12.5 mg. of JB-516 is roughly equal to 50 
mg. of iproniazid, both being the maximum 
amount that should be given daily. In these 
approximately equivalent amounts, the 
hypotensive effect is less with JB-516, and 
the therapeutic response usually quicker 

1 JB-516 supplied by Lakeside Laboratories, Mil- 
waukee, Wisc. 


? From the dept. of psychiatry, Univ. of Washing- 
ton School of Medicine, Seattle, Wash. 
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(within 2-14 days) and more active than 
with iproniazid. In a few patients the initi- 
al feelings of well-being produced by JB- 
516 seemed to wear off on continued ad- 
ministration. Whether this will be an oc- 
casional characteristic of this drug (as it 
is with amphetamine) remains to be de- 
termined. : 

No hepatic involvement or other serious 
side-effects were encountered with either 
drug except for potentially dangerous fall- 
ing spells in 8 of the iproniazid and 3 of 
the JB-516 patients. Two of these JB-516 
patients had received a course of ipronia- 
zid immediately before being changed to 
25 mg. of JB-516 daily and probably had 
too high a level of monoamine oxidase 
inhibition from cumulative action. In one 
the blood pressure had dropped from 
180/100 to 110/70 and it was apparent 
that the fainting spells were on the basis 
of orthostatic hypotension. The second pa- 
tient, however, had a blood pressure drop 
only from 150/100 to 140/80. The sud- 
den nature of her falling attack bc 
warning or convulsion but with loss. 2 
consciousness, plus a history of an identica 
spell 7 years before, suggests an epileptic 
factor, especially since ]B-516 has been 
shown to activate the EEG. The third n 
tient had been on 25 mg. of JB-516 daily 
for 2 weeks when she suddenly fell b 
without loss of consciousness. One beni 
patient had parathesias of the hands iden : 
cal to that produced occasionally by ipront 
azid. i 

This preliminary screening study c j 
firms the antidepression effectiveness 
both agents. The approximate oM 7 
equivalent and maximum safe daily i 
seems to be 12.5 mg. for JB-516 and pt £ 
for iproniazid. At this dosage, JB- ‘hat 
slightly less hypotensive and Le 
quicker and stronger in its antidepres ud 
effect, Higher doses of JB-516 have Pt 
duced falling spells in 3 patients. T: 
no hepatic involvement has been repo 
from JB-516. 
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REPORT OF THE COORDINATING COMMITTEE 
ON PROFESSIONAL STANDARDS 


COMMITTEE on LEGAL ASPECTS .OF 
Psycuratry—This committee has been 
working on 4 major problems that have 
come to its attention. It has been concerned 
seriously with the problems of privilege 
and communication between psychiatrists 
and patients. It has been concerned with 
the problem of new legislation covering 
the definition of insanity and responsibility. 
It is attempting to work through to a defini- 
tion that will lie somewhere between the 
old McNaughten rule and the new Durham 
decision, and which will be more practically 
useful than either of them. It has been 
asked to consider the question of whether 
it is a breach of confidentiality, and it is 
working on the problem, to ask that, in a 
given State, patients in psychiatric hospitals 
and clinics be reported by name to a State 
statistical office, And finally, it has been 
coping with the involved problems of what 
are the psychiatric indications, if any, for 
legal abortion, 


| CoMwrTTEE ON Larson WITH THE 
AN HosrrAL Associaton — This 
C mittee has had several interim meet- 
in in addition to the Fall meeting and the 
E Meeting, usually with members 
"eh € corresponding committee of the 
Em Hospital Association. They have 
EE Oncemned with the problem of in- 
aly 5 coverage for mental illness, not 
A y Blue Cross and the commercial 
Er vn but also in workmen’s compen- 
Dom arene They have also been con- 
i with the encouragement of schools 
a administration which stress the 
pa : hospital ; and they have been at- 
ru to explore means of improving 
ad tionships between mental hospitals 
S cernis hospitals and within general 
of thos s between the psychiatric services 
Ose hospitals and the other services. 


Co 
* MMITTEE ON NOMENCLATURE AND 
TISTICS—This committee is one of the 


hardest working ones. It has had a series 
of interim meetings. It plans within the 
next two years to revise completely the 
nomenclature and to publish a new manual 
of statistics. In working toward this end, 
it has set up a series of pilot studies where 
tests have been carried out of the practical- 
ity and validity of certain of the methods 
of keeping these statistical accounts. 


COMMITTEE oN Private Pracrice— 
This committee has been working also with 
Blue Cross and health insurance coverage 
in terms of psychiatric illness, but from a 
somewhat different point of view than the 
work of the Committee on Liaison with 
the American Hospital Association. They 
are preparing, after considerable study, a 
statement which was presented to the 
Council for its consideration, to the effect 
that insurance coverage for psychiatric ill- 
ness is not only feasible but in the public 
interest, and with this statement by Coun- 
cil, the committee hopes to appear before 
a series of legislative and other bodies to 
attempt to implement and testify to this 
effect. 


COMMITTEE on PsYcHIATRIC Nurstnc— 
This committee has concentrated large- 
ly on the problem of the psychiatric aide 
as a part of the psychiatric nursing team. 
It has a joint project with the National 
League for Nursing and has recovered a 
grant from the National Institute of Men- 
tal Health which will enable a series of 
pilot projects. Teams will be sent to various 
hospitals for a period of two weeks to in- 
struct the nurse instructors of psychiatric 
aides in content and technique for such 
courses. It is hoped that the end result will 
be better in-service training for psychiatric 
aides. In addition, the Committee on Psy- 
chiatric Nursing conducted a Round Table 
at the Annual Meeting and already has 
spent some time advising with the National 
League of Nursing on a film entitled, “Psy- 
chiatric Nursing”, which had its premiere 
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showing on June 8 in Atlantic City, in re- 
lation to a national nurses meeting. 


Commirree on  PsvcuiaruC — Sociar 
Worx—This committee has had a special 
problem. It was disrupted by illness and 
resignation and had to reconstitute itself 
almost afresh this year. Nevertheless, it 
prepared a program of papers presented at 
the Annual Meeting. It has had a series of 
discussions with social work educators on 
curriculum in schools of social work. It is 
concerned with the relationship between 
itself and other similar committees and 
regional social work organizations ; and has 
been working with the Committee on Aging 
in joint projects concerned with the care 
of the aged and the aging, and other re- 
habilitation problems. 


CowMrrrEE ON RELATIONS wrrH Psy- 
CHOLOGY—This committee has run into 
à stormy course and it seems to me that it 
has steered as carefully and as accurately 
as anyone could do. It requested at the last 
meeting of the Executive Committee that 
The American Psychiatric Association with- 
draw its approval of certification legislation 
and this recommendation the Council ac- 
cepted. The Committee also recommended 
that The American Psychiatric Association 
restate and reaffirm its basic statement of 
policy made several years ago in conjunc- 
tion with the American Psychoanalytic As- 
sociation and the American Medical Asso- 
ciation which deals with the practice of 
medicine. The Council agreed with this 
recommendation and the statement was 
reaffirmed and was republished in recent 
issues of the American Journal of Psychiatry 
and in the Newsletter, 


COMMITTEE ON STANDARDS AND Poricies 
OF HOSPITALS AND Cumics-This commit- 
tee is also a hard working committee 
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which has had several interim meetings be- 
tween the Fall Committee meetings and the 
Annual Meeting. It co-sponsored with sey- 
eral other national organizations a large 
conference on the use of volunteers in psy- 
chiatric hospitals held in Chicago on June 
12-17. It is, under a grant which it has 
obtained, considering the next steps for 
revising the standards for psychiatric hos- 
pitals. It is in the process of publishing 
standards for staffing psychiatric clinics, 
and working in conjunction with the Com- 
mittee on Religion and Psychiatry, has re- 
vised the standards for Chaplains in hos- 
pitals. 


Ap Hoc Commırrees— This year, for the 
first time, there have been attached to the 
Coordinating Committees certain Ad Hoc 
Committees for administrative purposes. 
These committees report directly to Coun- 
cil, but two of them attached to my group 
of Coordinating Committees have been 
doing such an important job that I should 
like to take a moment to tell you about 
them. The Ad Hoc Committee on Liaison 
with the American Academy of General 
Practice has had several interim meetings 
with the corresponding committee of the 
Academy of General Practice. It has recom- 
mended liaison at the local level between 
state chapters of the AAGP and the APA 
District Branches. It has obtained a grant 
to continue this work. It is hoping to set up 
a project offering psychiatric education to 
general practitioners; and is considering 
publication of certain handbooks. The Ad 
Hoc Committee on Mental Hospitals has 
spent its time considering its functions an! 
future activities, and is prepared to recom- 
mend its continuance as a Standing Com- 
mittee. d 

It has been very satisfying to work wit 
these committees. They are hard working 
they are cooperative, and it is a great plea- 
sure to report on their activities. 


Wilfred Bloomberg, M- D. 
Chairman. 


Editor, THE AMERICAN JOURNAL OF Psy- 
.— CHIATRY : 
Sm: We, the undersigned, are enclosing 
| an excerpt from an editorial in the Septem- 
- ber 1958 issue of the Journal of Pediatrics 
_ which we feel deserves to be reprinted in 
: a prominent place in the American Journal 
— of Psychiatry. We feel that the criticism 
— iş entirely justified and that if psychiatry 
receives more criticisms of this nature from 
our colleagues in the various medical spe- 
 Gialities, it might have some beneficial 
_ effect in bringing us back to a more scien- 
tific and realistic psychiatry. 
Benjamin F. Moss, Jr., M.D., 
Hervey M. Cleckley, M. D., 
Corbett H. Thigpen, M.D., 
William P. Robison, M. D., 
Augusta, Ga. 


The excerpt from the Journal Pedi- 
- atrics Piw: j i 
_ One of our greatest peeves and irritants 
Js not in the use of words, but the state- 
ment as a fact of a theoretical concept for 
Which no scientific proof exists and which 
is probably incapable of proof. We have 
‘ho objection to a discussion based on a 

eoretical concept. The objection lies in 
the Statement of a concept as a fact. A 
_ Slaring and frequent example is the “se- 
-urity of the womb” concept encountered 


| Editor, Tux: American JourNAL or Psycut- 
ATRY : 
ES I read with great interest “A Study 
- m Non-Restraint” published in the August 
b number of the American Journal of 
y SYchiatry, I would like to call your at- 
EU to the fact that the Kalamazoo 
€ Hospital has not used restraint during 
E. past 50 years, During this time a mini- 
um of Sedatives have been used. Seclu- 
D during these 50 years in this 3,500 
mental hospital has been strikingly 
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THE SECURITY OF THE WOMB 


in discussions by child psychiatrists. For 
example, a recent sentence was as follows : 
“When these are lacking he (the child) 
becomes fearful and in his -anxiety seeks 
the shelter of the security he knew before 
birth.” We ask how the writer—or anyone 
else—knows the unborn child knew security 
in the womb. The objection is not due to 
this concept by one school of psychiatrists 
—and Heaven only knows how many other 
schools disagree—being used as an explana- 
tion for certain forms of behavior in child- 
hood, but to its being made as a statement 
of fact. What is worse is that it was not 
in a discussion “for physicians, who prob- 
ably would be aware that it reflected a 
theoretical concept, but in a discussion 
intended for popular reading. Incidentally, 
it might be pointed out that the basic 
fallacy in the concept lies in the fact that 
the intrauterine period of life cycle is the 
most insecure point in the life of an in- 
dividual. We have asked some of our 
psychiatric colleagues who hold to this 
concept to just what period of intrauterine 
life they refer, the embryo or fetus, and 
to just when in the womb the unborn child 
knows he is secure. When a statement is 
made as a fact, there must be supporting 
scientific data. We have never encountered 
any in this womb business. 


NON-RESTRAINT AT KALAMAZOO STATE HOSPITAL 


low, with many days when no patients 
were secluded. The 8 continuous flow tubs 
were used daily, and restraint was seldom 
used to keep the patients in the tubs. 

I refer you to the report of Alfred I. 
Noble, medical superintendent for the year 
1907-1908, which signalled the beginning 
of non-restraint at the Kalamazoo State 
Hospital : 

. . . If there were any question as to ob- 
taining good results by.placing disturbed pa- 
tients, those who may be restless or noisy, 
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denudative, destructive, or violent, in bed in 
dormitories under the direct supervision of 
competent nurses, we could find a good object 
lesson in the changed condition of the patients 
now being cared for in the dormitory of Ward 
K. Ten patients of the above class, represent- 
ing various forms of mental disease, have 
been collected from different parts of the 
institution and are now under the constant 
observation of a nurse. Instead of each being 
a separate nucleus of disorder and a continual 
expense through destructiveness, we have con- 
centrated and to a large extent removed the 
trouble by taking the patients out of seclusion, 
solitary confinement, as it were, and by giving 
them individual attention at little or no added 
cost. Under this treatment, the patients gen- 
erally become more quiet and tractable, and 
evil habits and practices are moie easily 


CORRESPONDENCE 


[ December 


corrected. After a time, they frequently be. 
come so comfortable that it is possible to locate 
them elsewhere and make room for others 
until there is perchance a recurrence of the 
excitement. 


Since the advent of the ataractic drugs, 
and better psychiatric treatment, the con- 
tinuous flow tubs have not been used, and 
seclusion has been a rarity. 

I can certify to the above facts because 
I have been on the staff, or affiliated with 
the Kalamazoo State Hospital, for the 
past 44 years, and for 26 years prior to 
retirement I was the medical superinten- 
dent of the Kalamazoo State Hospital. 

R. A. Morter, M.D., 
Kalamazoo, Mich. 


COMMENT 


THE DEATH PENALTY 


In many states and countries death is 
still the legal penalty for murder. Being 
"of unsound mind" is usually considered 
cause for acquittal because the defendant 
is then supposed "not to be responsible" 
for his act. But who can weigh responsi- 
bility? How much understanding must a 
man have to become responsible ? It cer- 
tainly is not a matter of black or white but 
of degree. Personally, I believe that no man 
is “normal” when he commits murder. And 
what is more, it seems to me worse to 
execute a “normal” man who might be sal- 
vaged than one who is obviously abnormal 
and has less chance of rehabilitation. These 
Subjects are now being widely discussed 
in the lay press. 

A book called Anatomy of a Murder(1) 
has been for weeks at the head of the “best 
seller" lists. Besides being a dramatic story, 
itis a skillful exposure of the misuse of 
the plea of "insanity" to escape punish- 
Ment for murder. As such the book is 
educational in a most effective way. Four 
other events have focussed attention on the 
chronic controversy concerning capital 
Penishment. Leopold has been set free 
tom Joliet prison after serving 33 years 
or the murder of Bobby Frank, A book 
called Compulsion interpreting the Le- 
ae case of 1923 has been pub- 
P ed(3). Leopold has just published a 
book of his own(3). And last and most 
™mportant, a book of Clarence Darrow's 
Speeches called Attorney for the Damned 

is also on the "best seller" list. This 
ind not only contains his address to the 
is ge in the Leopold-Loeb case but also 
zd remarkable speech in his debate with 
Wie alley on “Is Capital Punishment a 
asd olicy ?” He emphatically believed 
gl not, saying (p. 93), "The state of 
d one thing when a homicide is com- 
us and another thing weeks or months 
mitti ard when every reason for com- 
98) ing it is gone," Again I quote (from p. 
is gui oes anybody know when anybody 
ilty ? There is a great deal implied in 


that. For me to do something or for you to 
do something is one thing ; for some other 
man to do something quite another. To 
know what one deserves requires an infinite 
study, which no one can give to it. No one 
can determine the conditions of the brain 
that did the act.” 

Twenty-five years have passed since Dar- 
row made his dramatic pleas for psycho- 
logical understanding of the minds of mur- 
derers. But the clichés of M’Naghten’s case 
of 1843 still becloud the issue, It is easier 
to express unprovable opinions as to 
whether the defendant “knows right from 
wrong” at the moment of the act than it 
is to use the methods of modern psychiatry. 
It is easier, because these methods mean 
the setting aside of hate and fear and the 
painstaking and time-consuming task of 
learning everything possible about the life 
history of the accused person. In fact, one 
might say that the defence of Leopold and 
Loeb marked the beginning of an epoque 
in legal psychiatry. The defense may have 
been tedious and repetitious. Perhaps it 
was useless as far as saving the lives of the 
two murderers was concerned, for in retro- 
spect it would appear that Judge Davis 
had earlier made up his mind not to impose 
the death penalty on account of the youth- 
fulness of the defendants. Darrow’s insist- 
ence on making a thorough research into 
the psychiatric problem was a great ad- 
vance and an important precedent in 
criminology. 

Whatever one may think of the effective- 
ness of capital punishment as a deterent of 
crime and whatever one's moral feelings 
may be toward legal revenge and punish- 
ment, there is one effect of the legalized 
death penalty that one must consider when 
deciding whether he is for or against 
capital punishment. It is psychological and 
it is of great practical importance. In à 
state where the death penalty can be im- 
posed, a murder trial loses all resemblance 
to a thoughtful and earnest search for the 
truth. and becomes a dramatic game of 
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life and death. This reduces to a remark- 
able degree the intelligent functioning of 
the attorneys and jurors. It leads to emo- 
tional appeals to the jury ; it leads to ex- 
ploitation of emotional suspense by the 
press. This may occur, of course, in criminal 
trials other than murder trials where the 
crime is related to a critical contemporary 
crisis. The point is that this emotional 
stultification of justice always takes place 
in a tríal when the issue is life or death. 
Once this question of life or death is 
removed from the trial, the court could 
settle down to a rational and realistic study 
of, first, what are the knowable facts ? 
Second, what is the appropriate treatment 
of the social situation caused by the de- 
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fendant's acts ? Should he be taken out of 
the community and if so, to what sort of 
an institution should he be sent? I hope 
to see the death penalty abolished so these 
questions may be settled dispassionately 
with human and social insight. 


S. C. C. 
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HABIT 

Habit is thus the enormous fly-wheel of society, its most precious conservative agent. 
It alone is what keeps us all within the bounds of ordinance . . . It alone prevents the 
hardest and most repulsive walks of life from being deserted by those brought up to 
tread therein. It keeps the fisherman and the deck-hand at sea through the winter ; it 
holds the miner in his darkness, and nails the countryman to his log-cabin and his 
lonely farm through all the months of snow . . . It dooms us all to fight out the battle 
of life upon the lines of our nurture of our early choice, and to make the best of a 
pursuit that disagrees, because there is no other for which we are fitted, and it is too 
late to begin again. It keeps the different social strata from mixing . . . It is well for the 
world that in most of us, by the age of thirty, the character has set like plaster, and will 


never soften again. 


—WiLLIAM JAMES 


Dx Maruew Ross, APA MznicAL Di- 
. mcros.—Dr. Mathew Ross, who took office 
m Medical Director at the APA Central 
— Office in September, succeeding Dr. Daniel 
Blain, is a native of Massachusetts. A 
graduate of Tufts University and Tufts Uni- 
School of Medicine (1942), he 
| served in World War II as a Major in the 
_ Amy Medical Corps in the European 
. Theatre. 
In addition to the years of his residency 
training (1946-48) at the VA Hospital at 


E" Angeles, he studied psychosomatic 
‘ medicine at the University of Southern Cali- 
l fornia School of Medicine, and neurology 
at the College of Medical Evangelists in 
| (pem From 1948-51 he undertook 
uate training at the Los Angeles 
- Institute of — Oden 4 
In addition to his private practice in 
Beverly Hills, Dr. Ross served as clinical 
"professor of psychiatry and also of psy- 
thology at the University of California 
Medical Center in Los Angeles. A psychia- 
- list with the Student Health Service of the 
| University of California, he was also at- 
tending psychiatrist at several hospitals in 
that area, 
‘ Of his many publications, the most recent 
“Homosexuality in College," published 
August, 1958 in the Archi 
e Archives of Neurology 
I Psychiatry. Others include "Hypnosis : 
Evolution and Use in Medicine To- 
E Some Psychosomatic Aspects of Es- 
Cali Dysmenorrhea," both published in 
ornia Medicine, and “Some Psychiatric 
Aspects of Senescence,” published in Psy- 
Eee Quarterly. 
à Fellow of the APA, Dr. Ross is certified 
atio chiatry and is a Diplomate of the 
tonal Board of Medical Examiners. 


day 

tial 

Ex the other scientific societies of 
Medi he is a member are the American 
es Association, the American Geri- 
ment Ea y the Group for the Advance- 
tion fo Psychiatry, the American Associa- 
“the Cu the Advancement of Science, and 
B. montological Society. 

and th OSS, his wife, Brenda Boynton Ross, 
"Mouth St, four children live at 1855 Ply- 
" treet N. W., Washington 12, D. C. 


American GROUP PSYCHOTHERAPY As- 
sociaTion.—The American Group Psycho- 
therapy Association will hold its 3rd An- 
nual Institute, January 21 and 22, 1959, 
and its l6th Annual Conference, January 
23 and 24, at the Henry Hudson Hotel, 
New York City. 

For further information write to Cor- 
nelius Beukenkamp, M.D., Public Relations 
Chairman, 993 Park Avenue, New York 28. 


NaTIONAL Heart CouNciL.—The mem- 
bership of the National Health Council 
consists of governmental and voluntary 
health agencies, professional associations, 
civic groups'and business firms having a 
major interest in health. 

Dr. Norvin C. Kiefer, President of the 
Council, announces that the American Col- 
lege of Preventive Medicine (Dr. V. A. 
Van Volkenburgh, assistant commissioner 
of the New York State Department of 
Health, President) has recently been 
elected to active membership. 

A chief aim of the Association is the 
establishment of highest possible standards 
in education practice and research in pre- 
ventive medicine and public health. 


Sournern Recionat Epucation Board 
Grants.—A total of 21 grants for in-service 
training of workers in mental institutions 
of Southern States have been awarded by 
the Southern Regional Education Board 
under its program in mental health train- 
ing and research, These were made possible 
by a $90,000 grant by the National Institute 
of Mental Health. They are designed to 
enable staff members of mental hospitals 
or training schools in the South to observe 
new or unusual programs in other hospitals 
anywhere in the country to help them 
improve their own program. Grants are 
available to anyone working on the staff 
of a mental hospital or training school, in- 
cluding administrative, professional and 
operational personnel, such as ward attend- 
ants, aides, nurses, rehabilitation person- 
nel, clinical directors, superintendent and 
others. 
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Persons interested in the grants should 
write directly to the South Regional Educa- 
tion Board, 881 Peachtree St, NE, At- 
lanta 9, Ga. 


Kurt Gorpsrgi Honorep.—A meeting 
sponsored by the Association for the Ad- 
vancement of Psychoanalysis in honor of 
Kurt Goldstein’s 80th birthday was held 
at the New York Academy of Medicine, 
Fifth Avenue and 108rd St., on Wednesday 
evening, October 22, 1958. 

Speakers were: Frederick A. Weiss, 
M.D., Lawrence Kubie, M. D., Harold 
Kelman, M.D., and Rollo May, Ph.D. 


Brooxiyn Psycwatric Socrery.—The 
second dinner meeting of the Brooklyn 
Psychiatric Society will be held at the 
Brooklyn State Hospital, 681 Clarkson Ave., 
Brooklyn, N. Y., on Thursday, Noy. 20, 
1958, 

The topic, to be discussed by a panel of 
5, is “Concurrent Psychoanalytical Treat- 
ment of Husband and Wife by the Same 
Therapist.” 

For further information write Abbott 
Lippman, M.D., Secretary-Treasurer, 929 
Albemarle Rd., Brooklyn 18, N. Y. 


News From TnarmAND.—An intensive 6- 
month psychiatric training course was com- 
pleted November 22, 1958, at the Somdej 
Chewphaya Hospital, Dhonburi, Thailand, 
under the supervision of Drs. Phon Sang- 
singkeo and Arun B, Suwana. Twenty-nine 
residents, 19 from neuropsychiatric hospi- 
tals, and the rest from general hospitals in 
Thailand, participated in the course of 
402 hours of clinical practice and 307 hours 
of lectures. Certification will be given to 
those passing final examinations, 

Efforts are also being made to give more 
time in the Thailand medical school cur- 
riculum to the teaching of clinical psy- 
chology and psychiatry, When the Rocke- 
feller Foundation set the curriculum 30 
years ago, only 30 hours of the 6-year 
medical course were devoted to clinical 
psychology and psychiatry, It was not until 
two years ago a revision was made by the 
Medical University in co-operation with 
the USOM and the China Medical Board 
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establishing psychiatry as a major subject 
and initiating the training of psychiatric 
nurses. Early this year Dr. Karl M. Bow- 
man, San Francisco, Cal., visited Thailand 
under the sponsorship of the China Medical 
Board and helped the authorities set up the 
following teaching program: 36 hours of 
general psychology in premedical years; 
22 hours of clinical psychology ; 34 hours 
of psychiatry and psychodynamics; 132 
hours of clinical practice and lecturing; 
and 20 hours of mental health, totalling 
254 hours of instruction. 


Symrosrum on Locornerspy.—At the 
annual meeting of the World Federation 
for Mental Health, the Austrian Medical 
Society sponsored, on Aug. 26, 1958, in 
the Policlinic of Vienna, a Symposium on 
Logotherapy. It was attended by 52 scien- 
tists from 13 countries—the U. S. A., Cana- 
da, Japan, Korea, Thailand, Ceylon, Israel, 
Turkey, Switzerland, England, the Nether- 
lands, Germany, and Austria; 23 partici 
pants came from the U. S. A. 

The speakers were : Prof. Dr. Walter A. 
Weisskopf, Chicago ; Rev. Joseph E. Brown, 
S. J., St. Louis; Dr. Max Gruenthal, New 
York City ; Prof. Dr. Walter v. Baeyer, Hei- 
delberg ; Dr. Wilhelm Grillmayr, Colombo ; 
Prof. Dr. Viktor E. Frankl, Vienna. The dis- 
cussion centered around the problem of 
the relation between logotherapy and psy- 
choanalysis; between medical and pasto: 
ral ministry; between noogenic, psycho- 
genic and somatogenic neuroses. 


Tur Horsemer Pruzr.—Tlhis prize of 
$1,500 is awarded annually by The Amery 
can Psychiatric Association for an wo 
ing research contribution in the fiel ue 
psychiatry or mental hygiene while 
been published within a 3-year perio T 
to the date of the award. Studies in Penis 
or in preparation are not eligible for 
award, y st 

This competition is open to citizen 
the United States and Canada who W 
not over 40 years of age at the ud 
study was submitted for publication ; ? 

a research group whose median age wil 
not exceed 40 years. The next av a 
be made at the annual meeting 9 


E. 

- Association in April 1959. Entries sub- 
mitted to the Prize Board before Feb. 15, 
1959, will be considered. It is imperative 
that 8 reprints or duplicated copies of each 
entry as well as the necessary data concern- 
ing age and citizenship be sent to John I. 
Numberger, M.D., Chairman, Hofheimer 
Prize Board, 1100 West Michigan St., In- 
dianapolis 7, Ind. All entries are inde- 
pendently evaluated by each member of 
the Hofheimer Prize Committee and final 
selection determined by equal vote. 


N. J. Sixru ANNUAL Nreuno-PsycHIATRIC 
IusrrrurE.—This Institute was held Wednes- 
day, September 17, 1958, at the Neuro- 
Psychiatric Institute, Princeton, N. J. It 
was dedicated to Dr. Robert S. Garber, 
the first medical director of the Institute 
and the founder of Institute Day. 

Under the general theme, “Modern View- 
points in Research," the following papers 
were delivered : "Studies of the Functional 
Capacities of Midbrain and Hindbrain" by 
Philip Bard, Ph.D. ; *How Do Personal At- 
titudes and Interests Influence Psycho- 
therapeutic Effectiveness P" by Barbara J. 
Betz, M.D.; “Measurement of Higher 
Brain Functions” by Ward C. Halstead, 
PhD. ; “Biochemical Hypothesis of Schizo- 
Eus by A. Hoffer, M.D. ; "The New 

Onceptual Frames for Behavioral Re- 
Search" by Gregory Bateson ; "Recent Con- 
pom to Objective Psychiatry” by W. 

orsley Gantt, M.D.: and “Acetycholine 
and Behavior” by Carl C. Pfeiffer, M.D. 

i At the dinner meeting at the Princeton 
E Hudson Hoagland, Ph.D., Executive 
ector, Worcester Foundation for Ex- 
ental Biology, spoke on “Some Bio- 
_ Chemical Aspects of Schizophrenia.” 


gekon ron Dm. Hocn.—Paul H. Hoch, 
EN York State Commissioner of 
annual N ygiene, was presented the first 
iatri olan D. C, Lewis Award for Psy- 
a C Research by the Board of Man- 
stitute 5 the N. J. Neuro-Psychiatric In- 
Iheeti eptember 17, 1958, at a dinner 
ia “Ting of. the 6th annual Neuro-Psy- 
€ Institute held at the Princeton Inn. 

Lc ward is named in honor of Nolan 
- Lewis, M.D., who recently retired 
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as Director of Research for the N. J. De- 
partment of Institutions and Agencies and 
is presently Consultant in Research to this 
Department. 

Dr. Hoch also was awarded the Adolf 
Meyer Memorial Award for his outstanding 
research in April 1955, and the International 
Rho Pi Phi Pharmaceutical Fraternity "Man 
of the Year” Award in June 1956 for his 
leadership in the campaign against mental 
illness. 


Pane on Menrtat ReragpATION, SREB. 
~The Southern Regional Education Board 
has formed a Panel on Mental Retardation 
to attack some of the problems in training 
and research in this field. The Panel will 
advise and assist the staff of the Board 
in the following activities: 1. Continuing 
assessment of the research and professional 
and technical training needs in the field. 
2. Identification of promising practices in 
meeting these needs. 3. Formulation of 
various solution to problems blocking the 
meeting of these needs. 4. Obtaining action 
in implementing recommended solutions. 


Conrerence ON  HALLUCINATIONS.—À 
two-day conference on hallucinations will 
take place in Washington, D. C., Dec. 27- 
28, under the joint sponsorship of The 
American Psychiatric Association and the 
American Association for the Advancement 
of Science, Sessions will be held in the 
Sheraton-Park Hotel from 9 a.m.-12 noon 
and 2-5 p.m. daily under the direction of 
Dr. Louis Jolyon West, professor of psy- 
chiatry at the University of Oklahoma 
School of Medicine. 

A tentative list of other participants in- 
cludes : Leon Eisenberg, M.D., Irwin Fein- 
berg, M.D., Sanford Goldstone, Ph.D., 
Milton Greenblatt, M.D., Woodburn Heron, 
Ph.D. Lawrence C. Kolb, M.D., Sidney 
Malitz, M.D., Amadeo S. Marazzi, M.D., 
Arnold H. Modell, M.D., James Clarke 
Moloney, M.D., Philip Solomon, M.D., Jack 
A. Vernon, Ph.D., Edwin A. Weinstein, 
M.D. and Otto A. Will, M.D. 


1958 Menta HosrrrAL SERVICE ACHIEVE- 
MENT AWARDS.—Three psychiatric hospitals 
and a state office were honored in the 1958 
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Achievement Award competition sponsored 
by the APA Mental Hospital Service. A 
silver plaque was presented to the Ne- 
braska Psychiatric Institute, Omaha, (Dr. 
Cecil Wittson, Director) in recognition of 
the Institute's research, training and com- 
munity service programs. Honorable Men- 
tion certificates were given to the Osa- 
watomie State Hospital, Kans. (Dr. George 
Zubowicz, Superintendent) for its com- 
munity relations activities ; the New Jersey 
Neuro-Psychiatric Institute, Princeton (Dr. 
Robert E. Bennett, Medical Director) for 
progress made since its conversion from 
an epileptic colony in 1952; and to the 
Minnesota Department of Public Welfare 
(Dr. Dale C. Cameron, Medical Director) 
for developing a statewide volunteer pro- 
gram. 

The Award presentations were made by 
APA Medical Director Mathew Ross at 
the banquet of the Tenth Mental Hospital 
Institute in Kansas City on October 20, 
1958. 


Grants FOR RESEARCH IN PROBLEMS OF 
Sex.—The Division of Medical Sciences of 
the National Academy of Sciences-National 
Research Council invites applications for 
grants-in-aid of research for consideration 
by the Committee for Research in Problems 
of Sex. Endocrinological, neurological, 
psychological, anthropological, phylogene- 
tic and genetic studies directed toward re- 
search in the mechanisms underlying 
sexual behavior, with special emphasis on 
the higher animals and man, are requested. 

Preliminary inquiries should be ad- 
dressed to Room 411, Division of Medical 
Sciences, National Academy of Sciences- 
National Research Council, 2101 Constitu- 
tion Ave, N. W., Washington 25, D. C. 
Completed applications for the fiscal year 
1959-60 should be postmarked on or before 
Jan. 15, 1959. 


Dn. Tompkins Appowren CHARMAN OF 
THE N. Y. Crry Communrry MENTAL 
Heattu Boanp.—The appointment of Dr. 
Harvey J. Tompkins, director of the psy- 
chiatric division of St. Vincent's Hospital, 
as chairman of the N. Y. City Community 
Mental Health Board was announced Oc- 
tober 20, by Mayor Wagner. 
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Dr. Tompkins was sworn in this un- 
salaried position November 10, and will 
serve as chairman until December 31, 1961. 


Tue Meanine or MeNTAL HreArTH.—The 
first volume in a series of 10 studies to be 
completed by the Joint Commission on 
Mental Illness and Health titled, Current 
Concepts of Mental Health, by Marie Ja- 
hoda, was published in October as part of 
a 3-year study of the nation's mental health. 
Financed by grants from the N.I.M.H. and 
private groups, the project is under the 
direction of Dr. Jack R. Ewalt, professor of 
psychiatry at Harvard Medical School and 
Massachusetts mental health commissioner. 

The Commission, comprising 37 volun- 
tary and government agencies interested 
in mental health, will make reports on 
these studies to Congress and State Gov- 
ernors during the year as provided by the 
Mental Health Study Act of 1955. Among 
topics covered will be costs of mental ill- 
ness, mental health role of schools, religion, 
community resources, research, psychiatrie 
treatment, plus a final report of findings 
and recommendations for a national pro- 
gram. 


Honor ron Sm Davi» Henverson.—At its 
autumn convocation October 6, 1958, Mc- 
Gill University conferred upon Sir David 
Kennedy Henderson, Professor Emeritus, 
Edinburgh University, the degree of Doctor 
of Science honoris causa. Earlier this year 
he was also given an honorary degree by 
the National University in Ireland. j 

Members of the department of psychi- 
atry, McGill University, gave a dinner m 
honor of Sir David, attended by visiting 
guests Jonathan Meakins, formerly Dean 0 
the Faculty of Medicine, McGill University, 
and Prof. Carlos A. Seguin, Lima, Per" 
After the dinner Sir David gave an address 
on the history of psychiatry in Scotlan 
during the past 100 years. 


Request Fon Marenta For THe Hist - 
or NEUROPSYCHIATRY IN Woro WAR a 
Although World War II ended more t an 
a dozen years ago, the History of NS 
psychiatry for that War is now in the qu 
process of production. The Historical 1 
of the U. S. Army Medical Service W? 


ORY 
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an Advisory Editorial Board for Neuropsy- 
chiatry, an Editor and an Associate Editor 
appointed by The Surgeon General and 
at least 50 members of this Association with 
active service during the War, are combin- 
ing their efforts in compiling a history 
worthy of the special branch of medicine 
they represent. Of the Advisory Editorial 
Board, consisting of 14 members, Manfred 
§, Guttmacher is Chairman, Colonel Albert 
J. Glass is Editor, Lt. Colonel Robert J. 
Bemucci, Associate Editor and Colonel 
John Boyd Coates, Jr, Director of The 
Historical Unit and Editor-in-Chief, 

Since much time has elapsed, pertinent 
documentary and archival material may 
have been lost. It is therefore urgently re- 
quested that members of this Association 
contribute any manuscripts they may have 
Written, illustrations or photographs and 
any other related material that might be 
appropriate for inclusion in this history. 
All material used will be duly accredited 
and that not used will be placed in our 
permanent files for future reference. 
Original or only copies of material will be 
returned upon request. 

Please send all material to Lt. Col. Robert 
J. Bernucci, MC, The Historical Unit, Wal- 
a Reed Army Medical Center, Forest 

en Section, Washington 12, D. C. 


o INTERNATIONAL CONFERENCE ON EPIDEMI- 
a OGY IN MenTAL Disease.—An internation- 
i 1Vork-conference in field studies in men- 
al disorders will be held February 16 
ough 19, 1959, under the auspices of 
tin American Psychopathological Associa- 
n, financed by a grant from the National 
ERR of Mental Health. Meetings will 
Yo eld at the Park Sheraton Hotel, New 
rk City. 
is ne general purpose of this conference 
autho ring together a group of international 
ted Han in this field to discuss definitions, 
Bo. e of data collection and analysis, 
E ated to the incidence, prevalance and 
Fites of mental disorders. 
Sd ms American and 15 foreign partici- 
Dict ave been invited. Among the foreign 
te paces wil be: Professors Jan Book, 
rey ta Erik Essen-Möller, Sweden, Au- 
many Oo England, J. E. Meyer, Ger- 
füce. J Odegaard, Norway, Pierre Pichot, 
e, H. C. Rümke, Holland, E. Stengel, 


England, Erik Strómgren, Denmark, and 
Drs. E. E. Krapf, Switzerland and Donald 
D. Reid, England. 

At the end of the work-conference, the 
annual meeting of the American Psycho- 
pathological Association will take place. 
The symposium on February 20 and 21, 
1959, will be on the epidemiology of mental 
disorders. 

Requests for further information can be 
addressed to Dr. Joseph Zubin, American 
Psychopathological Association, 722 West 
168th St., New York 32, N. Y. 


Tue ACADEMY OF PSYCHOANALYSIS.—The 
mid-winter meeting of the Academy will 
be held December 6 and 7, 1958, at the 
Roosevelt Hotel, New York City. Morning 
and afternoon sessions will be held on both 
days, the afternoons being devoted to dis- 
cussion of the papers read in the forenoon 
sessions. There will be a luncheon on Satur- 
day and a cocktail dance following the 
Sunday afternoon program. 


Cmcaco Mxpicar Scuoor.—The Chicago 
Medical School announces an expansion of 
its current residency training program in 
psychiatry and neurology under a newly 
established grant of $15,500 from the U. S. 
Public Health Service. 

The program is approved for three years 
and will utilize the facilities of Mount 
Sinai Hospital, the Illinois State Psychiatric | 
Institute and the West Side VA Neuro- | 
psychiatric Hospital and clinics. 

Dr. Harry H. Garner, professor and 
chairman of the Schools department of 
psychiatry and neurology, is director of 
the program. Dr. Marvin Ziporyn, associate 
in psychiatry, has been appointed director 
of education. 


Correcrion.—Dr. Peter D. King of Madi- 
son State Hospital, N. Madison, Ind., wishes 
to point out that the work discussed in his 
paper in the October 1958 issue, page 354, 
was done at the Warren State Hospital, 
Warren, Pa., with the assistance of Drs. 
Kilmer and Miller of that Hospital. 

In the article, Characteristics of Post- 
Partum Mental Illness, in the July 1958 
Journal, page 18, the average patient 
population at Loretto Hospital was re- 
ported as 2,600. This should have read 26. 
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RrerrrecrroNs on Hance. By Arthur Koestler. 
(New York: The Macmillian Co., 1957, 
pp. 230. $4.50.) 


Koestler states in his preface: "In 1937, 
during the Civil War in Spain, I spent three 
months under sentence of death as a suspected 
spy, witnessing the executions of my fellow 
prisoners and awaiting my own. These three 
months left me with a vested interest in capital 
punishment . . . I shall never achieve real 
peace of mind until hanging is abolished." He 
states that the reason why he found himself 
in the condemned cell in Spain “was the hope- 
ful belief in the salvation of mankind by a 
world revolution.” So we have the author 
throwing light on his personality type at the 
very outset. 

He admits that he has written with a bias 
that colours his arguments but insists that his 
bias does not affect the facts recited in his 
book. Fair pleading, he says, “does not exclude 
having one's heart and spleen in it.” A few 
samples of the spleen reaction may be inter- 
esting to begin with : "The history of English 
criminal law is a wonderland filled with the 
braying of learned asses." (p. 39) ; “. . . this 
chain of Abominable Snowmen from Coke to 
Stephen and beyond.”; “,.. a conspiracy of 
wigged fossils.”; “. . . the early nineteenth 
century oracle under his corkscrew-braided 
tea doily." (p. 40). The M'Naghten Rules he 
calls "the Stone Age Law... [that] came into 
being as an act of defiance of the Judges 
versus medical men." (p. 76) The legal test 

according to Saint M'Naghten" is “the absurd- 
ity of the murder law . . ." (p. 79). Criminal 
procedure under "the archaic humbug of the 
Rules... (p. 92) is a "pilgrim's progress to 
the gallows." (p. 123). Those who oppose abo- 
lition of capital punishment are dubbed "hang- 
hards.” 

Spiced with such splenetic utterances as 
those quoted Koestler states his case. The first 
42 pages are devoted to a history of hanging 
in England, including all the barbarities associ. 
ated with executions in the early days, and 
the fact that at the beginning of the nineteenth 
century the criminal code listed "between 990 
and 230 offences to be punished by death." 
The author spares us none of the horrid de- 
tails. "It is unavoidable," he says, "in dis- 
cussing capital punishment, to go into these 
ghoulish technicalities in order to make people 
realize exactly what we are talking about." 
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Thus by being able to cite instances of 
executions in more recent times, including the 
twentieth century, Koestler would seem to com 
vey the impression that “exactly what we are 
talking about” is capital punishment today in 
terms of the “ghoulish technicalities” of the 
past, which seems hardly a fair way to argue 
his case. Since 1861 there are in the British 
code only 4 capital crimes: murder, treason, 
piracy, and arson in dock-yards. 

Next the author directs his fire on the old 
argument of deterrence in favor of retaining 
capital punishment. The murderer must suf 
fer the extreme penalty in order to deter other 
would-be murderers. Legal opinions vary on 
this issue ; it is an old traditional assumption 
not susceptible of proof, and Koestler may 
have the better of the argument on this point 
We may as well drop the deterrence idea in 
the debate for or against the death penalty. 

In order to make the story of capital pi 
ment comprehensive the author introduces a 
chapter on the trial and execution of ai 
which need not detain us as it has no bearing 
on the issue under discussion beyond providing 
an excellent opportunity for lampooning 
legal practices. Ridicule, whether relevant OF 
irrelevant is one of Koestler’s main tools. 

In a capter on Free Will and Determinism 


the author does considerable philosophizing 


that may not be very rewarding to follow 
it is a matter of dialectics whether free 
does or does not exist. Man, he says, reacts 
in any given situation as he must, for he 

only act otherwise if either his character or 
the situation or both were different.” In ® 
“private footnote” however Koestler ot 
own formula for splitting the difference - 
tween free will and determinism: “I b 
in the unprovable existence of a factor 4* 
an order of reality beyond physical causation, 
... that in its domain the present is not 
termined by the past . . . [and this] P 

not determined by the past is both a neci Ai 
and sufficient condition for the experience 
relative freedom . . .” although the beli 
freedom is very likely itself a delusion. PP 
where he allows that the problem of 
will is “probably an insoluble one." Hi eat 
Ipse dixit : “The answer is that free will ui 
or may not exist; but the kind of free We 
which is implied in the law is self-contra H 
and unacceptable to any scientist, p. ot 
or theologian with tuppenny worth o! 
in his brain." 
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Koestler finds support in his denunciation of 
capital punishment in such hackneyed expres- 
sions as “respect for human life” or the doc- 
trine that “human life is sacred,” which no- 
tions seem to have some affinity with the 
Ptolemaic System. On this point we may 
profitably consult an opinion of Sir James 
Stephen, whom Koestler refers to as the “last 
and greatest nineteenth-century oracle” and 
whom he quotes. Re the doctrine that human 
life is sacred Sir James Stephen said, “I have 
never been able to understand what the doc- 
trine means or how its truth is alleged to be 
proved.” 

There are two appendices to this book, The 
first gives some data on the fate of the death 
penalty in various countries, The second pre- 
sents brief sketches of the persons executed in 
England, Scotland and Wales during 1949- 
1953 inclusive. 

There is also an Afterword by Sydney 
Silverman, M. P., outlining the history of the 
Abolition Bill in the British Parliament. Koest- 
lers text is preceded by a Preface for Ameri- 
cans by Edmond Cohen, Professor of Law, 
New York University. 

It is interesting to note that in only 7 states 
of the American Union has capital punishment 
been abolished. They are: Michigan, Rhode 
Island, Wisconsin, Minnesota, North Dakota, 
Maine, Delaware. On the other hand 9 states 
that had abolished the death penalty, shortly 
pod reinstated it. They are: Iowa, 
ME Colorado, Washington, Oregon, South 

akota, Tennessee, Arizona, Missouri. 

The issue of capital punishment is a con- 
troversial one, however the laws go, Opinions 
ii likely to be influenced by sentiment and 

adition, and it is not surprising that one who 
3 E. a under sentence of death should be 

ae ing against the death penalty. Our age 
sw it itself on its humanitarian purposes an 
nak 38 eis : places on the individual ee 
icti. a human life, even on its alleg 
XS this is a natural reaction after the 
i des of two world wars. In Britain, 

dix un this book was written, executions 
in i cut down to an average of no more 
i or 13 a year and do not therefore 
Stine, mm vital statistics. An eminent psy- 
with the £ om Australia recently remarked, 
rell € faintest trace of a smile, that he was 

illers NM the death penalty because the 
mw ad so often rendered a real service 

ciety, in his country, 
el Bar one point on which presumably we 
method agree, namely, that contemporary 
s of execution are unnecessarily cruel. 
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Surely the purpose of punishment can be satis- 
fied by gentler means. 
C. B. F. 


INpucep Detusions, THE PSYCHOTHERAPY OF 
FreupisM. By the late Coyne H. Campbell. 
(Chicago: Regent House, 1957, pp. 189. $4.00.) 


This diatribe against psychoanalysis is not based 
on ignorance. The author underwent personal and 
control analysis, and evidently it proved very dis- 
tressing to him. He also read widely and, in this 
volume published after his death, introduced numer- 
ous quotations from other authors whose ideas 
Campbell considered unusual to the point of being 
delusional. 

Among the many points upon which he rejected 
Freudism were the financial arrangements, the 
secrecy amounting to cultism, the lack of thera- 
peutic results and the baneful effect upon the 
trainee. He repeatedly referred to the folie à deux 
developing between the analyst and the analysand 
during the sessions that might be prolonged for 
years. 

The author took up one after another of Freud's 
theories, belaboring them with such intemperate 
criticism that it could have little effect either on 
believers or unbelievers. His admonition to medi- 
cal students has the peroration: “To adopt the pro- 
fession of psychoanalyst means to renounce the 
medical training you have spent so much time and 
effort to secure. It would be far better to renounce 
all thought of becoming a physician than to lose 
yourself in the Freudian labyrinth of induced de- 
” 

Dr. Campbell's book is bolstered by Maurice 
Natenberg, who edited the volume, evidently trying 
to achieve some coherence, and also by an introduc- 
tion by J. M. Radzinski, neither of whom can be 
called proponents of psychoanalysis. The chief 
yalue of the book lies in the fact that Campbell 
earnestly sought science in psychoanalysis, was dis- 
illusioned, and rejected it lock, stock and barrel. As 
a personal document, based on. comprehensive 
knowledge by a physician and psychiatrist, it should 

weight. i 
C Și Watrer Freeman, M. D., 
Los Altos, Calif. 


Mope or Action OF THY- 
nom Hormones. Ciba Colloquia on En- 
docrinology. Vol. 10. Edited by G. E. W. 
Wolstenholme and Elaine C. P. Millar. 
(Boston : Little, Brown & Co., 1957, pp. 


311. $8.50.) 


In June 1956 the Ciba Foundation (London) in- 
vited a group of 32 outstanding endocrinologists to 
discuss recent progress in thyroid physiology. The 
18 papers read at this colloquium and their ver- 
batim discussions give an intimate close-up of 
actual research in thyroid function. Emphasis has 
been put not so much on results achieved but on 
methods and on critical evalution of techniques de- 
yeloped in research in thyroid physiology. The 
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papers and opinions collected in this volume will be 
of value to the worker in the field who was not 
privileged to participate in person in the collo- 
quium. It would serve, therefore, no purpose to at- 
tempt to discuss the multitude of details dealt with. 

At present, research in thyroid physiology seems 
to be passing through a phase such as did research 
in gonadal physiology some 20 years ago or re- 
search in adrenal hormone physiology some 10 
years ago. Evidence was brought forth that the 
pituitary gland might form or concentrate more 
than one thyrotropic hormone (TSH) in the 
adenohypophysis (Geer). The thyroid gland seems 
to elaborate not only thyroxin but a group of hor- 
mones with similar biological activities: BC 
triiodothyronin, tetraiodothyroacetic acid, and tri- 
iodothyroacidic acid, their metabolic interrelation- 
ships still being obscure (Pitt-Rivers, Thibault). 
Formation of I-thyroxin by the thyroid gland of 
rats is depressed in the absence of the pituitary, 
whereas ™di-iodotyrosine formation appears to be 
almost normal (Chaikoff). 

Daily injections of physiological doses of thyroid 
hormone decrease the iodine uptake of the gland 
and, simultaneously, cause hypertrophy of the ad- 
renal glands. Thyroxin acts directly on the pitui- 
tary gland; injection of the hormone in the an- 
terior lobe inhibits the thyroidal secretion. ACTH, 
cortisone, and probably estrogens interfere with the 
release of TSH (Brown-Grant), Radioactive 
iodine is selectively concentrated, not in the an- 
terior lobe, but in the posterior lobe of the pitui- 
tary, as is “C-labelled cortisone (Courrier), Elec- 
tric stimulation of the hypothalamus inhibits ™T 
release from the thyroid gland in the unanesthe- 
tized rabbit, After adrenalectomy hypothalamic 
stimulation causes an increased release of ™I from 
the rabbit thyroid, parallel to an increase in the 
concentration of plasma bound ™I, The uptake 
of radioactive iodine by the thyroid does not neces- 
sarily reflect the degree of functional activity of 
the gland because ™I may be trapped when hor- 
monal synthesis is impossible (Courrier). Hypo- 
physectomy reduces drastically the thyroid uptake 
of “I (Taurog) and the formation of thyroglobu- 
lin. After subcutaneous or iv. injection TSH 
shows a relatively long latent period before its 
effects on the iodid pump can be detected, in con- 
trast with the rapid decline of TSH levels in the 
blood after the administration of a single dose 
(Halmi, Brown-Grant), 

A question was raised as to whether small doses 
of radiation might produce measurable effects on 
the thyroid gland. Taurog answered that by ad- 
ministrating 25 uC ™I to rats no detectable histo- 
logical changes in the follicular structure and no 
change in the ability of the thyroid to form organic 
iodine were found. But the growth response of 
that thyroid gland to the feeding of goitrogens, or 
o injections of exogenous TSH is changed (Tau- 
‘og, Doniach, Skanse), 

Harrington concluded the colloquium with some 
mportant remarks. In spite of the enormous in- 
rease of knowledge the mode of action of the 
iyroid hormone(s) still remains obscure. “The 


complexity of the situation grows with the new 
facts that are revealed. . . . We may well deceive 
ourselves and make things more difficult if we are 
in too much of a hurry to explain each new link 
in the total mechanism in simple terms. . , ." 
RupotpH Vortman, M.D, 
Chicago, Ill. 


Srupies on Hysteria. By Joseph Breuer and Sig- 
mund Freud. (New York: Basic Books, Inc, 


1957, $5.50.) 


This book is not only a psychoanalytic classic but 
also a milestone in the scientific history of man. It 
represents the first attempt to extend the boundaries 
of “legitimate science” to encompass the study of 
human relationships, which is still in its infancy. 
Since this book does not require a review as a new 
book by a contemporary author, I shall call atten- 
tion to certain especially interesting features from 
the point of view of the present day reader. 

The first German edition was published in 1895. 
The present volume is a new translation—prepared 
with consummate skill—by Mr. James Strachey. It 
is also a reprint of Volume II of The Works of 
Sigmund Freud, which is in preparation under the 
general editorship of Mr. Strachey. The superiority 
of these new translations, together with the meticu- 
lous detail in explanatory footnotes, references and 
indexes, makes most previous English translations 
of Freud’s works obsolete. 

The editor’s 19-page Introduction presents a mas- 
terful overview of the historical and social setting 
in which Breuer and Freud’s observations origi- 
nated, There is, today, an increasing awareness that 
the study and understanding of the historical and 
socio-psychological setting in which scientific works 
originated and developed has an important bearing 
on our full appreciation of any particular work, its 
merit, shortcoming and particularly its specific his- 
torical rationale. Mr. Strachey furnishes us Wi 
many important facts in this regard. He me 
for example, that when Freud "... was back i 
Vienna in 1886 and settled down to establish a 
practice in mervows diseases, hysteria provided 
large proportion of his clientéle" (Italics D 
p. xi). There has been much debate during 5 
past several decades about the alleged crate 
the incidence of “hysteria.” Yet, as the cases ee 
described are studied, one is struck by the ta 
that what the authors "meant" by in Mes NEC 
or so it seems to me—simply that they ^ 
patients, mostly women, who complained of hen 
bodily discomforts (chiefly pain), in whom ue sal 
ical disorder of the bodily machinery could eria," 
tected. The psychoanalytic concept of 'hyst int 
às a so-called “psychodynamic entity" came hand 
being only later, perhaps to justify what is o 
wise a simple—though nonetheless very impo! uite 
practical observation—namely, that there is a QU* 
inconstant ("causal") relationship pene” sical 
feelings and “disease” of the body as a phy in- 
object. The fact that there should be such 5 of 
constant relationship between these two ^ 
variables should not really surprise us; that ! 


: e- 
is a testimony to the stranglehold which the Cart 
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sian view of the world still has on medical and 
psychiatric thinking. Breuer and Freud's work is, 
in a sense, a “symptom” of the effect of this par- 
ticular philosophical preconception on these two 
men and of their efforts to free themselves from it. 
This problem is as germane today as it was then. 
I quote the following excerpts from Strachey's 
Introduction specifically to illustrate these com- 
ments and to document their present day timeliness 
and relevance. 


"Apart from the influence of Charcot, on which 
Freud never ceased insisting, it must be re- 
membered, too, that both Breuer and Freud 
owed a fundamental allegiance to the school 
of Helmholz, of which their teacher, Ernst 
Brücke, was a prominent member. Much of 
the underlying theory in the Studies om Hy- 
steria is derived from the doctrine of that school 
that all natural phenomena are ultimately ex- 
plicable in terms of physical and chemical 
forces" (p. xxii). 

"To the end of his life, however, Freud con- 
tinued to adhere to the chemical aetiology of 
the ‘actual’ neuroses and to believe that a phys- 
ical basis for all mental phenomena might ul- 
timately be found" (p. xxiv). 


The following excerpt is from Breuer's theoreti- 
cal chapter. 


"In what follows little mention will be made 
of the brain and none whatever of molecules. 
Psychical processes will be dealt with in the 
language of psychology; and, indeed, it cannot 
Possibly be otherwise. If instead of ‘idea’ we 
Chose to speak of 'excitation of the cortex,' the 
latter term would only have any meaning for 
Us in so far as we recognized an old friend 
under that cloak and tacitly reinstated the 
idea.’ For while ideas are constant objects of 
our experience and are familiar to us in all 
their shades of meaning, ‘cortical excitations’ 
are on the contrary rather in the nature of a 
Postulate, objects which we hope to be able to 
identify in the future, The substitution of one 
term for another would seem to be no more 
than a pointless disguise, Accordingly, I may 
Perhaps be forgiven if I make almost exclusive 
use of psychological terms” (p. 185). 


n Clarity and freshness of this statement seems 
as far Need astonishing. Breuer here enunciated— 
Of so. rs as 1893—a principle regarding the study 
called Psychosomatic” phenomena to which 
ber ue day investigators appear to subscribe. 
adhere "s ‘ose who do, there are still fewer who 
introdu a it. In the chapter which follows this 
4 Be Ory statement, Breuer too, of course, failed 
Could h ad to this methodological principle. Nor 
© have done so at that time. He simply did 

^ dea the necessary "psychological language." 
still mi Y, We have such a language, and if we 
should X it with the “language of neurology,” we 
we pt be clear about what we are doing. 
leve Sur .nguages because we simply do not 
at it is necessary to have a scientifically 
language, or do we behave this way 
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unwittingly? A clear understanding of this issue 
would at least make communication among like- 
minded people less ambiguous and hence scientifi- 
cally more fruitful. 

In addition to the original source material of 
psychoanalysis which this book contains, there is 
an additional reason why it seems to me imperative 
that every student of human psychology be fa- 
miliar with it, namely, that it is here (on p. 302) 
that we find the first reference to the concept of 
transference. In my opinion (not that this is a 
solitary view) this—and not libido, id, ego or re- 
pression—is probably the single most fundamental 
Psychoanalytic concept, and the one that would be 
comparable (in its scientific role, and not in any 
other sense) to the concepts of energy or mass in 
physics. 


Tuomas S. Szasz, M.D. 
Upstate Medical Center 
Syracuse, N. Y. 


Hysteria. A Clinical, Prognostic and Genetic 
Study. By Lennart Ljungberg. (Copenhagen : 
Ejnar Munksgaard, pp. 162, 1957.) 


In spite of its title, this is primarily a statistical 
study, not a clinical one. Its basic clinical material 
consists of 401 Swedish patients who were treated 
at the Caroline and Serafimer Clinics in Stockholm 
during the years 1931-45. The author has obvi- 
ously done a prodigious amount of work in a com- 
prehensive follow-up on these patients during the 
past 5 years. 

The results of his work are carefully tabulated 
in his book. He is able to make statistically sig- 
nificant observations relative to marriage, fertility, 
frequency of suicide, etc., in his group of hysteri- 
cal patients, and there is an abundance of tables 
which more or less sum up the textual material. 
In this way, it tells many things about many people 
with hysteria, but very little about hysteria itself. 

This is a scholarly and painstaking, if unexcit- 
ing, work. While it has much that is of academic 
interest, it may not be very satisfying to the clini- 
cian who is more interested in the psychodynamics 
of this disease. 

Josera J. Bager, M. D. 
Nashville, Tenn. 


PsvcHoLocicaL Disorper AND Crime. By W. L. 
Neustatter, M. D. (New York: Philosophical 
Library, 1957, pp. 248. $6.00.) 


In 1953 this book was published (at $4.75) by 
the British house of Christopher Johnson. This edi- 
tion is a reprint from the same plates, the pages 
being, of course, identical. Dr. Neustatter is a 
sort of anti-psychiatry psychiatrist. Thus, he quotes 
with approval, a verse that teases about going to 
a psychiatrist: "I think what you require is a good 
psmackbottomist.” Or, when a patient pleads hys- 
terical amnesia, Dr. Neustatter scorns the "credu- 
lity” of the psychiatrist who accepts such a plea. 
Such a patient, says the author “succumbs to temp- 
tation like any other law-breaker." He is gentler 
with psychopaths than with hysterical people, be- 
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lieving that “half the aggressive types of psycho- 
paths have abnormal electroencephalograms.” These 
people, he suggests “genuinely cannot resist their 
urges, for otherwise why should they incessantly 
get themselves into needless trouble’? (Why, in- 
deed?) 

With respect to sex offenders, Dr. Neustatter be- 
lieves that the “stable, honest, reliable pervert with 
a good work record has a good chance of not re- 
peating offense.” He recommends stilbesterol for 
perverts because, he says, this completely abolishes 
sexual desire. Perhaps the best example of the 
author’s philosophy is this choice item from his 
chapter on juvenile delinquency: “The poor, who 
previously were expected to keep their places, ac- 
cepted their poverty as the nature of things. Today, 
many are no longer willing to do this, preferring to 
make money quickly . . . the growing insistence on 
the rights of the underdog may produce a frame of 
mind in which they feel justified in taking the law 
into their own hands.” 

Next question? 

Henry A. Davinson, M. D., 
Cedar Grove, N. J. 


Tue CHEMISTRY AND BioLocv or PumiNES. Edited 
by G. E. W. Wolstenholme, and Cecelia M. 
O'Connor. (Boston: Little, Brown and Com- 
pany, 1957, pp. 327, $9.00.) 


This book contains the papers and discussions of 
the Ciba Foundation's Symposium on "The Chem- 
istry and Biology of Purines," 8th-10th May, 1956. 

It is a fairly specialized treatment of recent ad- 
vances in the chemistry of purines, and is profusely 
illustrated with tables, figures, and structural 
formulae. 

Several of the papers in this volume are con- 
cerned principally with the synthesis of purines, 
with the principal object of making more purine 
compounds available for antimetabolic or, more 
specifically, antipurine studies. Concurrently, these 
studies also involve the characterization and de- 
termination of structure of new purines. 

Other papers deal with the antibiotic puromycin, 
and with vitamin B12. The papers concerned with 
the biosynthesis of purines are most interesting and 
thought-provoking, as are those on 8-azapurine and 
6-mercaptopurine. 

_This is an excellent and informative volume for 
biochemists, chemists, biologists and those workers 
engaged in cancer research and genetics. 

ALFRED Vatcourt, M. D., 
Galesburg, Ill. 


PROGRESS IN PSYCHOTHERAPY, Vol, II, Anxiety 
and Therapy. Edited by Jules H. Masserman 
and J. L. Moreno. (New York: Grune & 
Stratton, 1957, pp. 264, $7.50.) 


This extremely interesting volume consists in 
part of papers presented to the section on psycho- 
therapy of the 1956 convention of the American 
Psychiatric Association, while the rest was con- 
tributed "by qualified experts throughout the world" 
at the request of the editors. There is an introduc- 


tion by Dr. Moreno and a summation by Dr. Mas- 
serman,  . 

Since the volume consists of 28 papers represent- 
ing the labors and observations of 26 authors, there 
are, as might be expected, diverse viewpoints. It 
is this diversity that makes for interest. There is 
something here for everybody, whether his tastes 
be organic, analytic, historical or experimental. 
No one will find all the observations agreeable or 
useful, nor all the papers equally interesting or 
stimulating. 

The introduction discusses the prospects for a 
therapeutic world-order and makes rewarding read- 
ing, although it presents a somber picture of man's 
present uneasy place in the cosmos. Concerning 
man’s preoccupation with automata and the danger 
that they will turn and destroy him, Dr. Moreno 
compares man's situation with the familiar predica- 
ment of the sorcerer's apprentice, with the chill 
observation that while he had only forgotten the 
master's formula, we never had it! 

Section Two deals with Anxiety and is com- 
posed of 6 articles dealing with its experimental 
and clinical aspects. The papers in this section are 
very well chosen, each one supplementing the other 
and each adding another dimension to the picture. 

Section Three, dealing with stresses and tech- 
niques in later life, is primarily concerned with 
aging, but it has much to say that is useful to any- 
one dealing with older patients. 

Section Four consists of 8 papers describing 
schools and trends in psychotherapy. These are 
entirely unrelated, and range from hypnosis to 
“daseinanalysis” and from Rank to Pavlov in sub- 
ject matter. ^ 

Section Five is an extremely interesting account 
of developments abroad and describes problems 
arising out of different cultures and sets of values. 

In his summation (Section Six) Dr. Masser- 
man describes, in his own personalized ors 
style, the evolution of psychotherapy through in 
centuries, In their preface, the editors state t x 
it is their objective "to present à volume at m 
theoretically diverse yet authoritative—inque se 
and yet clinically practicable." In this, they 
succeeded admirably. 
7 Josern J. BAKER, M. D, 

Nashville, Tenn. 
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Tue Docror as A Witness. By John Evarts Te 


(Phila. and London: W. B. Saunders 
1957, pp. 221.) 
lawyer t0 


This concise volume was written by a A? cg, 
instruct physicians concerning the various fed to 
of legal proceedings in which they may be 
testify. In lucid, simple style almost every 
ity which the doctor may encounter 1n 
room receives brief, practical discussion |^ gych 
range from how to state one’s qualifications, a 
matters as the evaluation of pain. The ar is 
plying to direct and to cross examinati 
sidered in detail with illustrating examp.es. 
chapter on the legal aspects of insanity, Jim 
11 pages, covers the subject as well a$ ag 
pected in such brevity. Every doctor w 
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in court to give expert testimony stands a better 

chance of doing himself and his subject justice 

by availing himself of the information in this book. 
R. G. Boar, M. D., 

Washington, D. C. 


CLINICAL PSYCHOLOGY OF EXCEPTIONAL CHILDREN. 
By C. M. Louttit, et al, Third edition. (New 
York: Harper Bros., 1957, pp. 573, $6.00.) 


There is satisfaction in calling attention to a book 
such as this in an area where recent developments 
have been so rapid and so extensive. But enthusi- 
asm in this instance is tinged with personal and 
professional sadness due to posthumous publication. 
Few psychologists have contributed so richly and 
so effectively to the continuing literature of clinical 
psychology as has Dr. Louttit, both in his own con- 
tributions and in his editorial and bibliographic 
promotion. 

It is difficult and unprofitable to compare this 
edition with the two preceding highly regarded edi- 
tions which it replaces as an extensive revision with 
the help of collaborating colleagues. First published 
20 years ago, all 3 editions deal with major aspects 
of deviant behavior in children, During these inter- 
vening years, as noted in the preface, "clinical psy- 
chology has developed rapidly as a profession; its 
techniques for diagnosis and treatment have been 
enlarged and improved, the areas of its interest 
have widened especially in relation to neurotic and 
Psychotic adults, and the membership in the profes- 
sion has multiplied several times." These changes 
are of special import to psychiatry in view of the 
&rowing raprochement in these disciplines and their 
often overlapping interests. 

The consequent emphases cover much new 
EUM which is reflected in content, scope and as- 
d authorship. The first 4 chapters (Intro- 
T Normal child development, Clinical psy- 
RAA testing, and Mental deficiency or feeble- 

: eu) reveal Loutti's own broad grasp of 
id ag field and his special competence in the 
efi mental deficiency, These are classical and 
dts DA in treatment holding fast to much that is 
SH -i a in the rapid shifts in professional prepa- 
Pn n D The additional 9 chapters in- 
tion aM y Harold F. Powell on school retarda- 

Sud scholastic disabilities, one by Victor 

ild, € and Mildred G. Goertzel on the gifted 
Woblem bel". Michael M. Reece on anxiety and 
delinque havior, another by Louttit on juvenile 
fects aaa one by Jack Mathews on speech de- 
“cape bse by David H. Cromwell on sensory 

eit n , neurological and physical disabilities. 
auality I these co-author chapters are of high 
foren "a tend to emphasize collation from the 
Bi ce anre literature rather than critical synthe- 
emphasis ety. The trend toward dynamic 

The tod specially noteworthy. 
fd E reflects the skilled editorship of 
ards of aed and the traditionally fine stand- 

ndle it as ses It is a pleasure merely to 
aids which “ead klover or to employ the many 

fs. Louttit wee ready reading and reference. 
distance tt gratefully acknowledges the special 
9f Dr. Michael Reece in completing and 


BOOK REVIEWS 


571 


perfecting these many details in completing the 
manuscript for publication, 

It is not within the scope of this review to item- 
ize specific highlights or shortcomings. Of the 
latter there are few; of the former there are many 
which will reward the reader in outlook, insight and 
useful application. 

Epcar A. Dott, Pau. D., 
Bellingham Public Schools, 
Bellingham, Wash. 


Tur Srupent Paysician. Edited by R. K. 
Merton, G. Reader, and P. L. Kendall. 
(Cambridge: Harvard University Press, 
1957, pp. 360. $5.00.) 


Subtitled “Introductory Studies in the Sociology 
of Medical Education,” the present volume consti- 
tutes a report from the Bureau of Applied Social 
Research of Columbia University by 11 investiga- 
tors into such various matters as the sociology of 
medical education by Robert K. Merton, The Cor- 
nell Comprehensive Care and Teaching Program, 
by George G. Reader, The Decision to Study Medi- 
cine by Natalie Rogoff, Some Comparisons of En- 
trants to Medical and Law School, by Wagner 
Thielens, Jr., Tendencies Toward Specialization in 
Medical Training by Patricia L. Kendall and Hanan 
C. Selvin, The Development of a Professional Self- 
Image, by Mary Jean Huntington, Preferences For 
Types of Patients, by William Martin, Training 
For Uncertainty, by Renee C. Fox, Change in the 
Cornell Comprehensive Care and Teaching Pro- 
gram, by Mary E. W. Goss, and Range of Patient 
Contacts in the Comprehensive Care and Teaching 
Program, by Margaret Olencki. 

This statement of the contents of the volume 
should give the reader a fair idea of the materials 
with which it deals. It is an interesting volume, 
although anyone who has spent as many years in 
medical education as the reviewer is likely to wish 
that some of the rhetorical foam had been skimmed 
off the longer essays, and that many matters had 
been investigated that are in this volume left alto- 
gether untouched. I would, for example, like to 
know what the medical student thinks of the medical 
curriculum and of the training to which he is ex- 
posed. I should have liked some really maturely 
critical minds to have investigated the medical cur- 
riculum, and to ask such questions as whether it is 
really designed to meet the needs of the contempo- 
rary world; at what places and in what directions 
there is need for a change in medical education. It 
is scarcely recognized by most educators that medi- 
cal education is still modelled on a plan of organiza- 
tion that is mediaeval. The emphasis on normative 
standards, on mechanical rote learning, the memori- 
zation of brute fact which is speedily forgotten, the 
mechanistic approach to disease and to the human 
being who is the patient—of all these things there 
is nothing in this volume. And yet without a con- 
sideration of these matters such investigations as 
this volume presents are not likely to be as fruit- 
ful as they might otherwise have been. It is like 
trying to do physiology without first having learned 
the essential anatomy. It may, therefore, be hoped 
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that someday we may be presented with the more 
fundamental studies which may tell us what is, 
in fact, wrong with medical education today, and 
how it could be righted. But this is not what the 
authors of this volume set out to do, and it would 
therefore be unfair to criticise them on such a 
ground, 

Somehow, interesting as it is, the reviewer found 
the book rather more arid than he expected it to 
be. Perhaps the chief fault is the lack of detail, 
that we are given the bare bones of the investiga- 
tors' findings. These are, however, pioneer studies, 
and such as they are, we may welcome them. 

ASHLEY MONTAGU, 
Princeton, N. J. 


Tue Fmsr Book on GROUP PSYCHOTHERAPY. 
By J. L. Moreno, (3rd ed.). (New York : 
Beacon House, 1957, pp. 138. $3.50.) 


This is a 25th anniversary reissue, with a new 
introduction and postscript, of a preliminary report 
on a method of classifying prisoners, together with 
contemporary comments of psychiatrists and penol- 
ogists. Group psychotherapy, as the term is under- 
stood today, is discussed only in the introduction 
and postscript; in the original text it refers to the 
grouping of prisoners so that they will be most 
likely to have a beneficial effect on each other. 

Most of the book is a detailed outline of an 
elaborate and laborious classification system which 
takes account of the individual’s habitual ways of 
relating to others as well as his personal attributes, 
with an example of the proposed formation of a 
group of 7 prisoners through its use. Whether the 
group was actually formed and how well it worked 
is unstated. Whether penologists have found the 
system workable I do not know. It has had no psy- 
chiatric use to my knowledge, but does serve as a 
reminder that the problem of optimal grouping of 
patients for group therapy remains largely unsolved. 

The scheme is prefaced by a few pages of trench- 
ant analysis of the limitations of classification tests 
which give the subject no chance to demonstrate 
his spontaneity and take no account of his group re- 
lationships. Certain of Moreno’s positive suggestions, 
such as the observation of a person’s behavior in a 
planned situation about which he receives no ad- 
vance warning, have borne abundant fruit in the 
field of personality assessment. 

The newly added introduction, couched in the 
form of a colloquy between Moreno and a student, 
offers an excellent summary of his views on group 
therapy ; the postscript is an interesting brief analy- 
sis of trends in the literature on group therapy over 
the past quarter century. 

As its title makes clear, the chief reason for re- 
publishing this book seems to be to re-assert 
Moreno's priority in the field of group therapy. The 
originality, scope, and importance of his contri- 

butions to this and related disciplines would seem 
to make such a gesture superfluous. 


Jerome D. Frank, M. D., 
Baltimore, Md. 


Tue SENTENCE COMPLETION METHOD. By Amanda 
R. Rohde. (New York: The Ronald Press 
Company, 1957, pp- 301, $7.50.) 


This volume does a good job of explaining the 
sentence completion method in terms of its diagnos- 
tic and clinical applications to mental disorders. 
Part I is devoted to theoretical implications in- 
cluding a description of the Rohde Sentence Com- 
pletion Method. Instruction is also presented for 
administering, scoring and interpreting the in- 
strument. 

Part II points up how the Rohde Completion 
Method may be utilized to differentiate normal, 
psychoneurotic, and psychotic subjects of various 
types. In all, 25 cases, scored and interpreted, are 
presented as illustrative material for differential 
diagnosis. 

For those who have little or no acquaintance with 
sentence completion techniques, the author per- 
forms commendably in presenting the rationale for 
such. Those who are further advanced will find 
themselves on old territory illuminated by wide 
bibliographical material including an excellent re- 
view of research in the field. 

The Rohde Sentence Completion Method is à 
result of 15 years of clinical use. Approximately 
5 of those years were devoted to an exploration 
of personality via sentence completion techniques. 
Clinicians usually become quickly aware of the 
loopholes inherent in any sentence completion phe- 
nomenon, This reviewer has, along with other 
colleagues, often differed widely as to the specific 
interpretation of a sentence completion instrument 
regarding the same patient. (It might also be added 
that this is true of other instruments.) However, 
where there is a psychiatric evaluation along with 
psychological test data the margin of diagnostic 
error is usually lessened. 

It is to Dr. Rohde's credit that she makes n9 
undue claims about the instrument. She is fully 
aware of the validity and interpretative headaches 
involved. It is also on the positive side of the Mgt 
that the author has employed the definitions an 
classifications of mental disorders as adopted by 
The Committee on Nomenclature and Statistics 9 
the American Psychiatric Association. 

Arraur Lerner, PH.D. 
Los Angeles, Cal 


ARBEITEN AUS DER DEUTSCHEN ForscHUNGSANSTIE 
FUER PSYCHIATRIE IN MUENCHEN. (Studies 
from the German Research Institute of A 
chiatry, Munic.) 41st Volume, (Berin: 
Springer Verlag, 1957.) 


The volume comprises studies in psychopathology: 
biochemistry, neurohistology, genetic see ii 
mental diseases. Among the many other worth di: 
papers there is an interesting discussion by ms 
rector of the Institute, Dr. W. Scholz, on the 
solved problems in psychiatry. F B 

The volume gives testimony to the continued ne 
standard of research originating from this fam 
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Psychiatric Research Center, planned and first 
headed by Kraepelin. 
Wa ter L. Bruetscn, M.D., 
Central State Hospital, 
Indianapolis, Ind. 


Tue MzrHops or PsvcHoLocv AND PSYCHIATRY. By 
J. L. J. Lumeij. (Assen, Netherlands: Van 
Gorcum & Comp. N.V., 1957.) 


This volume is an essay on the scientific status 
of present-day psychology and psychiatry by a 
Dutch psychiatrist as a result of exposure to 3 years 
of training at Maudsley Hospital in London. The 
decision to write the volume was precipitated by 
the book by J. H. Eysenck, The Science of Per- 
sonality, 


The writer is obviously both intrigued by and 
critical of Eysenck's approach, and this volume 
represents the effort of an obviously reflective and 
highly intelligent psychiatrist to integrate the grow- 
ing contribution of factor analytic studies of per- 
sonality with the body of psychiatric knowledge. 
“Part I, analysis of premises and methods deals in 
general with Eysenck’s effort to bring psychology 

line with the exact sciences. It also undertakes 
Some general scientific and philosophical considera- 
tions of the problems relating to the fact that there 
ate two sources of understanding in psychology, the 
objective and the subjective, sense perception and 
ition,” explanation and "verstehen." 
Be Proceeds to a critical discussion of the uses 
the word “science,” the scientific status of psy- 
; and concludes with a discussion of the psy- 
lytical approach. 

Part II begins with a chapter on the methodologi- 
cal implications and scientific status of Eysenck's 
Personality studies. Eysenck conceives the per- 
sonality as a hierarchical organization in which re- 
Deated Single responses may be subsumed under a 

itual reaction; various habitual reactions may be 
umed under a trait, and various traits under a 
The schema is descriptive and static rather 

ee dynamic. Lumeij’s particular criticism, how- 
ne. is of Eysenck’s failure effectively to take cog- 
lance of causality and his limitation of the data 
imself considers to the more formal and exter- 
Eo avioral aspects of the personality. He ac- 
ae cr S work as useful but believes that it 
a iN x it is recognized as a contribution in 
ea of the study of personality rather than re- 
35 a general pattern for the scientific study 

Personality that it can be seen and valued in its 

Oper relations. 
gran] gives a simple non-mathematical dis- 

edi | e concepts of factor analysis and their 
Bence, 3 the methodological foundations of all 
apply the ¢ feels that Eysenck is endeavoring to 
and that poo of exact science to human life 
the subject is presents "a damaging disadvantage if 
maintains dae of the science is living man." He 

atter of ch t What is to be called science is a 

* Choice.” His own choice is to accept both 

* Science and interpretive science and to re- 
E 35 supplementary. He concludes that 
5 main tool criterion analysis, is su- 
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premely suited to promote that interaction between 
exact science and interpretive science, without which 
psychiatry can make no progress." 

This is a volume well worth the study of the 
psychiatrist who is interested in the nature of scien- 
tific understanding and the advance of his field. 

Ricwarp L. JENKINS, M. D., 
Washington, D. C. 


Dig VASKULÄREN ERKRANKUNGEN IM GEBIET DER 
ARTERIA VERTEBRALIS UND ARTERIA BASIALIS. 
Eine Anatomische und Pathologische, Klinische 
und Neuroradiologische Studie. By H. Kray- 
enbühl, M.D., (University of Zürich), and 
M. G. Yasargil, M.D. (Stuttgart: Georg 
Thieme; New York: Intercontinental Medi- 
cal Book Corp., 1957, pp. 170, $18.35.) 


The symptomatology of the vascular processes 
ín the anterior portion of the Circle of Willis is 
well known, but the clinical pictures caused by simi- 
lar vascular lesions in the posterior part of the 
Circulus Willisi are poorly understood. It is the 
purpose of this study to clarify this situation and 
the authors have been most successful in their at- 
tempts. 

The monograph gives a comprehensive review 
of the embryology, anatomy and pathology of the 
vertebral and basilar arteries and deals with the 
clinical aspects of angiopathies in the subtentorial 
region. The study is based on 750 arteriograms ot 
the vertebral and carotid arteries, 400 anatomical 
specimens of the cerebellum, and many X-ray 
photographs of the cervical vertebrae. The anasto- 
moses between the carotid and basilar vascular re- 
gion are particularly well illustrated. Chapters deal 
with the arteriographic demonstration of variations 
of blood vessels, anastomoses, arteriosclerotic occlu- 
sions, thromboses and emboli, aneurysms, congenital 
vascular defects, and tumors of blood vessels. 

The symptomatology of vascular occlusions in 
the subtentorial region is critically evaluated. There 
is a discussion of the various syndromes caused by 
softenings in the medulla oblongata and pons. Due 
to many anastomoses, softenings in the medulla 
oblongata are rare. The infarctions in the cerebel- 
ium are írequently small and elude clinical diag- 
nosis. The extent of the lesions from occlusions of 
the vertebral arteries and of their branches de- 
pends upon the number and size of the anastomoses. 
Occlusions of the vertebral arteries, which do not 
produce obvious symptoms, are possibly not in- 
frequent because the opposite A. vertebralis can 
take over the blood supply. 

This scholarly monograph represents a real con- 
tribution to the study of cerebral vascular disease. 
The material is well organized with concise sum- 
maries at the end of the chapters. The illustrations 
are superb. There is an extensive bibliography. An 
English translation of this important work is most 
desirable. 

Wa ter L. Bruetscn, M. D., 
Indianapolis. 


Texrsoox or PsvCHuTRIC Nursinc. sth Ed. by 
Arthur P. Noyes, M.D., Edith M. Haydon, 
R.N, A.M. and Mildred vanSickel, R.N. 
M.S. (New York: The Macmillan Co., 1957, 
p». 415. $475.) 


The fifth edition of the Textbook of Psychiatric 
Nursing has been revised and amplified so that its 
value and usefulness are considerably augmented. 

The first section is devoted to the development 
of the mind, mental mechanisms and motives, and 
personality types, with the causes and nature of 
mental and emotional disorders. 

The ensuing chapters deal with symptoms of 
mental disorders and the classification of psychoses 
recommended by the American Psychiatric As- 
sociation. The text states that “Important as is the 
classification for statistical purposes, so far as the 
individual patient is concerned, it is much more 
essential to learn what his problems are and how 
he has come to meet them in his particular way.” 
This may well be considered the basic philosophy 
of the book. 

The mental diseases encountered in mental hospi- 
tals are identified in appropriate categories but the 
human needs presented are given major considera- 
tion. In a text for nurses this is important if she 
(or he) is to fill her (or his) role as a participat- 
ing therapeutic factor in nurse-patient relationship. 

Alcoholism, drug addiction and personality devia- 
tions, which bring the individual in conflict with 
the law, are presented objectively and with clinical 
terminology that will help the nurse recognize the 
pathology involved. 

Nurses looking forward to careers in public 
health, school nursing, pediatrics and the like 
should find the chapter on Mental Deficiency of 
especial interest. All nurses should know the sig- 
nificant manifestations of retardation and be pre- 
pared to help those concerned in recognizing the 
condition and how to deal with it sympathetically. 

Preventive psychiatry and mental health pro- 
grams are dealt with consistently. Nurses should 
be influential in the recognition of early symptoms 
of behavior disorders and assist the psychiatrist 
effectively in shortening the length of hospitaliza- 
tion now required by the mentally ill. 

The section devoted to administration and ther- 
apy is compact and modern in its content. Tran- 
quilizing medications and modern psychiatry are 
credited with reducing the need for seclusion, re- 
straint and sedatives in the treatment of disturbed 
behavior, Penicillin and other preparations are 
being utilized early in the treatment of venereal in- 
fections ; consequently, general paresis is almost 
extinct. Fever therapy and malaria treatment are 
not even mentioned. 

The chapters devoted to the legal aspects of psy- 
chiatric nursing and the historical background are 
timely and provide a focus of interest of value to 

all nurses, 

The fifth edition of this textbook should insure 
its continuance in the favored position it has held in 
nursing education since it first appeared 30 years 
ago. 

Mary E. Corcoran, 
Brooklyn, N. Y. 


A MENTAL HEALTH HANDBOOK. By Jan Skolta 
(Baltimore: Williams & Wilkins Co, 399 
pP. 196. $5.50.) * 


This is an English book intended principally for 
an English audience, medical and lay, but its quality 
renders it of universal value and applicability. 
Writing with consummate skill and clarity Dr 
Skottowe, with what appears to be effortless ease, 
gives an admirably succinct account of the probe 
lems of mental health and the approach to their 
prevention and cure. In the course of so doing he 
offers definitions of basic psychological and psy- $ 
chiatric concepts which are models of clarity, but — 
rather surprisingly falls for the physical anthro- 
pometric correlation of physique and temperament 
Certainly spurious correlations zve been estab- 
lished between physique and te:::;-crament, but the 
consensus of expert opinion is tiat whatever our 
hunches may be such correlation: do not, on the 
whole, withstand critical examination. With 
one reservation, Dr. Skottowe's book may be tinre- 
servedly recommended as an elementary 
to all who are interested in mental health. : 

ASHLEY Montacu, PED, 
Princeton, N. J. 


AN INTRODUCTION TO SocaL ANTHROPOLOGY. By 
Ralph Piddington. (New York: Macmillan, 
1957, $9.50.) 


These two volumes represent an elementary text- 
book introduction to social anthropology; 
lated to meet the requirements of the college sti- 
dent, the general reader, missionaries, im SHO 
whosoever wishes to acquire a thorough gro A. 
in social anthropology. The whole field of P s 
anthropology is covered, and as a consequence. 
Professor Piddington's many years of teaching the 
subject, he knows exactly at what level to 
and precisely how to write it. He takes the reader 
on a tour of the non-literate peoples of the wor d, 
and as an informed Cicerone, he gradually initiates — 
those who accompany him into a deeper under- - 
standing of the manner in which other peoples - 
think, live, and work. |o 

This is a really rather unusual introduction 1o 
social anthropology, for it covers a great d y 
is often omitted in such works, and deals with a 
good many subjects usually not mentioned at 2^» 
such as the author's account of his own field-WoPs 
in order to give the reader some idea of the Md 
in which the anthropologist actually goes AM 
his tasks in the field. The author's rigor ality” 
scientist is accompanied by a most attractive due 
of humanity, and there are places in this volt 
that are very moving. In his study of mam p 
fessor Piddington has not forgotten people: 
student who encounters these two volumes 
study of anthropology will indeed be fortunat 

Professor Piddington's acute observations Eo 
chological processes and the conditions © = 
health among non-literate peoples as 
with civilized people are illuminating and WORE 
of the closest attention. These two VO umes 
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most highly recommended as constituting one of 
th: best introductions to social anthropology avail- 
able. 
AsuLEv Monracu, Pa. D., 
Princeton, N. J. 


Benavior MecHANISMS IN Monkeys. By Heinrich 
Klüver. (Chicago: University of Chicago 
Press, 1957, pp. 387. $7.50.) 


With a new preface this is the second impression 
of a book first published in 1933 and long since out 
of print The methods introduced by Professor 
Klüver for the study of behavior in non-human pri- 
mates have been widely adopted by other investiga- 
tors. Professor Kliiver provides the references to 
his later studies in which the newer methods he has 
developed are set out at some length. The conclu- 
sions the author arrived at in 1933 have now been 
abundantly supported by other workers, and it is 
something of an indication of the merit of the book 
to say that it will long continue to be a stimulat- 
ing source for thinkers and investigators in the 
behavioral sciences for new and original ideas. It 
is good to have the book back in print. 

AsuLEY MoNwTAGU, Px.D., 
Princeton, N. J. 


Tus Cup AND THe Outsme Wort. By D. W. 
Winnicott. Edited by Janet Hardenberg, M. B. 
dad York: Basic Books, Inc., 1957, pp. 190. 

«00. 


This book, which is made up of a number of 
Writings collected together over a period of years, 
5 with various aspects of the psychological care 
and understanding of older children as they relate 
to society in general. The author, a pediatrician 
E Psychoanalyst, has prepared this book as a 
bud volume to The Child and the Family, a 
similar collection of talks to parents about their 
mes children in the setting of the normal home. 
m A present work, said to be addressed primarily 
uM ers, case workers, and interested parents," 
il . appear rather heavily laden with psycho- 
esi Syl theory, which may serve to confuse the 
shy T who is unfamiliar with such theory, or who 
ae oriented in a different way. 
of Gro book is „divided into 3 sections: The Care 
Reflection” Children; Children Under Stress; and 
du mes on Impulse in Children. 
tional a oost Section, the author outlines the emo- 
growth and development from a theoretical 
K iu ten discusses the dynamic interplay of 
School S Of parents, siblings, relatives, and nursery 
E lpia pie The observation that elementary 
Patties oe usefully function in the finding and 
sr ot emotionally disturbed children is one 
JR rrently receiving a good deal of attention. 
are Suc ace fears, and other symptoms 
iscussed T as signals and their significance is 
stimulated he enlightened teacher is in this way 
Concerned to become an auxiliary agent to, those 
Pri the psychological care of children. 
teacher ic vot in schools is discussed and the 


er is oriented in th im- 
t matter. e management of this 


The final chapters of this section are concerned 
with the complex business of adoptions, the ad- 
vantages and disadvantages of agency arrange- 
ments, and the legal and psychological aspects, with 
illustrative case material, 

The second section is of considerable historic in- 
terest. The author retells the story of the evacua- 
tion of children from London during the Nazi 
bombings and, as a consequence of this, of the 
difficulties in adjustment required on the parts of 
parents, children, and “foster parents.” A certain 
number of children failed to adjust to their billets, 
and became emotionally ill, or resorted to anti- 
social behavior. Investigation revealed that such 
children almost invariably came from homes in 
which parents or siblings were emotionally ill, or 
homes which failed to provide an environment con- 
ducive to emotional health prior to the evacuation. 
These children, who could not adjust, were seen 
as emotionally deprived, or ill, and in need of pro- 
longed care. Public sentiment had been aroused to 
the extent that funds were raised to finance treat- 
ment. In this way the "hostel scheme" of residen- 
tial care was begun. The author, who played an 
important part in the overall planning of the pro- 
gram, traces its evolution in a very interesting way. 
A detailed account is given of the organization and 
administration of the hostel, the training and char- 
acteristics of personnel, the problems of children 
before and during residence, and the outcome of 
treatment. The idea is set forth that this type of 
residential care be continued during peacetime 
for children referred to child guidance clinics and 
thought to require residential treatment. In this 
plan the psychiatrist would function in both the - 
clinic and the hostel, and thus could serve as a con- 
necting link between the family and the institution, 
The peacetime hostel is suggested as a preventive . 
measure against juvenile delinquency. 

In the third section the author enlarges a num- 
ber of the ideas introduced in the first section, Psy- 
choanalytical theory is equated with psychology in 
general and seems to be presented as the whole of 
the scientific "study of human nature" With this 
orientation, the topics of breast feeding, theory and 
function of play, various aspects of sexuality, ag- 
gression, and stealing are discussed. In the final 
chapter, “Some Psychological Aspects of Juvenile 
Delinquency," the author sets forth the theoretical 
concepts developed as a result of the wartime hos- 
tels experience. Delinquency is related to depriva- 
tion of home life. “Everything that takes people to 
the courts (or to the asylums for that matter) has 
its equivalent in infancy and early childhood, in the 
relation of the child to his own home. If the home 
can stand up to all the child can do to disrupt it, 
he settles down to play; but business first, the tests 
must be made... .” The stable home helps the 
child to control and hence not fear his own impulses. 
This permits him to progress emotionally. If, on 
the other hand, his home fails, the child seeks se- 
curity in the homes of relatives or schools, or, lack- 
ing stability there, in anti-social behavior in which 
he looks to society for help in controlling his own 
impulses. The author, in closing, briefly reiterates 
the value of residential care and cites the relative 


BI 5 
unavailability and ineffectiveness of conventional 
"psychotherapy in coping with the problems of de- 
linquency. j EU 
DU T Leonarp I. Lesser, M.D., 


The Johns Hopkins Hospital, 
Baltimore, Md. 


UNpERSTANDING Your Parent. Edited by Samuel 
Liebman, M.D. (New York: J. B. Lippin- 
cott Company, 1957, pp. 170. $5.00.) 


Recent studies indicate that about 80% of medical 
consultation cases are related to significant psycho- 
logical factors in their genesis. Expanding medical 
knowledge further dictates that a diagnosis of emo- 
tional illness can no longer be excluded or ignored 

. as part of the physiological examination. Thus, it 
-~ is incumbent upon the medical practitioner to 
broaden his professional horizons. This volume 
is the third of a series targeted at aiding the 
‘medical practitioner toward a better understand- 
ing of his patients. It is based on the Seventh 
Annual Lecture Series of the North Shore Hospi- 
tal in Winnetka, Illinois. The title of this series 
was "The Medical Practitioner's Contribution To- 
„ward Healthy Emotional Development—The Physi- 
cian as a Counselor.” 
-~ Eight M. D.s and two Ph. D.s attempt to offer 
"suggestions regarding the following: the diagnosis 
of emotional problems in a positive manner, what 
. should be emphasized during an examination to fa- 
cilitte the extraction of diagnostic information; 
the reconciling of the anxious person with necessary 
medical and surgical care; the GP and his role in 
the emotional health aspect of his patient; the in- 
- teraction between the GP and the psychiatrist. Also 
included is vital data relating to the school-age 
child, the teenager, adult life, premarital counsel- 
ing, marriage counseling and problems concerning 
v E 
o eager are the efforts of the people responsi- 
ble for this book in the direction of mental health 
Promotion that the authors and the Board of Direc- 
tors of the North Shore Hospital have assigned all 
royalties accruing from the sales to the American 
Psychiatric Association. This book should well 
serve in extending the medical practitioner's serv- 
ices to a great number of maladjufted but not 
necessarily disturbed patients, 
ARTHUR Lerner, PH, D, 
Psychology Department, 
Los Angeles City College. 


Tug SCIENTIFIC STUDY or Socat BRHAVIOR. By 
Michael Argyle. (New York: Philosophical 
Library, Inc. 1957, pp. 239. $6.00.) 

This is a timely account of pertinent i- 
cal research about human del “ab ie "y^ 
evident that the author has avoided the pointing-up 
of any one particular theory, He concentrates in- 
stead on established empirical findings. Thus, the 
results of several hundred studies are summarized 
and compared. Emerging principal generalizations 
are carefully observed. The author takes great 
pains in stressing the importance of exacting scien- 
tific methods of research. 

Although this book is not designed as a “text- 
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ibook of social psychology” there is much pertinent 


material in this area. There are chapters on inter- 
action between pairs of people, behaviour in small 
social groups, and human relations in industry. 
This offering should be of great value to be- 
havioural scientists as well as to industrialists and 
administrators. 
ARTHUR Lerner, PH.D. 
Psychology Department, 
Los Angeles City College. 


AN INTRODUCTION TO PsvcuoPrATHOLOGY. By D. Rus- 
sell Davis. (New York: Oxford University 
Press, 1957, pp. 388. $7.50.) 


This book, consisting of expansions and revisions . 
of the author’s lectures in psychopathology, is con- 
fusing. Its purpose is, as stated in the preface, to 
“build a bridge between the psychiatric clinic and 
the psychological laboratory” and there is a refer- 
ence to the analogy between psychology and psycho- 
pathology on the one side and physiology and pa- 
thology on the other. It would, from these begin- 
nings, be reasonable to expect material dealing with, 
correlates between psychophysiological findings and 
the clinical syndromes which are the primary con- 
cern of the psychiatric clinic. 

Some of this is indeed present, but much of the 
first part of the book seems designed to differen- 
tiate the psychopathologist from the psychothera-, 
pist, the psychoanalyst, the psychiatrist and the psy- 
chologist. It is not clear why this differentiation is 
necessary ; in the vernacular, what's the fight about? 

Undoubtedly the historical material and the dis- 
cussions of etiology, ecology, family constellations, 
experimental neurosis and psychotherapy— to select 
titles from the chapter headings—would be tiseful 
for students in general psychology who wish some 
clinical orientation. For clinicians and researchers 
in clinical psychology, however, the book woul 
have very limited value and might, in some m- 
stances, be misleading. For example, while it is true 
that the term psychotherapy is “used loosely an 
with various meanings,” the statement that it refers 
“in particular, to the interview methods of educa- 
tion and re-education” would require considerable 
amplification and explanation. In another inn 
a case-report example of the fact that "the patiem 
may need further help after the sources of his S 
toms have been revealed" consists of a descripti? 
of a man with an anxiety state, Narcosis allow 
him to recall that he had extra-maritally contract 
syphilis, but his anxiety did not disappear b 
serological tests revealed that neither his wife d 
his son was infected and he himself had started er 
luetic treatment. No one would quarrel wih ol 
general principles indicated, but the placemen M 
this case report, under a subtitle "The disadvan | 
tages” (of psychoanalysis), makes the conclus 
ambiguous. NE 

In summary, this volume offers little shag i 
not available in standard textbooks in psychiatry | 
and this little is further obfuscated by what 
to be an uncertainty of purpose. D 

C. H. Haron Branca, M. Pa 


College of Medicine, 
University of Utah 
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 , The phenothiazine story, not unlike many 
success stories, has a humble but by no 
‘means colorless beginning. As a parent 
- substance of dyes, phenothiazine was first 
‘heard of in connection with the synthesis 
of methylene blue, Its rise to fame, several 
decades later, begins with chlorpromazine 
as prototype compound of a new pharmaco- 
therapeutic species. Phenothiazine deriva- 
tives have since multiplied in a rapid fash- 
_ ton, This has overtaxed clinical research 
facilities to a degree where it is no longer 
- Posible to determine the many-sided 
aspects of therapeutic effectiveness before 
the newer drugs are widely in use. Perhaps 
l the greatest obstacle is the name assigned 
to them : tranquilizers. This classification is 
Psychologically too seductive, pharmaco- 
* logically too unspecific and in terms of 
results not infrequently untrue. 
, *here are valid reasons for a reconsidera- 
tion of terminology which outweigh se- 
, Mantic preferences. Delay(1) introduced 
"m concept of "neuroleptic therapy." Den- 
E. (2) specified what should be common 
p of neuroleptic drugs : sedative ac- 
on without narcotic effect ; specific effects 
E excitement, restlessness and aggressive- 
a v Specific action on subcortical systems, 
d- ested by vegetative changes and ex- 
à Pyramidal symptoms. Clinical experience 
n general, and our own investigations in 
Bas, have supplied many evidences 
Pt cn of the concept of neuroleptics. 
if " eptic drugs are singularly effective in 
Buc tenent of psychópathological states 
monan ave in common hypermotility, ab- 
= na Initiative and increased affective 
Retical aon is due Arete e action on sub- 
ems whi 
motility functions ch regulate psycho- 


iy 
EM New York Divisional Meeting of The 
jme Psychiatric Association, Nov, 16, 1957. 
Penasyivanie Professor of Psychiatry, University of 
Soars vania and Clinical Director, Director of Re- 
elaware State Hospital, Farmhurst, Del. 
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THERAPEUTIC IMPLICATIONS OF DIFFERENTIAL EFFECTS 
OF NEW PHENOTHIAZINE COMPOUNDS? 


FRITZ A. FREYHAN, M.D.? 


The significance of psychomotility syn- 
dromes as therapeutic indications neces- 
sitates a conceptual dissociation of diagnos- 
tic entities from psychomotor behavior. 


Awareness or ignorance of this fundamental — 
principle accounts for a large share of dis- - 


crepant observations and opinions on the 
value of neuroleptic drugs. There has been 


much controversy on methods of evaluation. 


The primarily observational approach of 
the clinician has been criticized. Many 
errors and fallacies which are inherent in 
subjective evaluations are refle in un- 
critical claims of favorable results. The 
growing demand for objective investigative 
techniques has compelled clinicians to ac- 
knowledge the virtues of experimental pro- 
cedure and statistical validation, Unfortu- 
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nately, the dilemma does not end with the | 


employment of the double-blind procedure. 


Nor are “controlled” studies productive if 
they are based on poor selection of vari- 
ables, arbitrary restriction of dosage 


schemes and exclusive dependence on | 


rating scales. 


The rationale of evaluations concerns the 


modifiability of particular symptoms which : 


constitute what I call "target symptoms." 
The effectiveness of a neuroleptic drug 
must be measured in terms of its ability to 


reduce, alter or eliminate the target symp- — 


toms. Two catatonic patients may be 
matched for diagnosis, age, sex and length 


of hospitalization, If one is apathetic and _ 


the other excited, they have nothing in 
common with regard to neuroleptic medi- 
cation. Neuroleptic drugs, which exert in- 
hibitory action on psychomotor functions, 
are as effective in reducing excitement as 
they are useless, if not harmful, in the treat- 
ment of patients with diminished energy 
levels and affective retardation. It does not 
make much sense, therefore, to relate drug 
evaluation, controlled or uncontrolled, to 
diagnostic entities or other generic variables 
which ignore individual symptomatology. 
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Nor can it be assumed that drugs act with 
complete uniformity in all patients who 
have in common specified psychological or 
environmental characteristics. Williams(3), 
advocate of a concept of “biochemical in- 
dividuality,” makes the following observa- 
tion, which is pertinent to psychopharma- 
cological research : “The probable connec- 
tion between variation in drug responses 
and biochemical individuality has not been 
generally recognized nor has any substantial 
amount of data been collected which is 
directly pertinent to this interpretation.” 

The complexity of known and unknown 
interacting variables in pharmacothera- 
peutic evaluations precludes methodologi- 
cal standardizations. A great deal of clinical 
observation and interpretation is needed 
before essential aspects of neuroleptic treat- 
ment can be understood. It is the purpose 
of this study to analyze the differential 
effects of 10 phenothiazine compounds in 
order to establish a therapeutic frame of 
reference. 


METHODS OF INVESTIGATION 


The Delaware State Hospital has facili- 
ties for 1400 patients, Admissions are volun- 
tary or by commitment. As the only psychi- 
atric hospital in the state it provides treat- 
ment for patients of all social classes, with 
every variety of psychiatric disorders. The 
investigations were carried out under the 
auspices of the research division. Patients 
were selected for neuroleptic treatment on 
the basis of specified psychopathological 
symptoms. These were defined and placed 
on the front sheet of the protocol next to 
the clinical diagnosis, The final evaluations 
were based on kind and degree of the 
modification of these “target symptoms.” 
Separate protocols were kept by charge 
nurses and ward psychiatrists. Nurses re- 
corded details of drug administration, 
checked vital signs and blood pressure. 
Weights were recorded at weekly intervals, 
Nurses also described general behavior and 
social activities. Ward psychiatrists de- 
scribed behavioral, psychological and so- 
matic reactions. Observations by nurses and 
doctors were recorded daily, Although sev- 
eral psychiatrists participated in selection, 
treatment and evaluations, the author ap- 
proved each selection, advised on questions 
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of medication and examined the patients at 
frequent intervals. Neurological, medical 
and ophthalmological consultants were 
available for evaluations of extrapyramidal 
reactions, disturbances of vision, blood 
changes and miscellaneous somatic re- 
actions. Concomitant somatic treatments 
were strictly avoided. No other drugs were 
administered during therapeutic courses, 
except anti-Parkinsonian agents and stimu- 
lants in certain instances of extrapyramidal 
reactions, Batteries of blood and liver func- 
tion tests were done at frequent intervals. 
Serial handwriting samples were collected 
whenever patients cooperated. Tremor- 
grams were obtained with the aid of a 
kymographic apparatus for special studies 
of extrapyramidal reactior.s. 

Drugs were administered by intramus- 
cular injection during the first week and 
sometimes longer. Neuroleptic drugs in- 
variably manifest a higher degree of poten- 
cy when injected. Many discrepancies in 
results can be attributed to dissimilar 
methods of administration. Moreover, oral 
medication in the treatment of agitated 
patients is easily prescribed, but often diffi 
cult to administer. Intramuscular injections 
made certain that patients received the 
drugs in the desired amounts. 

Ten phenothiazine compounds were 
studied : chlorpromazine ( Thorazine), pro- 
mazine (Sparine), triflupromazine (Ves- 
prin), methoxypromazine (SKF 34580), 
trimeprazine (SKF #5277), methylproma- 
zine (SKF #4579), mepazine (Pacatal), 
proclorperazine (Compazine), trifluopera- 
zine (SKF #5019) and perphenazine 
(Trilafon). 


I. SURVEY OF DIFFERENTIAL EFFECTS 


Table 1 presents a survey of data for 
each drug indicating sample size, M^ 
range, differential effects and results. z 
arrangement of the data requires explant 
tions. The 10 compounds are divided ir 
3 groups on the basis of their do 
structure. The "chlorpromazine model Ei 
cludes 6 compounds which have in oe 
mon 3 carbons in a straight chain. ^7 
“proclorperazine model” includes 3 a 
pounds with piperazine radicals at the 
of the 3 carbon straight chain. per 
"other" is listed one compound, mepa*"™ 
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which contains a side chain with more than 
3 carbons, The significance of the number 
of carbons in the side chain was pointed 
out by Himwich(4). Employing experi- 
mental screening tests he found that pheno- 
thiazine derivatives with 3 carbon chains 
blocked the reticular formation and pro- 
duced more favorable clinical results than 
derivatives with a greater or lesser number 
of carbons.—Differences in size and com- 
position of samples were unavoidable. For 
comparative purposes sub-series were es- 
tablished for chlorpromazine and proclor- 
perazine, which had been under extensive 
investigation before the other 8 compounds 
became available. — Dosage range provides 
little information with regard to effective 
doses of each individual drug. For com- 
parative purposes, however, the data show 
significant differences. — The specified so- 
matic reactions were selected from a great 
variety of others because they suggest es- 
sential differences of neurophysiologic ac- 
tion. — The results at the bottom of each 
column show the proportional distribution 
of responses: black (++) total, shaded 
(+) partial modification of target symp- 
toms; the white space represents failure. 

A comparative examination of the differ- 
ential effects of the compounds should be 
based on chlorpromazine as prototype 
neuroleptic agent. Aside from its claim to 
historical seniority, it is the most extensively 
investigated of the neuroleptic drugs. In 
Conceiving its action pattern as the theme, 
we can assess the other compounds on the 
basis of evident variations, Since potency 
is a crucial issue in these comparative 
evaluations, I offer the following criteria 
for its determination: (a) the attainable 
level of psychomotor inhibition, (b) the 
speed of action and (c) the doses required 
to obtain effective action. 

If we cast a glance at the over-all data, 
or better, clusters of data, we become aware 
of evident correlations which represent 
neuroleptic action patterns. We recognize 
the concurrence of greater potency with 
higher frequencies of extrapyramidal re- 
actions. Compounds which fail to elicit ex- 
trapyramidal reactions show the least fa- 
vorable therapeutic results. The chlorprom- 
azine model-compounds have the higher 
incidence of drowsiness and dizziness, 
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while the  proclorperazine model-com- 
pounds show the highest frequencies with 
regard to extrapyramidal reactions. Blurred 
vision, on the other hand, indicative of a 
belladonna type effect on the ciliary muscle, 
seems to be a feature of individual drugs 
in all groups. These general observations 
assume further significance in connection 
with the differential effects of compounds 
in each model group. 


CHLORPROMAZINE MODEL 


Chlorpromazine (Thorazine) and tri- 
flupromazine (Vesprin) show the highest 
incidence of concurrence of dizziness and 
drowsiness. These symptoms are most pro- 
nounced in the initial phase of treatment. 
The greater potency of triflupromazine is 
evidenced by the lower dosage range on one 
hand and the higher incidence of extra- 
pyramidal reactions on the other. The re- 
sults, in as far as they can be compared 
in view of the still small size of the triflu- 
promazine sample, suggest a very close 
similarity in effectiveness. Promazine (Spar- 
ine) stands in marked contrast ; it proved 
least effective as is apparent from the sub- 
stantial proportion of therapeutic failure. 
A tendency to produce convulsions consti- 
tutes a special characteristic of this com- 
pound, which has already been reported in 
the literature (4,5,6). Three trial com- 
pounds—methoxypromazine, trimeprazine 
and methylpromazine—manifested mild to 
moderate degrees of neuroleptic activity. 
While each of these compounds showe 
some individual features of potential inter- 
est, their range of therapeutic applicability 
seemed more restricted. 


PROCLORPERAZINE MODEL 


In a previous report on proclorperz 
zine(7), I described this compound as Rl 
bodying neuroleptic properties “in the z 
far purest and strongest degree bey 
it revealed a high specific effect on hee 
motility syndromes, produced sedatenes 
with less drowsiness and caused € 
amidal symptoms with great fre 
Since then, two related compoun ax. 
become available which share these P 
perties with some variation. Darm a 
last year trifluoperazine was studied ^ 
trial preparation. This is an extremely 
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tent derivative which exerts maximal neuro- 
leptic action with less than one-third of 
the proclorperazine dosage. Trifluoperazine 
possesses the highest potency of all pheno- 
thiazine derivatives which we have thus 
far investigated. Parenthetically, it may be 
stated that the relationship of trifluopera- 
zine to proclorperazine resembles that of 
triflupromazine to chlorpromazine since 
the exchange of halogen radicals appears to 
enhance the potency. Perphenazine (Trila- 
fon) appears to occupy the intermediary 
position in this model group. It attains 
maximal degrees of psychomotor inhibition 
with smaller doses than proclorperazine and 
shows a high incidence of extrapyramidal 
reactions, 

The three compounds show marked simi- 
larities in action pattern, which is also re- 
flected in the degree of uniformity of the 
therapeutic results. 


OTHER 


As was pointed out earlier, mepazine oc- 
cupies a position of its own because of its 
chemical structure, Our data lent support to 
Himwich’s hypothesis in as far as mepazine 
produced very poor clinical results. With 
regard to the applicability of Himwich's 
hypothesis, however, one must wonder 
whether the halogen radical is not another 
factor of influence since only chlorproma- 
Zine and triflupromazine represent the 
potent of 6 compounds in the chlorproma- 
zine model. Furthermore, the piperazine 
Tadical appears to exert an even greater 
infuence in view of the characteristics of 
ou proclorperazine model. A higher inci- 
Vi of convulsions appears to be à char- 
2 eristic of mepazine, which has also been 

Served by Himwich. Most perplexing was 

€ occurrence of significant reductions in 
erythrocyte and hemoglobin values in 13 
Si patients. The experience of other in- 
Y cer 9) of this compound has been 
ain edly more favorable. Our present re- 
md are based on a small sample and our 

ts must be regarded as inconclusive. 
ey cannot be completely accidental, 
ever, since the method of study was 

e same for all compounds. 

e presented survey of differential 
9 Provides general clues towards the 
tification of particular action profiles 
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which distinguish phenothiazine com- 
pounds. We can obtain more specific con- 
clusions, however, if we turn our attention 
to those manifestations of subcortical action 
which are clinically recognized as extra- 
pyramidal reactions. 


II. EXTRAPYRAMIDAL DIFFERENTIAL EFFECTS 


Neuroleptic agents, phenothiazine deriv- 
atives and reserpine as well, reduce psy- 
chokinetic activity in a manner which 
ranges from mere loss of initiative to ex- 
treme Parkinsonian rigidity. Initially many 
regarded extrapyramidal manifestations as 
a side reaction, attributable to toxicity, 
overdosage, or prolonged medication. Sev- 
eral studies(10, 11) have confirmed that 
extrapyramidal symptoms are neurophysio- 
logical concomitants of neuroleptic action 
varying from fine motoric changes, evi- 
denced by micrographia, to a variety of 
strio-pallidal syndromes of greater severity. 
The extrapyramidal reactions which occur 
in association with neuroleptic therapies 
can be divided into three groups: 

1. Parkinsonism. This syndrome includes 
rigidity, tremor, salivation and gait dis- 
turbances. 

2. Dyskinesia. This refers to syndromes 
characterized by spastic contractions and 
involuntary movements which occur in all 
sorts of combinations. A “perioral syn- 
drome” has been described (12, 13) which 
consists of an involuntary protrusion of the 
tongue with tonic contractions of face and 
neck muscles. We have also seen hyper- 
extension of neck and trunk with the spine 
being curved backward. Oculogyric spasms 
and torticollis, myoclonic twitches and gen- 
eralized flexor spasms constitute the main 
features. These manifestations develop in 
the initial phase of treatment. They can be 
promptly terminated by a reduction of dos- 
age and the additional administration of 
anti-Parkinsonian agents, of which procyc- 
lidine hydrochloride (Kemadrin) proved 
quite effective. The intravenous injection of 
caffeine sodium benzoate had dramatic 
effects in restoring normal motility. 

3. Akathisia. This syndrome was de 
scribed by Bing(14) and Kinnier Wil 
son(15) as occurring in epidemic encepha 
litis and paralysis agitans. The term com 
notes an "impatience musculaire, an im 
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ability to sit down and keep still. Akathisia 
occurs frequently during treatment with 
some of the neuroleptic drugs. The patients 
complain of an irresistible urge to be in 
motion. They show restlessness, pace back 
and forth and are often unable to stay in 
bed at night. A minor form, more frequent- 
ly encountered, is described as a feeling of 
inner unrest associated with pulling or jerk- 
ing sensations in the legs. Haase(10) de- 
scribed akathisia with reserpine, and Den- 
iker(2) referred to its occurrence in neuro- 
leptic treatment. My own observations have 
led me to believe that the various refer- 
ences to “paradoxical reactions” or “turbu- 
lent phases" are descriptions of the syn- 
dromes of akathisia. Especially the milder 
symptoms are not only easily overlooked, 
but are apt to be interpreted as anxiety-de- 
termined defense mechanisms. The impres- 
sive uniformity of the patients’ complaints 
and the disappearance of the symptoms 
under anti-Parkinsonian medication leaves 
little doubt about their extrapyramidal ori- 
gin. Lehmann and Csank(16) reported re- 
sults of experimental screening tests which 
seem significant in this connection. Assess- 
ing the influence of various drugs on psy- 
chomotor performance they found proclor- 
perazine to be "a more powerful stimulant 
than caffeine and amphetamine,” It seems 
quite likely that the reported stimulant 
effect is one evoked in and mediated 
through the subcortical motor system. 
There is a fascinating resemblance between 
the extrapyramidal reactions in neuroleptic 
treatment and the clinical manifestations 
of encephalitis and paralysis agitans which 
combine akinetic and hyperkinetic mesen- 
cephalic syndromes. 

Table 2 presents the frequency figures 
of extrapyramidal differential effects. The 
data relate separately the frequencies of 
the specified extrapyramidal reactions. In 
many instances, of course, more than one 
reaction occurred in the same individual. 
Attention is called to the high incidence of 
all extrapyramidal reactions with com- 
pounds of the proclorperazine model It 
would be erroneous to assume that dosage 
rather than type of compound, determine 
the incidence of extrapyramidal reactions. 
While it is true that small doses are least 
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apt to produce them, or therapeutic effects 
for that matter, previous reports(11) have 
shown that the risk does not increase in 
proportion with higher doses. 

A most important difference in the inci- 
dence of Parkinsonism concerns sex. A 
male-female ratio of 1 : 2 prevails with 
most compounds as well as with reserpine. 
This has been a consistent finding as dem- 
onstrated by the comparison of the smaller 
and larger series of chlorpromazine and 
proclorperazine. The significance of this 
sexual difference cannot be dealt with here, 
but it certainly provides us with many 
challenging questions. There remains the 
controversial question of the relationship of 
Parkinsonism to therapeutic outcome. Some 
authors regard the development of Parkin- 
sonism as the prerequisite for satisfactory 
clinical results. Goldman(17) considers 
Parkinsonism as “an end-point in the titra- 
tion of drug against psychotic symptoms 
and asserts that “some patients require this 
degree of drug effect to achieve adequate 
resolution of psychotic manifestations.” The 
proportional distribution of Parkinsonism 
in the three therapeutic result groups as 
shown on Table 2 does not support the 
belief that Parkinsonism, by the fact that 
it occurs, contributes to favorable thera- 
peutic results; nor do our data confirm 
Goldman’s statement that “all patients given 
a sufficient dose over a sufficient period 0 
time can develop Parkinsonism or some 
related phenomenon.” Table 3 provides evi- 
dence that Parkinsonism, if it occurs at , 
occurs early in therapy. The cumulatively 
arranged percentage figures show that the 
greater majority of patients develop Puit 
sonism before the twentieth day. Individua 
disposition must be assumed to play 4 
determining role since only a fraction 9 
all patients, receiving similar doses for 
similar periods of time, develop Parka 
sonism. The dyskinetic reactions, 850 
shown on Table 3, occur most frequently 
on the second and third day of treatment. 

The evidence points to the conclusion 
that the absolute frequency of extrap 7 
dal reactions depends on the potency 
this compound. The relative frequency, 
however, appears to be determined by sex 
ual and individuality differentials. 


Sample 
Dosage Range 


Extra-pyramidal 
Reactions 


Parkinsonism 
Dyskinesia 


dkathisia 


Parkinsonism 
Sex Ratio 


Total Series 


Proportional 
Distribution: 
Therapeutic 
Result Groups 


Perphenazine 

Triflupromazine 
Trifluoperazine 
Proclorperazine 


Chlorpromazine 


Trig. lupromazime 
Perphenazine 
Tri fluoperazine 
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TABLE II- EXTRA-PYRAMIDAL DIFFERENTIAL EFFECTS 
Chlor- Triflu- Proclor- Trifluo- Per- 
promazine promazine perazine perazine phenazine 
69 25 68 65 22 
75-1200 15-450. 60-200 3-90 30-120 


Percent incidence of specified reaction 


14.5 16.0 58.8 46.2 40.9 
4.3 16.0 11.8 20.0 22.7 
12.0 19.1 12. 9.1 
uF 
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TABLE III- ONSET OF EXTRA-PYRAMIDAL REACTIONS 


PARKINSONISM 
onset incidence by end ot aive) s 
Number of 
—Qases . z10. -20. -20. -49. 250 z60.  -60- days 
9 55.6 100.0 
4 25.0 50,0 100.0 
30 60.0 66.7 76.7 83.3 90.0 96.7 100.0 
40 32.5 67.5 77.5 85.0 90.0 95.0 100.0 
10 30.0 40.0 70.0 80.0 90.0 90.0 100.0 
DXSKINSIIC REACTIONS 
Onset snosdencsine start. Raver) 
Number of jy 2. $ A 2 pee 
4 1 3 
1 3 1 
13 6 3 3 
8 B 2 - 1 1 
3 1 2 
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III. THERAPEUTIC ASPECTS 


Since phenothiazine compounds differ in 
potency as well as in action, therapeutic 
results depend on the methods of selection 
as much as on the criteria for evaluation. 
As therapeutic responses were considered 
evidences of partial or total modification of 
specified symptoms. With regard to specific 
criteria of selection, target symptoms were 
recruited from the following psychopatho- 
logical states associated with five diagnostic 
categories: 

Schizophrenia : à 

States of restlessness and excitement ; 

paranoid tension, panic and aggressive 

Outbursts; stereotypical and bizarre ac- 

tivities; noisiness and destructive be- 

havior. 
Affective Disorders : 

Hypomanic and manic states; states of 

agitated depression; paranoid disturb- 

ances in involutional psychoses. 
Acute Brain Syndromes : 

States of intoxication, delirium, and hal- 

lucinosis. 

Chronic Brain Syndromes : 

States of restlessness, confusional activi- 

ties, violent outbursts, noisiness and de- 

structive behavior. 
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Psychoneurotic and Personality Disorders; 
Tormenting feelings of tension, aggres- 
sive acting-out, poor impulse control. 
While this scale of target symptoms is 

far from complete, it reveals the general 

trends in case selection. There were, of 
course, considerable differences in the 
severity of symptoms. 

Table 4 shows the therapeutic response 
patterns in terms of proportional rates of 
failure. Evaluations often differ in matters 
of degree of improvement; they rarely 
disagree on failure. The purpose of Table 4 
is to reveal contrasts in patterns of effec- 
tiveness. By placing the emphasis on the 
negative results we can expect a more re- 
liable index of trends of effectiveness than 
by employing multiple groups of degrees of 
improvement, 

Table 4 includes 7 drugs: 6 phenothia- 
zine compounds and reserpine (Serpasil). 
What is easily apparent is the fact that each 
drug tends to repeat its neuroleptic per- 
formance in all of the diagnostic categories, 
exhibiting with some variations similar 
proportions of failure. Chlorpromazine, for 
example, shows as prevailingly a low ratio 
of failure as promazine manifests high pro- 
portions, It is also of clinical interest that 
reserpine has a prevailingly higher rate © 


TABLE IV- THERAPEUTIC RESPONSE PATTERN BY DIAGNOSES 


Chlor- Triflu- 
Promazine  Promazine promazine 
mple urses 
276 16 
Schizophrenic 
Erana = 
Affective a 
Psychoses E 
Acute Braín 
Syndromes 
Chronic Brain 
Syndromes 
Psychoneurotic k 
& Personality = 
Disorders => 


diagnosis, and proportion of failures 


Trifluo- 
perazine 


Per- 
phenazine 


Proclor- 


perazine | sesersina 


shaded area, 


ME 
d 
un 
E 


a 
1 
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failures than 5 of the 6 phenothiazine de- 
rivatives. 

The results in Acute Brain Syndromes on 
one hand and in the non-psychotic disorders 
on the other, may provide some clues of 
therapeutic importance. In the treatment of 
Acute Brain Syndromes immediacy of ac- 
tions constitutes the decisive advantage. 
Since the course of these psychoses is brief, 
therapeutic effects can only be measured in 
terms of promptness of action. The more 
potent the compound, the more useful it is 
in the treatment of these disorders. This is 
reflected in the results with chlorpromazine 
and proclorperazine in particular. But there 
is also evidence of higher proportions of 
failure in non-psychotic disorders which 
involve 4 highly potent phenothiazines as 
well as reserpine. What these drugs have 
in common is the tendency to produce 
akathisia. Clinical observations indicate that 
mild manifestations of restlessness account 
for therapeutic failure in many instances, 
Unawareness on the part of physicians who 
prescribe “tranquilizers” for multitudes of 
non-psychotic patients may thus lead to the 
undesirable situation that patients experi- 
ence growing unrest instéad of the antici- 
pated tranquility. It seems therefore im- 
portant to point out that the spectrum of 
neuroleptic effects includes akinetic and 
hyperkinetic manifestations as well. 

As the number of available neuroleptic 

rugs increases, it becomes imperative to 
establish a therapeutic frame of reference. 
There exists an almost universally accepted 
belief that the phenothiazine compounds 
represent a family of siblings : some strong- 
er, some weaker ; some nicer, as they cause 
sawer side symptoms, and others a bit nasty 
in this regard. We may, perhaps more ac- 
curately, think of them as brothers and 
Rene Each model group consists of 
Siblings. The relationship of the model 
an to each other is that of cousins. 
aie this family version, impress- 
beg ic as it must remain at present, we 

an progress toward replacing the one- 
ensional concept of “tranquilizers” with 
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a multi-dimensional concept of neuroleptics 
which, by altering brain functions in a vari- 
ety of ways, produce dissimilar effects on 
personality functions. 


We wish to thank Smith, Kline & 
French Laboratories for their generous 
supplies of Thorazine, Compazine, Prom- 
azine, Methoxypromazine, Trimeprazine, 
Methylpromazine and  Trifluoperazine ; 
Warner-Chilcott Laboratories for Paca- 
tal; Squibb for Vesprin; Schering for 
Trilafon, and Wyeth Laboratories for 
Sparine. 
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REVIEW OF PSYCHIATRIC PROGRESS 1958 


HEREDITY AND EUGENICS 


FRANZ J. KALLMANN, M.D.! 


Surveying noteworthy developments and 
publications in human genetics during the 
past year with an eclectic mind, this re- 
viewer was faced with an unaccustomed 
embarras de richesses. Not only had there 
been a considerable increase of research in 
the areas of biochemical, microbial and 
radiation genetics, but in the subspecialties 
of psychiatric genetics and eugenics as well. 
For this reason, and in view of current 
editorial limitations, an attempt to achieve 
reportorial or bibliographic completeness 
could no longer be made. Suffice it to say 
that the overall picture seemed to be dis- 
tinguished by a trend that continued to 
move away from acceptance of vague ab- 
stractions as to the physiodynamic equiva- 
lents of genetic phenomena in man. 

Among the undisputed highlights of the 
year were a well-attended Easter confer- 
ence on "Genetics in Medical Research" at 
the University of Wisconsin, and several 
symposia at the Tenth International Con- 
gress of Genetics in Montreal, August 20-97. 
The Madison program, sponsored by the 
Association of American Medical Colleges, 
served effectively to delineate the functions 
of a genetics department in a modern medi- 
cal school curriculum. The tenor of the dis- 
cussions echoed "the changing philosophy 
of medicine . . . with its increasing emphasis 
on prevention"(20), with topics ranging 
from the genetics of viruses ( Koprowski ), 
erythrocyte antigens (Ceppelini) and 
blood coagulation processes (Graham) to 
selective factors in ABO polymorphism (in- 
ternational panel) and the methodology of 
human genetics (Steinberg), 

At the Montreal congress the backbone 
of the human genetics section was formed 
by comprehensive papers on the study of 
inherited variation in human biochemistry 
( Harris-London), the genetic control of the 

structure of the hemoglobin molecule 


1 722 West 168th St, New York 32, N. Y. 
586 


(NeelAnn Arbor), the associations be- 
tween blood groups and disease ( Roberts- 
London), and the genetic aspects of schizo- 
phrenia (Bóók-Upsala). The reports by 
Harris and Neel reflected the enormous 
progress made in biochemical genetics in 
recent years, but were somewhat too techni- 
cal to be reviewed here. Roberts not only 
authenticated “the quite overwhelming evi- 
dence” for associations between the ABO 
blood groups and specific disease entities 
in the upper part of the gastrointestinal 
tract (duodenal ulceration, cancer of the 
stomach, pernicious anemia, salivary gland 
tumors), but emphasized the immeasurable 
value of human polymorphic systems in 
tracing man’s relationships, migrations and 
intercrossings. 

Bóók's report confirmed that family and 
twin data gathered over almost half a cen- 
tury “are consistent enough to provide a 
sound basis for a genetical theory of schizo- 
phrenia.” It did not postulate that all schizo- 
phrenic syndromes “necessarily have 8 
genetical origin . . . or belong to one and 
the same genetical entity,” nor did it claim 
that “the argument whether one pair 0 
genes or more are involved" can be se 
at this time. However, a hypothesis of poly- 
genic inheritance “in the strict sense" was 
regarded as unsubstantiated, as was the re 
tributing of a high schizophrenia rate in the 
North-Swedish area (3%) to local environ- 
mental factors rather than to the effect o 
selective immigration and genetic drift. 

While the tendency “to talk about a bio- 
chemical genetics of schizophrenic PSY 
choses” was considered by Böök to be Pre 
mature, the use of a properly selected an 
adequately applied battery of labora 
tests was thought to be “considerably 
ter than armchair philosophies.” With an 3 
to the extension of biochemical studies ^ 
monozygotic twins with only one sC i 
phrenic partner, because "etiologically » 
portant metabolic changes may be less 
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scured in a predisposed individual before 
the actual onset of the disease," the Swedish 
scientist proposed carrying the investigative 
work “down to the nuclear level . . . by 
studying the metabolism of different types 
of cells from schizophrenics in cell cul- 
tures.” 

Among numerous articles dealing with 
other gene-specific disorders of the central 
nervous system, a slowly progressive and 
apparently sex-linked recessive form of 
Pelizaeus-Merzbacher's disease with an un- 
usual tendency to remissions was described 
by Tyler(30) in 3 brothers of a Negro 
family with 27 similarly affected members 
in 7 generations. The condition was always 
transmitted through an unaffected female, 
with affected males never reproducing. Ap- 
proximately 50% of the females had affected 
children. 

Parker(23) observed the same mode of 
inheritance in some cases of early total 
deafness, while Binet, et al.(2) dealt with 
the specific counseling problems of sex- 
linked recessive deficiency states. More 
comprehensively, genetic counseling pro- 
cedures were expounded by the partici- 
pants in a special symposium of the Ameri- 
can Eugenics Society (proceedings in Eu- 
genics Quarterly, Vol. 5, No. 1), as well as 

y this reviewer and Diane Sank(14) in a 
Swiss volume concerned with preventive 
psychiatry. 

_ Differential fertility data of psychiatric 
interest were presented by Haberlandt(10) 
or families with amyotrophic lateral scler- 
osis; by Klein(16) for myotonic Swiss 
families; by Ljungberg(19) for women 
with hysterical conversion symptoms ; by 
ishimoto, et al.(15) and Parker(24) for 
families with Huntington's chorea ; and by 
Wallin(33) for all mentally defective 
Soups. General reproductive trends in the 
hited States were analyzed by Grabill, 
m and Whelpton(9) on the basis of data 
bulated by the Bureau of the Census. 

Significant changes in the sex ratio of 
in Idren born to survivors of atomic bomb- 
(98 Were reported by Schull and Neel 
ii While, contrary to Dutch, English 
trib Japanese statistics, a normal sex dis- 

ution (1: 1) was found by Hanhart(11) 
a g, Swiss series of 35 microcephalics from 
tal of 25 sibships. With a parental con- 
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sanguinity rate of 43.5%, and an observed 
sib morbidity risk of 24.2%, a single-reces- 
sive mode of transmission was assumed to 
characterize those forms of microcephaly 
determined genetically. 

In contrast, the modalities of a single- 
factor type of inheritance were questioned 
by Vogel(31) with respect to the phenome- 
non of dysrhythmia and its relationship to 
convulsive disease, and by Becker(1) with 
respect to the genetic components of neu- 
rotic personality patterns. The almost limit- 
less complexities of genotype-phenotype 
relationships in the organization of deviant 
behavior patterns were discussed by Gins- 
burg(8), a well-informed advocate of ge- 
netics as a tool in the study of behavior. 

In addition to Vogel's carefully evaluated 
twin data on normal EEG records (110 
one-egg, 98 two-egg pairs), the twin-study 
method was used by Stenbick(27), as well 
as by Juel-Nielsen and Mogensen(12). The 
Finnish investigator described different 
neuroses in a pair of one-egg twins, while 
the Danish team made a preliminary report 
on 8 one-egg pairs that had been reared 
apart. 

The long-awaited statement by the Di- 
vision of Biology and Medicine of the 
Atomic Energy Commission regarding "Bio- 
logical Hazard to Man of Carbon 14 from 
Nuclear Weapons" (Document WASH— 
1008) lent impressive support to earlier 
estimates of the genetic damage expected 
by apprehensive radiation experts. Ad- 
mitted uncertainties in present evaluations 
notwithstanding, it was concluded that 
bomb carbon 14 produced to date may ulti- 
mately involve 100,000 cases of gross physi- 
cal or mental defect, 380,000 cases of still- 
births and childhood deaths, and 900,000 
cases of embryonic and neonatal deaths. A 
most eloquent plea for “free and dispas- 
sionate discussion” by professional societies 
of the urgent need for “minimizing human 
exposure to radiation” was made by Neel 
(21) in a well-documented report on the 
delayed effects of ionizing radiation. 

The keystone position of biochemical and 
bacterial genetics in current medical re- 
search programs was acknowledged when 
three Nobel Prizes were awarded to Ameri- 
can geneticists for their noted contributions 
to advance in the basic sciences. George 
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Beadle and Edward Tatum were honored 
for their bread mold experiments which 
proved that the way genes transmit heredi- 
tary characters is a controlling chemical 
reactions. Joshua Lederberg was accorded 
well-deserved recognition for the discovery 
that viruses are capable of both being cross- 
bred and transferring genetic material 
(“transduction”), 

Another prize for meritorious research in 
genetics—the 1958 Kimber Award of the 
National Academy of Sciences—went to 
Th. Dobzhansky for his "inspired" studies 
of evolutional phenomena in the organiza- 
tion of populations, while the R. Thornton 
Wilson Prize (preventive and genetic psy- 
chiatry) was shared by R. W. Gerard and 

. four other participants in the 1958 program 
of the Eastern Psychiatric Research Associa- 
tion (Chapman, Franks, Rainer, Roizin and 
associates). The American equivalent of 

the 1958 Galton and Woodhull Lectures, 

. delivered by A. Lewis (Fertility and Mental 
Illness) and C. D. Darlington (Control of 
Evolution in Man) in England(18, 4), was 
Harry Shapiro's fine address at one of the 
genetics congress banquets in Montreal 

. (Eugenics and Future Society). 

.... The long list of other valuable contribu- 
tions to the understanding of genetic and 
eugenic population problems included such 
authoritative writings as those of Lerner 
(17), Osborn(22), Pontecorvo(25), Sutter 
(29) and Waddington(32). Also worthy of 
mention in this eclectic enumeration were 
caress re: Darlington (new 

s 9), 'y(6), Francis(7), an i 
and Wester (84), (T), and Wiener 

note was struck by the loss of two 
outstanding scholars who were pioneers of 
modern physiological genetics: Bruno 
Schulz of the Max Planck Institute for Psy- 
chiatry in Munich (February 7, 1958) and 
Richard Goldschmidt, former chief of the 
Max Planck Institute for Biology in Berlin- 
Dahlem and professor emertius of the Uni- 
versity of California (April 12, 1958). Both 
men left deplorable gaps in the ranks of 
workers in behavioral genetics because their 
admirable human qualities matched their 
outstanding scientific achievement(13, 28). 
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NEUROPATHOLOCY, ENDOCRINOLOGY AND BIOCHEMISTRY 
O. R. LANGWORTHY ! 


A group of comprehensive review articles 
is worthy of consideration. In a book on 
the somatic aspects of schizophrenia edited 
by Derek Richter(1) there are chapters on 
pathologic anatomy (David), endocrine 
changes (Sands), biochemical aspects 
(Richter) and electroencephalographic 
findings (Hill). All have full biblio- 
graphies. An entire number of the Journal 
of Neuropathology and. Experimental Neu- 
tology(2) is devoted to a consideration of 

effect of radiation on the nervous sys- 
tem. Several articles on the pyramidal tract 
underline not only our inadequate under- 
standing of its structure and function but 
open new fields of speculation and 
Tesearch. Lassek(3) considered the origin 
the axones in the pyramids. Woolsey(4) 
reviewed the cortical areas presiding over 
Mr function. Walker(5) and Bucy(6, 

) discussed surgical transection of pyra- 
midal fibers. Boshes(8, 9) and Meyers(10) 
reviewed the clinical symptoms commonly 
pea to section of the pyramidal tract. 

Panel(11) considered the structure of 
Ba from the standpoint of morphology 
à mett), biochemistry (Szent-Gyorgyi), 
Physiology ( Denny-Brown) and pathology 

ams). Another group of experts(12) re- 
ewed the field of amyotrophic lateral 
Eon. In connection with the latter dis- 
ed Wohlfart(13) produced histological 
aae that surviving neurones may show 
E sprouting with consequent rein- 

tion of muscle fibers, thus delaying the 
ening and wasting of muscles. An 
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essay on pain by Goody(14) deserves 
thoughtful consideration. Wilder( 15) stated 
the law of initial value. The direction of 
response of a body function to any agent 
depends to a large degree on the initial level 
of that function at the start of the experi- 
ment. 

There is an ever increasing tendency to 
apply the chemical approach to complex 
neurologic problems. Since there is a world- 
wide interest in Wilson's disease or hepato- 
lenticular degeneration in relation to dis- 
turbances of copper and protein meta- 
bolism, I have chosen this area for review. 


It illustrates the manner in which isolated 


observations gradually group themselves to 
form a pattern. Lingjaerde( 16) found 4 
main types of hepatolenticular degenera- 
tion: 1. A classic type with hepatic, neu- 
rological and psychic symptoms ; 2. A type 
with dominating neurological symptoms ; 
3. A type with dominating hepatic symp- 
toms, the so-called abdominal type; and 
4. A type dominated by psychotic symp- 
toms. Olszewski et al.(17) described a case 
with predominantly cortical localization. 
Soukhov and Levite(18) found that hepa- 
tolenticular disease produces changes in 
the cerebral cortex, subcortical formula- 
tions, brain stem, spinal cord and even in 
the peripheral autonomic ganglia. Chal- 
mers et al.(19) described a case of the 
abdominal form of Wilson’s disease. 

Koch et al.(20) made determinations of 
the copper in the blood of normal individu- 
als, Stitch(21) gave data on rubilium, 
copper and manganese in the human brain. 
Rechenberger(22) found that the distribu- 
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tion of copper in the serum changed in 
certain hepatic diseases. There are quanti- 
tative differences between the substances 
to which the copper is bound in normal and 
cirrhotic subjects. Porter and Adams(23) 
found no increase in copper content of the 
brain in patients with hepatic encephalo- 
pathy, most commonly related to alcoholic 
cirrhosis. Bickel et al.(24) studied the con- 
centration of copper in various tissues in 
hepatolenticular degeneration. Konovalov 
et al.(25) tried to explain the change of 
copper metabolism by a change in function 
of copper containing enzymes. Uzman(26) 
stated that patients with Wilson's disease 
are on a continuous positive copper balance. 
Overabsorption of copper by the gastro 
intestinal tract is conclusively demonstrat- 
ed. The avidity for copper resides in the 
structural abnormality of proteins. Porter 
and Folch(27) found that substantially 
all the copper in the brain in hepatolenticu- 
lar degeneration is bound in undialyzable 
form, presumably to proteins. Ch' en P'ei-en 
(28) found that the copper content of the 
skin is increased in patients with Wilson's 
disease. Rechenberger(29) laid stress on 
the significant role of the skin in copper 
metabolism. In two patients with hepato- 
lenticular degeneration the lacunae of the 
nails of the hands exhibited a distinct blue 
discolorization ( Bearn and McKusick, 30). 
Uzman and Jackus(31) made histologi- 
cal studies of the Kayser-Fleischer ring. 
The copper is localized in fine granular 
deposits in Descemet's membrane. Denny- 
Brown(32) pointed out that in the nervous 
system the glia, not the nerve cells, are 
stained with copper. The Kayser-Fleischer 
ring is also related to the staining of the 
interstitial tissue. Wilson's disease of the 
nervous system is primarily an alteration 
of glia. The perinuclear structure that be- 
gins to stain with copper has the appear- 
ance of the Golgi apparatus. As it becomes 
overstained the, cell becomes degenerate. 
Brown(33) discussed the many and inti- 
mate relationships that exist between the 
liver and brain. Roda(34) also considered 
the role played by the liver in the meta- 
bolism of neurones. In hepatolenticular 
degeneration the liver binds 5 times as 
much copper as normal. This avidity for 
copper is attributable to non-dialyzable 
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protein or the polypeptide fraction (Uz- 
man et al., 35). Uriel et al.(36) believed 
that in Wilson's disease there is a deficient 
synthesis of ceruloplasmin which remains 
qualitatively normal. Scheinberg et al.(37) 
showed that Wilson’s disease is charac- 
terized by a marked deficiency of cerulo- 
plasmin but neither isolated liver disease 
nor neurologic disease is associated with 
diminished concentrations of this protein. 
The deficiency of ceruloplasmin is a con- 
sequence of impaired synthesis. A study 
with radio-active copper (Scheinberg and 
Morell, 38) showed that the copper bound 
to ceruloplasmin is relatively labile. Barone 
et al.(39) studied nitrogen metabolism in 
a patient with Wilson’s disease. An increase 
in gamma globulin was noted. In a ma- 
jority of cases of hepatolenticular degenera- 
tion the creatinine level in the blood serum 
is raised and the excretion of creatinine in 


the urine increases (Wender et al., 40). 


Zaruba and Charamza(41) produced a de- 
crease of copper in the body with aspecific 
chemical agents. They found that this de- 
crease produced a destruction of myelin in 
the nervous system. In summary, there is a 
peculiar make up of body proteins in Wil- 
son's disease which renders patients unable 
to prevent copper absorption from a norm! 
diet (Denny-Brown, 42). Potassium sulfide 
and chelating agents tend to reverse the 
nervous disability, if it has not gone too 
far. Scala(43) reported a case in which the 
neurologic symptoms disappeared umder 
treatment, 

Under the heading of endocrinology there 
is no particular theme to develop. oS 
hold et al.(44) reported attacks of periodi? 
paralysis associated with hyperthyroidism. 
Knuth and Kisner(45) noted symmetric? 
cerebral calcification associated with Lah 
thyroid adenoma. The early onset 19 
was characterized by convulsions and b 
gressive intellectual deterioration. T 
and Lowis(46) observed the developme" 
of diabetes insipidus following 2 M 
head injury. Grafting of ovarian tissue i 
the region of the periventricular nucle? d 
rats leads to the inhibition of product 
female sex hormone by the pituitary g pe 
(Flerko and Szentagothai, 47). Kivalo Pie 
Talanti(48) found no indication that n 
rosecretory material in the hypo 
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hypophyseal system actually enters into 
the blood or the third ventricle. Jefferson 
(49) discussed the manifestations of adren- 
al cortical hypofunction in 135 cases of pi- 
tuitary chromophobe adenoma. Helps(50) 
found that mental deterioration in elderly 
diabetics was arrested or reversed when 
hypoglycemia was deliberately permitted. 
Courville(51) studied the late cerebral 
changes incident to severe hypoglycemia. 
Extensive laminar necrosis of the cortex 
and destruction of the corpus striatum were 
present. Richardson and Hill(52) described 
the multiple neurologic symptoms of a pa- 
tient with pancreatic islet cell adenoma 
causing hyperinsulinism. These included 
convulsions, weakness, confusion, numb- 
ness, sweating and paralysis of the extremi- 
ties. 

Several papers deal with the development 
of myelin as observed in tissue culture or 
with the electron microscope. In peripheral 
nerves Peterson and Murray(93) found 
that myelin begins to appear in isolated 
segments with a Schwann cell often at the 
center of each segment. Small lipid granules 
in Schwann cells may play a role in the 
elaboration of myelin. Hild(54) observed 
an accumulation of mitochrondia in the 
region of local swelling of the axis cylinder 
where myelin is first visible. Before and 
during myelin formation Schwann cyto- 
plasm is abundant and contains numerous 
small vesicles, prominent ergastoplasm and 
numerous mitochrondria, showing an active 
metabolic state during myelin synthesis 
(Luse, 55). Peterson et al.(56) favored the 
vate that non-neuronal elements such as 
yen cells contribute importantly in 
he formation of myelin. In cultures mye- 

appears abruptly and simultaneously as 
Ong, smooth, refractile tracts winding 
ough a terrain of neuroglia (Bornstein, 
- In the nervous system myelination ap- 
ded to be an intracellular process of 
of aed synthesis within the cytoplasm 

S e oligodendrocytes. Wolfgram and 

i) grew neuroglia in tissue cultures. 
riding were observed to be clumps of 
ko ondria. By using the electron micro- 
in te qarduher and Hartmann(59) found 

n lition to classic types of glia many 
oa or intermediate forms in normal 

ral cortex, Wolf et al.(60) demon- 
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strated that satellite cells have a high meta- 
bolic activity and an important function 
in relation to the nerve cells they surround. 

Muscle cells from patients with progres- 
sive muscular dystrophy grown in tissue 
culture appeared more granular than norm- 
al cells and did not develop cross striations 
(Geiger, 61). Muscle from a case of dys- 
trophia myotonica had more fat granules 
and showed spontaneous contractions ( Gar- 
vin, 62). The defect in muscular dystrophy 
is inherent in the muscle itself. Away from 
the influence of the organism and under 
identical conditions these cells develop 
differently from normal ones. Geiger and 
Garvin(63) found that pseudohypertrophic 
dystrophy muscle cells could be cultured 
only through one passage. Pappas and Har- 
mon(64) found that the salient change in 
dystrophic muscle involves a gradual dis- 
appearance of segments of the myofila- 
ments, resulting in discontinuous myo- 
fibrils. 

Several studies of the cerebral cortex may 
be mentioned. As a result of neurophysio- 
logical studies, Wood et al.(65, 66) found 
that component parts of the temporal lobe 
syndrome may be related to definitive nu- 
clei of the amygdaloid complex. The corti- 
comedial portion appears to be concerned 
with the regulation of autonomic responses 
and the basolateral division with somatic 
responses. Scoville(67 ) showed loss of re- 
cent memory after bilateral hippocampal 
lesions. Four patients after unilateral tem- 
poral lobectomy showed amnesia character- 
ized by severe impairment of recent and 
little involvement of remote memory 
( Walker, 68). The anatomical basis would 
seem to be local cortical, possibly hippo- 
campal, damage. Ostow(69) concluded that 
the psychic function of the temporal lobe 
is the formation of apperceptic judgments, 
especially negative ones. This is accomp- 
lished by the fusion of the current per- 
ception with a memory. Tokizene and 
Sawyer(70) found that the amygdala and 
hippocampus are unusually sensitive to 
hypoglycemia. Insulin seizures arise in and 
may be confined to these areas. Whitty 
and Lewin(71) observed that patients with 
removal of the anterior cingulate area had 
difficulty in distinguishing between their 
own thoughts and events of the external 
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world. There was an increase in vividness 
and clarity of thought and dreams. Under 
local anesthesia Penfield and Faulk(72) 
stimulated the insula in man. The effect 
varied from complete inhibition of gastric 
mobility to violent activity with marked in- 
crease in tone. Removal of the insula de- 
creased the tone and inhibited normal 
contractions of the pylorus. 

Malamud and Skillicorn(73) found that 
the distribution of cerebral lesions in 
Korsakoff psychosis is identical with that 
found in the Wernicke syndrome. The two 
syndromes depend on the acuteness or 
chronicity of the underlying process. Neu- 
berger(74) studied the brains of 40 chronic 
alcoholics. The severest and most constant 
changes in 28 cases consisted of selective 
degeneration of the granular layer of the 
cerebellar cortex. 
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ELECTROENCEPHALOGRAPHY 


W. T. LIBERSON, M.D.* 


povera] monographs devoted to EEG 
ware published(3, 32, 37, 41). In addition, 
s subjects were considered in recently 
Mblished symposia (6, 24, 26, 30, 39). Von 
Mus New Advances in Neurophysi- 
8/(42) is a welcome contribution. 


TECHNIQUES AND METHODS 


i 
( US Spectrophone(14) and spectrograph 
faite ] ) were described. The latter per- 
pla an immediate panoramic visual dis- 
"d and Photographic record of the 
un in 20 steps of frequencies ranging 
E o. to 28 per second. Other procedures 
iib en, analysis of EEG's were de- 
ysis (11, 17). Electronic frequency an- 
photi Was applied to the study of the 
C Stimulation( 18) in patients with 
fr n damage 
“quencies ) 
thlorpromazi 
Nvenient i 


(reduced response to fast 
and to the study of effects of 
iride In the latter case a 

index was found by computing 
m c in relative amplitude of 8 and 
Bed activity as determined from 
Cong, Hosps,, Northampton, Mass. and Rocky Hill, 


the frequency analysis. This index showed 
a progressive increase during the treatment 
period. Papers related to intracerebral mi- 
croelectrography not covered by previous 
reviews of Russian literature(18, 19) be- 
came recently available(15, 32, 34). The 
ratio of amplitudes of temporal lobe par- 
oxysmal discharges during simultaneous 
cortical and scalp recording found re- 
spectively in scalp and subscalp tracings 
was studied(1). This ratio (and therefore 
the proportion of missed discharges in scalp 
recording) was found much smaller when 
vertex and neck reference electrodes were 
used rather than ipsilateral ear and bipolar 
electrodes. This was particularly true for 
mid-temporal discharges. 

A method for extracting from a spontane- 
ous active EEG, cortical responses to 
various stimuli of very low amplitude was 
combined with the topographic technique 
(29). The value of sleep activation for de- 
termining the depth and/or extent of a 
focal process was again stressed(38). 
Claims were made that pentothal activa- 
tion brings out abnormal potentials in 
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psychotic patients(13). Pentothal-induced 
EEG changes were also used for prognosis 
of electroconvulsive treatments(31). Beme- 
gride, a barbiturate antagonist, has been 
suggested (9) as an activating agent of EEG 
abnormalities. The seizure-inducing proper- 
ties (with psychomotor components ) of this 

. drug led the authors to propose its use as 
a therapeutic method in psychiatry (see 
also 2, 23). 


EPILEPTIC DISCHARGES 


Seizure discharges recorded by depth 
electroencephalography simultaneously 
with clinical observations, demonstrated 
again a frequent occurrence of electrical 
seizures in the deep structures of the brain 
without any clinical manifestations. On the 
other hand there were instances when elec- 
trical seizures could be subjectively per- 
seived by the patient without any objective 
clinical concomitant. The precise localiza- 
tion of certain discharges seems to be the 
crucial factor explaining the presence or 
absence of clinical correlations. During this 
study the velocity of the spread of the rapid 
components of seizure discharges could be 
determined using multiple electrodes. By 
contrast the slowest components were re- 
corded simultaneously in several electrodes. 
One of the surprising findings was the 
absence of the increased sensitivity to elec- 
(0) stimulation in epileptogenic areas 

The transition of inter-ictal spiking into 
seizure discharges was investigated (28). 
Penicillin-induced epileptogenic foci were 
elicited in the cortex and subcortex (cats 
and monkeys). The commonly described 
increase in frequency of spike discharges 
immediately preceding the onset of a seiz- 
ure was seen very rarely. Instead, usually 
an “after-discharge” suddenly appears fol- 
lowing each spike; then the duration of 
“after-discharges” increases while the spikes 
disappear ; finally, the transition of “after- 
discharge” into seizure is recorded. The 
practical significance of this study is sug- 
gested: the presence of spike-afterdis- 
charge complexes is more indicative of a 
focus than the presence of spikes alone. It 
is of interest to note that in electrically 

induced seizure discharges in the hippo- 
campus of guinea pigs, the onset of the 


seizure was preceded by a suppression of 
evoked potentials(20). The electrical field 
of seizure discharges was different from 
that of evoked potentials. 


EEG AND INTERNAL MEDICINE 


There has been an increased number of 
publications concerning the EEG changes 
in a variety of clinical conditions with or 
without obvious secondary cerebral involve- 
ment. 


Endocrine Disorders: Brain wave fre- 
quency under resting conditions and during 
hyperventilation slows down in most of the 
cases of hypoglycemia. However, the sensi- 
tivity to hypoglycemia shows considerable 
individual differences, In hyperthyroid con- 
ditions, the amount of fast rhythms was 
found proportional to the duration of ill- 
ness. In hypothyroid conditions, the slow- 
ing of the background activity is the most 
prominent findings ; however, fast rhythms 
may be present in the acquired, but not 
congenital myxedema, In tetany, paroxys- 
mal activity is common ; however, specific 
epileptic patterns are found only in cases 
of “neurogenic” tetany associated with 
epilepsy. Specific paroxysmal bursts were 
not seen in post-operative tetany. In cases 
of adreno-cortical insufficiency, a great d 
of fast activity and no pronounced hyper 
ventilation response were found. However 
the latter increases under treatment by 
DOCA, possibly because of the resulting 
disturbance of water metabolism. In hyper- 
ostosis frontalis interna, dysrhythmic 8C 
tivity with, at times, spike and wave pe 
plexes were often recorded. The aut us 
collected 26 cases of hypothalamic ameno 
rhea with 14 abnormal tracings, fe 
which showed spike and wave formalem 
In acromegaly, the EEG changes may bas 
tect in certain cases transition from Ko 
sellar to extrasellar lesions(40). In ni ze 
study, nonspecific abnormalities in pa i F 
with total pituitary insufficiency vi T 
worse by cortisone therapy(8). In Addiso 
disease, slow activity and pronoun 
hyperventilation response were agam 
scribed(33). 


. fant 
Nephropathies: The most Lo» 
finding is the lack of abnormalities E 
a severe renal involvement unless 
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shift of pH, vascular changes, or changes in 
the state of consciousness are also present 
(7, 22). In an experimental study on rab- 
bits, slow waves appeared in EEG of 
hydrated animals; however, if, instead of 
pure water, saline solutions were intro- 
duced in much greater quantity, no EEG 
changes were observed (12). 


Liver Diseases : The presence of triphasic 
waves was confirmed in patients with hy- 
perammonia suffering from a variety of 
pathological conditions, although in some 
cases of liver disease these patterns were 
found in patients with a normal blood 
ammonia level(25). 


Pulmonary Insufficiency and Heart Dis- 
ease: EEG abnormalities were found in 
patients with various degrees of pulmonary 
decompensation (theta and delta activity) ; 
however, no correlations were present with 
the degree of anoxia or hypercapnia. Ad- 
ditional vascular pathology and advanced 
age highly correlated with the occurrence 
of abnormal records. The author explains 
this correlation by the inability of involved 
vessels to dilate in response to anoxia and 
hypercapnia(43). In another study, EEG 
was used as a tool for the evaluation of the 
disturbance of cerebral function due to 
longstanding hypoxia in congenital heart 
disease(35). EEG changes in subjects 
Moved from the sea level to a high altitude 
(14900 feet) was carried out. The re- 
Ponse to hyperventilation decreased. This 
Could not be explained on the basis of 
cn anoxia or hypocapnia or changes in 
E sugar dir It was believed to be due 

Q increase of paras athetic tone at 
high altitudes(27)- sa 

atever medical condition was found 
O be associated with EEG changes, one 
main conclusion emerged : the presence of 
Considerable individual differences. This 
ments that efficiency of the cerebral 
om compensating for changes in 
M milieu is far from being the same 
e patients. It is hoped that these in- 
nm gations will stimulate a search for ex- 
à erebral factors in the presence of EEG 

ormalities, 
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CLINICAL PSYCHOLOGY 


FREDERICK WYATT, Pu.D.! 


What accounts for the regularity of 
themes in the study of human conduct, their 
ascendance, vogue and eventual decline ? 
The true importance of each of these topics, 
naturally, The importance is undeniable. Yet 
the rise and fall of topics makes it necessary 
to conclude that none of the problems pre- 
sented in them appears ever to be complete- 
ly solved. Nor do the actual discomforts 
which many of these problems reflect, seem 
to get fully healed or prevented. What 
seems to happen is that old problems are 
cast into new formulations ; these, in turn, 
open the way for new approaches toward 
the understanding of the same old problem. 
Progress begins by undoing the various 
prejudices which will have collected on any 
site of inquiry. What is called “a new ap- 
proach" usually consists in pointing up an 
element of functioning, or structure, which 
has not been attended to so far, or was 
seized upon so early and by such inade- 
quate means that it was soon lost sight of 
again. 

The succession of fashionable concepts 
in the social sciences makes better sense, 
therefore, when they are understood not by 
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themselves but against the background of 
the entire field. The success of a new ap- 
proach commonly leads to application on 4 
widening scale until the idea (or method 
has been fixed into a definite canon, has be- 
come a purpose unto itself, and is perpetu- 
ated for its own sake by those identified wi 
it. True to Parkinson's Law(21a), which can 
be extended to progress in the sciences 
those connected with the new idea W 
insist that they propagate it only because 
its great usefulness. Increased application 
eventually leads to increasing evidence tha 
the new idea does not explain everything. 
It becomes clear that the new appro’ 
does not account for all the factors in the 
subject under investigation, so that a $ 
newer approach has to be found—where- 
upon the cycle reverts to the beginning i 

To the more advanced keywords in ui 
chology, Decision Theory and Theory Á 
Games(7, 17) and Mathematical Mo pei 
(27), a new one has been added. hos 
Semantic Differential(21) refers to à lied 
technique which has already been app io 
to a variety of subjects from semantics 
psychopathology and advertising. The sat 
is to determine through a complex St? 
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cal operation the significance of words 
(nouns) and their loading with unacknowl- 
edged qualities, and the relationship of 
different words to each other along certain 
scales. The rejuvenated interest in think- 
ing, its development and structure has re- 
sulted in the return of an old concept, 
Cognition, which comprises both the input 
of images through perception as well as 
their organization in thought in the widest 
sense of the term. Better, Cognition reflects 
the natural (though composite) unity of 
perception and thinking as set off against 
the conative (needs, drives) and affective 
(feelings) qualities of experience. A sum- 
mary of the present state of cognition, to 
which a number of outstanding students of 
this subject have contributed, will be found 
in Bruner, et al.(4). Some of the best things 
the psychological laboratory has to offer 
to the problems of thinking are contained 
in Bartlett(3). Cognitive Dissonance is the 
Most recent offshoot of the renewed in- 
terest in cognition. It is the key concept of 
an exclusively cognition oriented theory of 
opinion and attitude by Festinger(8). Re- 
duced to its simplest denominator, the 
theory implies that people will act—or, at 
any rate, explain their acts—in such a man- 
ner as to reconcile the divergencies or con- 
tradictions of the psychological and social 
arcumstances in which they find them- 
selves, It will be interesting to contrast 
this approach to conduct with those ori- 
ented to desire and drive (need fulfilment, 
tension reduction). 
The reciprocal interest of psychologists 
and psychiatrists in religion and that of 
eologians in psychiatry is represented by 
th sa books(5, 14, 20), all concerned with 
Joh relationship of personality and religion. 
$ A: attempting to understand 
cagion through an integration of modern 
id theories, suggests that psycho- 
id ee contributes to the definition of the 
ál the “me,” which stands for its biologi- 
3i qualities Lewinian Field Theory de- 
"e the self as an "it," aware of outer 
te ity. In “we” the self acknowledges in- 
> onl relations in the sense of H. S. 
self van ; finally, in the “thou” phase the 
transcends itself in terms of G. W. 
Port's personality theory of Becoming. 
naturalistic theory of personality, on 


the other hand, will receive stimulation, if 
not inspiration, from the comparative ap- 
proach to the behavior of genera less 
complex than man. A new text by Scott, 
Animal Behavior(25), should be mentioned 
in this connection, as well as a British 
study on the meaning of instinct in man 
(9) when this concept is draw from com- 
parative psychology. This brings us to other 
surveys of an entire field. A comprehensive 
textbook of Abnormal Psychology on psy- 
choanalytic lines is offered by Hutt and 
Gibby(13). The Fabric of Society(23) is 
an even more encompassing enterprise : an 
extraordinary textbook which attempts to 
span all the social sciences. The treatment 
is learned, sophisticated, rather personal, 
and much better in sustaining interest than 
in maintaining objectivity. If properly un- 
derstood this adds to, rather than detracts 
from, the value of the text, which is more 
readable and literate than a regrettably 
large number of books in that field. One 
need not agree with the authors when they 
become opinionated, in order to enjoy what 
is probably the best introduction to the 
social sciences of this scope. 

If it is as hard to change people as it is 
to rule, or to teach them, the teaching of 
that autonomous change for which psycho- 
therapy aims, must needs compound two 
of these difficulties. The problem of psy- 
chotherapy is, in fact, contained in the 
problem of teaching it-which demands of 
the one to be taught no less than a basic 
change of attitude and orientation. Blaint 
(1) relates some very stimulating and very 
useful ideas to this subject. For lack of 
space, only one other psychoanalytic book 
will be mentioned : it presents in a series 
of essays the views and some of the most 
recent work of the Kleinian school(15) 
which ought to be much better known in 
this country than it is. Also from England 
comes a psychoanalytic introduction to 
Group Therapy(10) a subject which has 
been treated, more nearly in the form of a 
textbook, by Corsini(6) in this country. The 
basic question of the group, or collective 
of which group therapy is a limited applica- 
tion, is well illustrated in Collective Be- 
havior(29). A new edition of one of the 
most important books in contemporary 
sociology should be noted, Merton's Social 
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Theory and. Social Structure(18). 

Adolescence is probably the least ex- 
plored phase of human development and 
the psychotherapy of adolescents is unstire 
of its task as well as of its techniques. A 
new book edited by Balser(2) stresses the 
need for preventive planning, the impor- 
tance of short term therapy and the con- 
tinuous adaptability of the therapist to the 
biological and social giddiness of his 
adolescent patients. An informative review 
(28) on a whole set of books dealing with 
the psychology and sociology of adolescents 
will be helpful as a preliminary orientation. 
Even though it has been largely abandoned 
as a therapeutic technique, hypnosis con- 
tinues as the perennial standby of the ex- 
perimental study of personality. Two books 
were published on this subject(12, 30) of 
which Weitzenhofers(30) should be rec- 
ommended as the most comprehensive and 
scientifically circumspect treatise in recent 
years. The sociology of medical education 
is the subject of a study directed by Mer- 
ton, of which the first report has now ap- 
peared(19). What the members of the 
mental health team—psychiatrists, psychol- 
ogists, social workers—think of each other 
and how this affects their collaboration, 
was studied by means of survey (“polling”) 
methods and is reported in a monograph 
by Zander, Cohen and Stotland(32). 

Two books on psychology in other coun- 
tries should be referred to: Simon’s 
Psychology in the Soviet Union(26) ; 
wo Medizinische Psychologie 

Finally, in the field of clinical psychology 
proper there is a useful new textbook by 
Garfield(11). Its scope indicates, among 
others, how meaningless the old (and never 
very concise) test-and-measurement defini- 
tion of clinical psychology has become. Pio- 
trowski has finally published his long await- 
ed modification of the Rorschach Test, Per- 
ceptanalysis(22). He stresses the formal 
and structural quality of the test against 
the interpretation of content which has 
been in ascendance for a decade or so. 
Controversial though it must be, his book 
does a great deal to deepen and extend 
more systematically Hermann Rorschach's 
ingenious hunches and ad hoc assembled 

theory. To students of phantasy and phan- 


tasy tests two recent papers may be of 
interest : one on the diagnostic significance 
of the mode of presenting TAT stories, an 
exquisite example of diagnostic skill by 
Schafer(24) ; and the outline of a theory 
for the interpretation of phantasy and of its 
technical implications, by Wyatt(31). 
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PHYSIOLOGICAL TREATMENT 


JOSEPH WORTIS, M.D.1 


b This past year an unprecedented num- 
Sal of articles have appeared on physio- 
‘gical treatment, especially drug treatment, 
m psychiatry, Only some of the more 
: Important and interesting items can be 


Cited 
IPRONIAZID 


d treatments so far have been suc- 
Mim ul mainly in promoting sedation or 
*leving dissociation. Iproniazid (Marsi- 
eng an amine oxidase inhibitor, is unique 
" remarkable in its ability to counteract 
Pression. The incidental euphoriant effect 
E close relative isoniazid was noted in 
ito eatment of tuberculosis, but isoniazid 
ved unsuited for psychiatric use. Iproni- 


E. 
1 A 
N. Ang Jewish Hosp. of Brooklyn, Brooklyn 16, 


azid was introduced, as is the custom now- 
adays, at a special meeting arranged by 
the sponsoring drug house, the full pro- 
ceedings of which will be found in a supple- 
ment of the riri i edid ds 
chopathology(1). Ay con i 
Ries Ah RA MEY effect on half his 
patients, but reported numerous disturbing 
toxic symptoms, apparently unrelated to 
dosage or duration of treatment, including 
edema, postural hypotension, cardiac fail- 
ure, severe dyspnea, neuralgic pain and 
occasional episodes of excitement, requiring 
termination of treatment in over one fifth 
of his cases. Iproniazid appears to be of no 
value in chronic schizophrenia(3) ; clinical 
results in cases of depression have 
generally confirmed(4-8), but reports of 
toxicity continue to be disturbing. A num- 
ber of cases of serious liver damage(9), and 
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several fatalities(10, 11) have been re- 
ported. Cautious dosage is required, with 
vitamin supplements to correct the induced 
pyridoxine deficiency, and cases under treat- 
ment need close supervision. The mecha- 
nism of iproniazid action has been related 
to the associated increase in brain serotonin 
and norepinephrine(12). 


PHENOTHIAZINES 


Chlorpromazine ( Thorazine) continues to 
maintain its therapeutic value, especially 
for chronic hospitalized schizophrenics. 
With its introduction in the New York state 
hospital system, discharge rates have im- 
proved markedly, while the need for se- 
clusion and restraint has declined(13). 
Furthermore, under adequate dosage, the 
relapse rate is markedly reduced(14, 15). 
Actually, with moderate dosage, (150 mg. 
per day) and short periods of treatment, 
the results show no advantage over the 
traditional barbiturates, and only slight 
advantages over a placebo(16), but schizo- 
phrenic cases of over 5 years duration 
treated over a period of months with 300 
to 500 mg. a day, in 16% good social remis- 
sions can be expected, improvement in 454, 
slight improvement in 25%, with 14% un- 
improved(17). These results can probably 
be bettered by judicious combinations with 
mepazine (Pacatal)(18), meprobamate 
(19), or electroshock treatment(20). 

A number of related phenothiazine prod- 
ucts are being marketed by rival companies, 
with claims of high potency and low tox- 
icity, though there appears to be a general 
tendency for therapeutic potency to be re- 
lated to a high incidence of extrapyramidal 
side effects(21). A new phenothiazine con- 
gener, T.P. 21 (Mellaril) is said, after pre- 
liminary tests, to give results comparable 
to chlorpromazine and promazine, but with 
as Parkinsonism or other side effects (22, 

The toxicity of the phenothiazines re- 
quires renewed emphasis, since it tends to 
be neglected in the current publicity. Liver 
damage, as measured by alkaline phospha- 
tase rise, was found in 25% of patients 
treated with chlorpromazine, compared 

with 4% with promazine(24). ( Promazine, 
however, is more likely to induce convul- 
sions(25).) Jaundice is by no means a 
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necessary accompaniment of serious liver 
damage. In a study of 20 cases of serious 
liver dysfunction from chlorpromazine, 
jaundice was absent in 25% in spite of the 
hepatic disease. The authors caution against 
the random use of Thorazine and urge re- 
newed attention to the widespread prob- 
lem of liver sensitivity (26). Serum alkaline 
phosphatase tests, moreover, seem to have 
no predictive value for averting jaundice; 
serum bilirubin tests are much more useful 
for this purpose(27). Waitzkin cites the 
pertinent case of a patient who had pre 
viously developed jaundice and urticaria 
under chlorpromazine, who again de 
veloped urticaria and liver dysfunction un- 
der promazine(28). Reports of agranulo- 
cytosis, including fatal cases, continue to 
appear, not only in connection with chlor- 
promazine, but also with mepazine(29) 
(Pacatal), methylpromazine (30), and pro 
mazine (Sparine)(31). Phenothiazineim 
duced Parkinsonism seems to be associated 
with increased spinal fluid proteins(32). 
According to Freed, intravenous administra- 
tion of 50 mg. diphenhydramine promptly 
relieves the Parkinsonism or related dys 
kinesias(33). Convulsive seizures are by 0? 
means infrequently induced by some pheno- 
thiazines, including chlorpromazine(34), 
and especially by promazine(35). E 
phenazine (Trilafon) may induce soa 
convulsions(36), unusual tonic seizures s 
adults(37), or peculiar cataleptic mn 
festations in children(38). A case E 
has been published of sudden death in 
young male schizophrenic taking over dd 
mg. per day of Trilafon over a pero Ei 
months(39). Galactorrhea(40) and d 
angioneurotic edema(41) have ber i 
ported. In the elderly, the hypotensive "i 
of both the phenothiazines and rae 
increases the dangers of collapse, tm 
bosis or other vascular deficiencies 
Ruptured peptic ulcers, especially 
reserpine, are another danger( 43). ts mf 
Since as many as 10% of the patients 
fail to take their prescribed medicatia tage 
thus complicate the management of « s ; 
the new urine tests for-chlorpromazi 
be found helpful( 44-46). 


NEW DRUGS t oasbol 
Replacement of the chlorine with c 
trifluoride in both chlorpromazine 9 
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dorperazine has yielded two phenothia- 
zines of high potency, trifluoperazine (Stel- 
azine) and trifluopromazine (Vesprin). Of 
these Vesprin has proven to be quite effec- 
tive, especially in paranoid schizophrenia, 
but also quite toxic(47-50) : a fatal agranu- 
locytosis has already been reported. Stela- 
zine is also described as potent, though not 
hypotensive ; Parkinsonian side effects are 
common, but neither jaundice nor agranu- 
locytosis has thus far been reported (52). 

Another new phenothiazine derivative 
levomepromazine (7044 RP), introduced by 
a group of French workers(53), is similar to 
chlorpromazine, but more rapid and potent 
in its action and is said to be peculiarly ef- 
fective in relieving anxiety regardless of its 
psychiatric setting(54-56). It is also said 
to be especially useful in very chronic 
catatonic cases, and in other severe chronic 
and intractable cases of schizophrenia(57). 

Brief mention must be made of a num- 
ber of other new drugs : G22355 (Tofranil), 
an iminodibenzyl derivative with the same 
side chain as chlorpromazine but a different 
ting system, is said to be very effective in 
depressions, though it may induce excite- 
ment and is contraindicated in agitated 
cases. Side effects include photosensitivity 
and visual disturbances attributed to its 
atropine-like action (which it shares with 
other phenothiazines). Jaundice has also 
been reported, though its general toxicity 
is claimed to be low(58, 59). 

Substitution of a pyridin nucleus for the 
chlorinated benzol ring of the phenothiamin 
ees gives us the thiophenylpyridyla- 
Perd D206 (Dominal), another product 
is to have low toxicity but marked seda- 
ah value with few side effects and no con- 
ia action(60). Doxylamine, a pyridine 
on pound long in use as an antihistamine 
ia Sese large doses to handle aggres- 
s b allucinatory or delusional states in 
A 2 Phrenic subjects(61). Dartal, an- 
rapid new phenothiazine derivative, is more 
bike ou potent than chlorpromazine, said 

se stun ag but more likely to induce 

F ism. It appears to have an es 
Pecially beneficial effect on the involuntary 


m 
(qo). ar activity of Huntington's chorea 


S, : 
imi ra. is a new neuroleptic drug de- 
Om thiamin, said to be promptly 


effective in manic states, acute anxiety or 
in acute alcoholic excitement. It is especial- 
ly recommended for psychiatric emergen- 
cies(63-65). 

Phenyltoloxamine (P. R. N.)(66) and 
methoxydone(67) are peripheral muscle 
relaxants helpful in relieving tension. Or- 
phenadrine (Disipal), originally introduced 
for the treatment of Parkinsonism and mus- 
cle spasm, is also said to elevate the mood 
of depressed patients(68). The para-aceta- 
midobenzoic acid salt of deanol (Dean- 
er), a relatively non-toxic substance be- 
lieved to be an acetylcholine precursor, is 
said to be helpful in the treatment of 
neurasthenia and mild depression as well 
as in some cases of schizophrenia(69-71). 
Triiodothyronine was found to enhance the 
liveliness of two autistic children(72), and 
is now being used in adult schizophrenia 
(117). Carbutamide is said to relieve de- 
pression and agitation in the aged, and to 
enliven chronic hebephrenics (73). Giamat- 
tei thinks thioctic acid helps some schizo- 
phrenics (74). 


RAUWOLFIA, FRENQUEL, MEPROBAMATE 


Freedman found that canescine (Har- 
monyl) a Rauwolfia alkaloid, was as in- 
effective as reserpine in influencing a series 
of mildly disturbed patients(75). Reser- 
pine is also of limited value in chronic psy- 
choses(76). In general the Rauwolfia alka- 
loids, especially rescinnamine ( Moderil), 
can best be used in acute anxiety or tension 
states(77). 

Wright found azacyclonal (Frenquel) 
very helpful in a number of cases of Pfro- 
pfschizophrenia(78). Both Odland(79) 
and Esser(80) find it useful in the treat- 
ment of schizophrenia, especially in reduc- 
ing hallucinations. Animal experiments 
suggest that Frenquel may bring on both 
hepatitis and pancreatic lesions. 

Meprobamate relieves acute anxiety and 
is very widely prescribed in combination 
with benactyzine (Suavital) in the treat- 
ment of depression(82, 83). Its action has 
some similarity to that of the barbiturates, 
and it similarly may induce addiction. Dogs 
die after sudden withdrawal of meproba- 
mate(84), and human subjects may experi- 
ence severe withdrawal symptoms involving 


insomnia, tremors, hallucinations and con- 
vulsions(85, 86). 


SLEEP, STEROIDS, NOVOCAINE 


Monnerot and his associates, on the basis 
of their large experience with 700 cases, 
insist that sleep therapy is not only useful 
in the treatment of neuroses and reactive 
states, but has definite though limited use- 
fulness in the management of delirium, 
epilepsy, manic-depressive psychoses and 
schizophrenia(87). Schmidt in Germany 
(88) reports that 78% of a carefully selected 

. series of cases of neurasthenic exhaustion 
responded well to a 2-week course of treat- 
ment involving 15 hours sleep a day in- 
duced with a phenothiazine-barbiturate 
mixture ; he adds that suitable psychologi- 
cal concomitants in psychotherapeutic fol- 
low-up are important. Moore in Australia 
(89) makes a similar report, with almost 
identical conclusions. Bollinger in Switzer- 
land(90) reviews his experience with 250 
cases and concludes that schizophrenic de- 

"pressions are especially helped. The treat- 
ment has its dangers, though modern anti- 
biotics reduce the risk of pneumonia(91). 
A good review of the literature has been 
written by Rosman, a third year medical 
student at McGill(92). McGill is in fact 
the only center this side of the water that 
has so far made adequate use of this im- 
portant treatment modality. Cameron and 
Parde report remarkable results with a 
combination of sleep and electroshock 
fos in chronic paranoid schizophrenia 

A group of British authors(94) using the 
steroid preparation TS 658 (Neurosterone) 
in a double blind experiment concluded it 
was markedly beneficial to a number of 
female schizophrenic subjects. Vlavianos 
and Fink(95) found an androgen prepara- 
tion, nor-eth-androlone (Nilevar) helpful 
to most of a small series of deteriorated 
patients. 

Remarkable is the revival of interest in 
Novocain treatment for the aged, recom- 
mended many years ago by the Huneke 
brothers in Germany(96) and now de- 
veloped on a large scale especially in Ru- 
mania by Prof. Aslan and associates. Its 
value is related not merely to its mildly 

central stimulating properties but to a 
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supposed enzyme or vitamin effect that 
retards the aging process. The literature 
suggests that it is worthy of attention(97,~ 
98). 2 
HOW GOOD IS INSULIN ? 


The Second International Conference on — 
Insulin Treatment held recently in New 
York raised the question, has insulin treat 
ment been outmoded ?(99) The criticalcon- — 
sensus was that it was not. Though its 
value in the treatment of acute schizo- 
phrenia is repeatedly confirmed( 100), 
ton claimed he could reproduce the r 
with oral and intravenous administration of — 
glucose alone(101), while Tink and his as- 
sociates(102) found that chlorpromazine 
was just as good, or just as bad, since im- 
provement was twice as frequent with. 
psychotherapy or electroshock. Labhardt’s 
cases(17) did much better than Finks on — 
chlorpromazine, but in spite of that he 
thinks insulin treatment should sometimes 
be started early or combined with chlor 
promazine if the drug alone is not su 
ing. Neat experiments can supplement but 
cannot replace long clinical experience: 
Blair and Brady are not sure that chlorpro= — 
mazine is superior to insulin in acute schizo- 
phrenia(103), and Kalinowsky still favors — 
insulin in such cases(104). 


J 

l 

i 

, 

CELLULAR THERAPY AND TRANSFUSION 


Though Filatov's cellular therapy is high- 
ly regarded in his homeland, no claims are i 
now made for its psychiatric value. 149 — 
continental version, Niehan's ER e 1 
py, promulgated in a most unscientific Wahr 
beginning to be used without discrimine 
tion by a few individuals abroad and he di j 
but it will need to give a better account OF M 
itself before it merits serious considera0 
in psychiatry. Foreign protein, howevely 
might well have a useful stimulating po 
Conason and Ryberg( 105) make out E ri 
case for the presence of some immuno: p 
gic or anaphylactic brain sensitization P^ 
schizophrenia, and prescribe a desensem 
tion regimen consisting of adminisu* À 
of adrenal cortical extract and foreign F 
tein. Jarosz in Poland(106) used re eu 
intramuscular or hypodermic injection ys 
preserved blood in a varied series 0 P 
atric diseases and claimed good re$ 


1959) — 
his menopausal and pre-senile cases, while 
Csiky and his associates describe a new 
successful treatment of acute catatonic ex- 
citement with repeated blood transfusions 
(107). 


MISCELLANEOUS 


A proposed variant for electroshock is 
the inhalation of the convulsant hexafluoro- 
diethyl ether (Indoklon). It is said to be 
prompt and effective, causes no jackknifing, 
and reduces both apnea and post-convul- 
sive confusion(108, 109). Apter reports 
that of 4 bilateral adrenalectomies in 
chronic schizophrenic patients, one patient 
(who had developed his psychosis after 
bilateral orchidectomy ) recovered(110). In 
this connection it is interesting to note the 
report of a case of depressive psychosis 
with both chemical and pathological evi- 
dence of hyperadrenocorticism cured by 
subtotal adrenalectomy ( 111). 


ECLECTICISM, RUSSIA AND THE FREE WORLD 


Altschule(112) has induced some inter- 
esting chemical reversals and clinical im- 
provement in a few chronic schizophrenics 
with beef pineal extracts ; the improvement 
Was associated with increased blood gluta- 
thione levels. A group of Russian workers 
(113) claim some success in treating para- 
noid schizophrenia, senile psychoses and 
epilepsy with direct glutathione administra- 

n. 

Another pair of Russian workers used 

yroidectomy in the treatment of certain 
affective psychoses(114). Following the 
lead of that grand old man of psychiatry, 
Gjessing(115), Danziger in Wisconsin is 
Teporting quite startling success with his 
thyroid treatment of schizophrenia (116). 

ach, Celian, and Rawson(117) success- 
; y use triiodothyronine in similar ways. 
S$ use in autism of children has already 
een mentioned(72). 
bewildering variety of drugs and 
cents now proposed or current is be- 
ming a problem, especially since every 
he company is trying to discover and 
nd s new drugs or find patentable vari- 
ki 9f old ones. This has some advantages, 
» Some serious drawbacks too. Dr. La- 
Fo of Johns Hopkins(118) says some 
Portant things about the drug industry 
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and Americam medicine. Laurence and 
Pond(119) in their article, "The Trade in 
Tranquility," make some erudite, wise and 
amusing observations on the tranquillizing 
field. In Russia they seem to have no such 
great variety of new drugs, though there 
are representative samples of each type 
available. Moreover, in Russia many of the 
older drugs are still widely used. As a mat- 
ter of competitive interest to us, they seem 
to use an extraordinary variety of treatment 
agents in their psychiatric work : caffeine, 
cola, strychnine, glutamic acid, glucose, hor- 
mones, blood transfusions, subcutaneous 
oxygen insufflation, bromides, codeine, di- 
onin, hydrotherapy as well as other physical 
therapies, convulsive, sleep and insulin 
therapies, and nitrous oxide inhalations. 
Chlorpromazine and reserpine are used, in- 
jections of sulphur in oil are sometimes 
given, and common use is made of anti- 
biotics in acute psychoses( 120-122), 

The variety of treatment possibilities now 
described in the psychiatric literature justi- 
fies and requires our use of a similar wide 
range of modalities. There is probably no 
one best treatment for a given category of 
cases. What we now need is not only new 
and better treatments but much greater 
resourcefulness and individual discrimina- 
tion in using the many tools we now possess. 
This is now being demanded by an increas- 
ing number of our leading psychiatrists 
(123-195). Never before have practicing 
psychiatrists had such rich and varied op- 
portunities to treat and cure their patients. 
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PSYCHOSURGERY 
WALTER FREEMAN, M.D.: 


Analytically oriented psychiatrists have 
tended to shy away from the study of lobo- 
tomized patients. Eugene Brody(4), how- 
ever, reporting a study of 11 patients before 
and after anterior lobotomy, finds that the 
overwhelming aggressive energies medi- 
ated by the superego are reduced, and that 
the ego functions can then engage in or- 
ganized control of objects without destroy- 
ing them. The lobotomized schizophrenic 
is a more successful schizophrenic in that 
he has achieved what he has always 
wanted : that oral reunion with his mother 
previously feared as engulfing or devouring 
and threatening to his identity. Aggressive 
discharge was more readily evoked, less 
intense, more organized, and goal directed. 
The cathetic charge was leyelled so that 
persons became interchangeable and thus 
more useful objects, At the same time more 
avenues of discharge were at his disposal 
—the ego could relax its defenses. The pa- 
tient could take more pleasure in libidinal 
discharge through dream and fantasy, with 
acceptance of previously frightening pas- 
sive wishes. Restrictions on pregenital in- 
dulgence were removed. 

Brody's report may help to overcome 
some of the abhorrence for psychosurgery 
still felt by the majority of analytically 
trained therapists. Pragmatically. lobotomy 
returned 8 of his 11 patients to their homes, 
made them "more successful schizophren- 
ics," after at least 3 years of disability. 

The moral problem, discussed by Father 
Gerald Kelly(15), indicates that lobotomy 
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and similar operations are justified when 
medically indicated as the proper treatment 
of serious mental illness or of intractable 
pain, provided the indications are clear and 
the expected advantages will outweigh the 
possible evils. In general, he states, good 
medicine is good morality. Freeman(11) 
considers psychosurgery licit on the basis 
that the individual can sacrifice a part m 
the interest of the whole. Rather than be- 
ing a measure of desperation lobotomy be- 
comes the turning point in reconstructive 
therapy. f 

Cretae and Solomon(12) _ showing 
how a supposedly hopeless patient E 
after lobotomy display almost undre 
of resources for integration and successiu 
living, points out how this fact 


may be the key to the vast reluctance of m, 
chiatrists to employ lobotomy as a eg s 
therapeutic tool. Conscious of possible a 
resources in even the most deteriorate P 
tient, each prefers his own approach in br d 
ing or eliciting therapeutic growth—one gi = 
intensive psychotherapy, another ce er 
mental manipulation, a third regressive e/e 
shock and a fourth pharmaceuticals . . - A 
we are faced with the problem of the de me 
balance between our faith in the future pes 
the ravages of time on our schizop 
patients, 


In the growing disillusionment with po^ 


quilizers and euphoriants on the tor 
keen observers outside large men assign 
pitals, Kalinowsky(14) attempts ede ding 
a role to various other treatments incu 
psychosurgery. Increasingly good te di* 
he says, in response to an intempera 
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cussion by Kline, will come when all avail- 
able methods are used and when each treat- 
ment is applied at the proper time to the 
proper patient. 

Of historical value, since major prefrontal 
lobotomy has been practically abandoned, 
is the report by Freeman(8) of 500 patients 
followed for from 10 to 20 years after op- 
erations by Watts. In another paper(10) he 
tells how he did it. Counting all survivors, 
70% were out of hospital and 50% usefully 
occupied during this late period. He an- 
alyzed the causes of failure, concluding that 
preoperative deterioration and advance of 
the disease far outweighed the bad effects 
of sections made too far back. 

Numes da Costa(6) followed 197 chronic 
hospitalized patients for a period of 2-7 
years after lobotomy. There were no com- 
plete remissions and only some 13% were 
home; relapses were frequent. He con- 
cluded that leucotomy could interrupt, for 
a variable period, the evolution of the 
process, but not stop it nor favorably modi- 
fy it. Study of the patients long after opera- 
tion showed superficial thinking, alterations 
in perception, reduction in attention and 
Memory, lessened initiative and reduced 
affective resonance. These, with many other 
aspects, appear to the reviewer to be mani- 
festations of the disease rather than re- 
sults of the lobotomy. This is also the con- 
clusion of Bimenti(2) on the basis of 30 
chronic psychotics who showed little 
Change in behavior after operation. “De- 
terioration could be related to the natural 
evolution of the malady.” In other large 
Le Cenacchi(5) reports 33% discharged 
Tom hospital, Fessard(7) 408, and a re- 
E in preparation by the Board of Control, 

"gland and Wales(3), covering 10,000 
pects, exceeds even the latter, It must be 
poled that all these patients had failed 
9 improve on other therapies. 

Holland, et al.(13), working with 12 dis- 
edt Psychotic children and adolescents, 
ie d considered most unfavorable ma- 
d Observed relief of hostility in all but 

RAM 7 were in school or at work. 
i was beneficial not only in schizo- 

> ics but also in postencephalitic be- 
"uk Or disturbances. Similar patients did 

improve under other treatments. 
horpe(18) followed 50 patients operated 


upon when over 65 years of age for another 
5 to 9 years and found among survivors 21 
recovered, one improved and only one un- 
changed, “There is little danger of post- 
operative mental deterioration, and most 
patients will be enabled to live the re- 
mainder of their lives with added years of 
equanimity.” 

The only test of proven validity for 
prognosis in lobotomy was found by Mc- 
Reynolds and Weide(16) to be the Ror- 
schach Concept Evaluation Technique. 
Mental efficiency and retention improved 
due to lessened anxiety. “Our evidence in- 
dicates that prefrontal lobotomy did not 
bring about basic personality change.” 

Paganini and Zlotlow(17) tested 50 
lobotomized patients with chlorpromazine 
and found no increased incidence of con- 
vulsions in those subject to them and no 
convulsions in those who had none previous 
to operation. 

The danger of bilateral hippocampal 
lesions is stressed by Penfield and Milner 
(18) since recall is gravely disturbed, al- 
though no other psychologic alterations 
were found. "We may conclude that an 
essential part of the recording mechanism 
is contained in the hippocampal zone. Cer- 
tainly, also, another part of the mechanism 
lies in the central integrating circuits of 
the brain-stem, circuits that have duplicate 
connections with the hippocampus." 
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CHILD PSYCHIATRY AND MENTAL DEFICIENCY 


LEO KANNER, M.D., anp LEON EISENBERG, M.D.: 


It has been evident for some time that 
the fields of child psychiatry and mental 
deficiency have become so large that com- 
prehensive coverage of a year's progress 
is simply not possible within the brief 
space allotted to this review. With the 
Editor's sage counsel to guide us, we have 
decided to forgo the largely enumerative 
reference to important papers that has been 
the custom in recent years. We propose, in- 
stead, to restrict our discussion to a few 
areas of current interest in order to pre- 
sent a more detailed account of new de- 
velopments. The fact that a particular pub- 
lication does not appear in these few para- 
graphs should not be construed as reflecting 
on its merit. 


CHILD PSYCHIATRY 


Knowledge of the long-term life experi- 
ence of children with psychiatric disorders 
is essential if we are to have a sound basis 
for formulating prognosis, evaluating treat- 
ment and assessing preventive measures. 
Yet with the exception of a limited number 
of studies, of which those on delinquency 
(1), hysteria(2), shy, withdrawn children 
(3, 4), schizophrenia(5, 6) and aggressive 
behavior disorders(7) may be taken as rep- 
resentative, there is a distressing paucity 

! Children's Psychiatric Service, The Harriet Lane 
Home for Children, The Johns Hopkins Hosp., 
Baltimore 5, Md. 


of information on the adult psychiatric 
status achieved by disturbed children. In 
this context, the remarkably thorough fol- 
low up studies of O'Neal and Robins(8-11) 
take on special significance. 

The St. Louis investigators utilized the 
intact files of a diagnostic clinic that func- 
tioned between 1924 and 1929. Culling 
records carefully, they obtained 524 cases 
which met the criteria of adequate wort 
up, age less than 17, white race, prob m 
behavior, and normal intelligence (IQ. a 
least 80). Against these patients id 
matched 100 classroom controls with 
obvious behavior deviations as indie 
by normal school advancement, ces 
attendance, and the lack of major is 
plinary infractions. Of this popula uu 
have been located 30 years later ! d Fd 
point to the unusual stability of the 
Louis community, but must be Se is 
as a tribute to the thoroughness an a 
genuity exercised by the authors an 
coworkers. i 

Data obtained from structured psychi 
atric interviews, supplemented by ues 
from social institutions, were e apo 
separately to 3 psychiatrists, W1 for the 
ment between at least 2 required ne 
statement of a formal APA ars 
liminary results from the first the 
and 35 controls form the basis for controls 
report(8). Whereas 60% of the 
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were without psychiatric disease in adult 
life, only 21% of the former patients could 
be so categorized. Contrariwise, only 3% of 
the controls but 18% of the patients ex- 
hibited psychotic syndromes. 

When the child patients were assigned 
to one of three broad diagnostic categories : 
adjudicated delinquency, antisocial be- 
havior disorder without court sentence, and 
neurotic disorder, Group I was found to 
produce the most sociopaths, Group II the 
most psychotic reactions and Group III the 
most non-diseased adults (though signifi- 
cantly fewer than did the controls). The 
difference in outcome between Groups I 
and II is somewhat puzzling. Was the com- 
munity making a prognostic distinction that 
led to court action for the former but not 
the latter—or did the train of social conse- 
quences initiated by sentencing influence 
ultimate outcome ? The figures are of course 
preliminary and may be altered in the final 
statistical evaluation. 

The former patient group had a higher 
death rate (attributable to violence), 
proved more mobile, had more arrests and 
contributed disproportionately to the di- 
vorce rate and to the production of dis- 
turbed offspring(9). Robins(10) found 
that children with the symptoms of running 
away were the most likely to become adult 
Sociopaths, 

The most recent report(11), based on a 
Survey of the 28 children who became 
schizophrenic, presents data that should 
fad to a revision of our concept of the pre- 
morbid personality. These children were 
characterized by pervasive antisocial traits : 
ayaa physical aggression, pathological 
ying, incorrigibility, running away, and 
Paranoid ideation, It was not any single 
Symptom, but rather the multiplicity of 
Symptoms and the evidence of distortions 
all areas of human relatedness that dis- 

nguished these children from the others. 

Extrapolation from these results should, 

owever, be undertaken cautiously. The St. 

ouis clinic population was heavily loaded 
Mies Patients who were referred for anti- 
cial behavior. The definition of childhood 
ough 16) is unusually broad. It would 

5 oa great value to have a parallel study 
mee by a psychiatric facility whose 
* is more representative of neurotic 


syndromes and whose population is some- 
what younger at referral. Nonetheless, it is 
clear that, for the first time, we have ade- 
quate documentation of the predisposition 
of the untreated disturbed child to become 
a psychiatrically ill adult. Moreover, these 
findings should spur a reexamination of our 
preoccupation with treating the neurotic 
child to the exclusion, often, of the anti- 
social child, since it appears to be the latter 
who constitutes the greatest risk for later 
personal and social decompensation. 

In parallel fashion, other clinical studies 
reported during the year have added sig- 
nificantly to our knowledge of the longi- 
tudinal development of normal children. 
Sontag and his coworkers(12) have pre- 
sented valuable data obtained from serial 
intelligence testing (age 3 through 12) of 
140 children in the Fels study population, 
a brighter than average group of pre- 
dominantly middle socioeconomic class af- 
filiation. The individual LQ. profiles indi- 
cate that curves of mental growth are 
idiosyncratic and vary widely (from one 
case displaying a gain of 70 I.Q. points to 
one with a loss of 40). Personality ratings 
suggested that children who at 6 scored 
high on “independence” were the ones like- 
ly to show acceleration in later intellectual 
development. Ratings at age 10 indicated a 
strong correlation between gains in LQ. 
and a series of personality factors that could 
be subsumed under the general category 
of high motivation for achievement. Levels 
of parental education and I.Q. increments 
in children were positively related only in 
the case of mothers and daughters(13). 

Lapouse and Monk(14), in a paper that 
makes an important contribution to method- 
ology, have reported preliminary findings 
on the epidemiologic distribution of be- 
havior traits in a stratified sample of urban 
children. The high prevalence rates ob- 
tained for traits usually regarded as symp- 
tomatic of pathology raises the question as 
to whether these characteristics are neces- 
sarily indicative of psychiatric disorder or 
whether they may occur as transient de- 
velopment phenomena in response to stress 
(15). Chess and Thomas(16) have rein- 
troduced the issue of non-motivational fac- 
tors in behavior, a level of determination 
somewhat obscured in our contemporary 
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preoccupation with psychodynamic ele- 
ments. In an effort to assess the extent to 
which characteristic response patterns may 
be intrinsically determined, they have 
launched a much needed longitudinal study 
of the nature, consistency and modifiability 
of the response of infants to new stimuli at 
successive stages of development(17). The 
findings of this investigation will be awaited 
with considerable interest. 

Thus, we see emerging from this year’s 
progress in child psychiatry the outlines of 
a comprehensive body of data on the longi- 
tudinal development of normal and dis- 
turbed children, data against which we can 
more meaningfully assess the significance 
of the behavior disorders that confront us 
in the clinic. 


MENTAL DEFICIENCY 


The National Association for Retarded 
Children has sponsored the preparation of 
two outstanding publications, one surveying 
biological( 18), the other psychological and 
cultural(19), problems in mental subnor- 
mality. Beyond the very considerable serv- 
ice these monographs render in providing 
comprehensive annotated bibliographies, 
they highlight directions for future effort. 
Masland(18) has reviewed the promising 
leads for the understanding of mental de- 
fects that are emerging from laboratories 
of basic science. Yet, only rarely are these 
laboratories to be found in the training 
school center, isolated as it is from the 
community. He argues convincingly for 
the importance of building institutions 
for the defective in association with 
medical centers, if additional research in- 
terest is to be fostered. Correspondingly, 
funds for research in mental retardation 
should not be tied to problems with im- 
mediate clinical applicability, but should 
be expended for fundamental investigations 
on the embryology and metabolism of nerv- 
ous tissue, on obstetrical pathology, etc. 

In a thoughtful analysis of the psycho- 
logic literature, Sarason and Gladwin stress 
the need to go beyond the mere demonstra- 
tions of factors that correlate statistically 
with I.Q. in order to begin a close inquiry 
into underlying mechanisms. It is by now 
no longer a matter of dispute that I.Q. 
scores vary with culture. The pertinent 
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question is how these factors act upon the 
child to influence tested intelligence. In a 
similar vein, these authors assemble the 
clinical evidences of interaction between _ 
personality disorder and intellectual deficit 
as a key area for research. One can 

with this contention without accepting 

a viewpoint that tends too readily to re 
gard aberrant behavior in the defective as 
proof of a primary emotional disorder. The 
difficulties of diagnostic differentiation may 
be considerable(20) but should not be per- 
mitted to obscure fundamental clinical 
distinctions(21). 

1.Q. tests, useful as they may be in pre- 

dicting academic performance, fail to pro- 
vide an adequate measure of the potential 
of the retarded for adjustment in the com- 
munity. Lemkau(22) has noted the uni- 
formity with which studies of the preval- 
ence of mental retardation reveal a in 
case finding in adolescence with a rapid 
decrease in reported cases in adulthood; 
that is, once beyond the age of compulsory 
school attendance, the retarded merge into 
the general population. Jastak and White — 
man(23), on the basis of an epidemiologic 
study in Delaware, have called attention to 
the remarkable similarities in the adjust- 
ment patterns of the retarded and the 
normal; they conclude: “mental subnor 
mality, it seems, need not connote inal 
to fill an acceptable social role.” Even 
severely retarded chid E RP has 
surprising potentiality for at least m: 
murus as indicated by Saenger's eX 
cellent study of 500 former pupi e. 
York City special classes(24). Not less than 
one quarter were employed, half at a E 
of $20 or more a week ; sexual offenses - 
criminal behavior were almost non: 
As Sarason and Gladwin point out, we are 
in need of measures of problem-solving 5: 
havior “in non-school and non-test 5! for 
tions” in order to assess the capacities Y 
adjustment to community life of those ‘ 5 
dren who are classified by I. Q. tests S 
mentally retarded. cl S 
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CLINICAL NEUROLOGY 


WILLIAM H. TIMBERLAKE, M.D.* 


CIRCULATION 


Reliable criteria are described for clinical 
diagnosis according to a new classification 
of all known types of cerebrovascular dis- 
pp eed as far as possible on patholo- 

Myocardial infarction may be masked by 
i 4 associated neurological symptoms(2) 

nd associated acute cardiac disease ap- 
Peared to cause one-fourth of 66 cerebral 
EN okes(3). In congenital heart disease, loss 
fo coat ame and conyulsions, usually 
ed With brain abscess, are related to 
E edly lowered oxygen tension(4). The 
dae lesion causing death after age two 
E TT a heart disease was usually ab- 

s(5). Of 172 patients with rheumatic 
fart disease, 34 had cerebral emboli, One- 


a 
* 
Harvard Medical School, Boston, Mass. 


fifth died within 3 months. Two-thirds made 
virtually full recovery and during 4 years 
none had seizures(6). 

Mechanical stimulation constricts the 
larger vessels of the circle of Willis(7). 
There is no constriction of pial vessels up 
to 150 microns in diameter with sympathe- 
tic, parasympathetic, mechanical or elec- 
trical stimuli. Carbon dioxide caused a 25 
to 40% distention and oxygen a 10 to 15% 
constriction. Passive changes in caliber ac- 
companied a rise or fall of blood pressure 

8). 
he tienes of symptoms suggests ver- 
tebral-basilar or carotid thrombosis(9). 
The systolic murmur over the carotid. or 
ipsilateral eye as the lumen is narrowed 
becomes continuous with occlusion. How- 
ever, the carotid occlusion may be coinci- 
dental with the neurologic symptoms(10). 
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A difference of over 10% systolic and 15% 
diastolic pressure between the two eyes by 
ophthalmodynamometry suggests carotid 


occlusion. The test is contraindicated with 


glaucoma, retinal artery occlusion, high 
myopia and peripheral choroidal or retinal 
disease which predispose to retinal detach- 
ment, Error may result from glaucoma, in- 
flammation of the eye, cataract removal, 
papilloedema, central retinal artery occlu- 
sion, or sphenoidal ridge meningioma( 11). 
Five cases of confirmed internal carotid 
thrombosis with oedema simulated tumor 
or abscess(12). On the other hand papil- 
loedema with polycythemia is apt to be 
due to an infratentorial vascular tumor(12). 
An “impersistence” in closing eyes, hold- 
ing breath, etc. is noted in left hemiparesis 
_ (14). Oedema of the hand in hemiparesis is 
due to impaired lymphatic circulation. 
Oedema of the leg alone indicates throm- 
bophlebitis or cardiac congestive failure 
(15). Reinforcement of tendon reflexes( 16) 
and hyperactive tendon reflexes(17) de- 
pend on increased intrafusal fiber activity. 
The “prestarting” EMG discharge is 
DU decreased after a cerebral stroke 
Anticoagulants seemed useful in cerebral 
thrombosis particularly for intermittent at- 
tacks(19, 20). They may lessen sluggishness 
of blood flow at the infarcted area(21). In 


dogs, cerebral infarcts produced by homo- , 


logous blood clots were not significantly 
less with anticoagulants nor was the hemor- 
rhagic component greater( 22). Of 218 pa- 
tients on prolonged anticoagulant therapy 
for angina, 17 had major hemorrhage, fatal 
in one(23). Among 100 patients so treated 
for cerebral thrombosis or embolism with 
marked reduction in attacks, 30 had hemor- 
rhage and 3 died(24), 

Hypothermia reaching 24? C, in 90 min- 
utes protected dogs from infarction follow- 
n ions of the middle cerebral artery 

Among 65 cases of verified internal caro- 
tid or middle cerebral occlusion, 8 of the 
11 patients in coma more than a few min- 
utes died. At the end of two years 17 pa- 
tients were working, 22 were caring for 
themselves, 4 were bedridden and 22 had 
died. Four improved further after the 
second year. Nursing care to prevent 
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pneumonia and pulmonary emboli was 
important(26). 

The major causes for failure in ambula- 


‘tion of 200 hemiplegic patients were weak- 


ness, spasticity and atonicity. Ataxia, in- 
voluntary movements, poor motivation, 
mental deficit and aphasia were limiting 
factors but severe impairment of position 
sense was not( 27). 

Hypotensive treatment had little effect 
on the initial mortality (43%) from suba- 
rachnoid hemorrhage, but surgery lowered 
it to 212(28). Improvement of ophthalmo- 
plegia due to aneurysm of carotid, middle 
cerebral or anterior cerebral arteries was no 
better by intracranial than by carotid liga- 
tion(29). Without hypothermia ligation of 
middle cerebral aneurysms was no better 
than conservative therapy(30). Surgical 
treatment of cerebral angiomas did not im- 
prove the mortality rate(31). Davidoff(32) 
reports definite benefit from surgical re- 
moval of massive intracerebral hemorrhage 
when the patient is not in extremis. 

A quarter of patients with temporal art- 
eritis have ocular lesions(33). Doses of 
corticoids sufficient to keep the sedimenta- 
tion rate low protect the second eye(34). : 

Cerebral fat embolism was found in 24 
of 100 patients dying after injury. Symp- 
toms occurred within 72 hours and were 
not always preceded by pulmonary symp- 
toms, The cerebral emboli contributed to 
7 deaths(35). 


METABOLISM 


To prevent further brain swelling after 
head injury, physiological levels of oxygen 
and carbon dioxide must be maintained by 
posturing for drainage of secretions, tra: 
cheotomy, avoiding oral feeding, use 9 
oxygen and combating infection (36). A 

Disorientation, confusion, headache, " 
pilloedema and increased CSF pressure B: 
to hypercapnoea may occur when emp z 
sema is complicated by infection or ys 
gestive failure(37) or following japan 
tomy in an obese patient(38). Perform. 
tracheotomy and use a respirator. Av 
oxygen until the patient is in respire xi 
cause low oxygen tension in the c 
maining stimulus to respiration. Ad little 
was reported in 6 such patients wit 
to suggest liver disease(39). 
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The pathogenesis and management of 
hepatic coma has been reviewed by Sher- 
lock(40). Walshe, et al.(41, 42) suggest 
indoles as the toxin in hepatic coma. The 
effectiveness of neomycin in hepatic coma 
is not due to purgation and perhaps not to 
the effect on the intestinal flora(43). Kana- 
mycin is also effective(44). The worsening 
of EEG and neuropsychiatric state with 
increased protein and improvement with 
neomycin does not correlate with ammonia 
levels in arterial or venous blood or the 
CSF. Portocaval shunt is contraindicated 
when 150 grams of protein a day cause 
obvious personality change and constant 
slowing of the EEG(45). 

Azure lunulae are a sign of Wilson's 
disease(46). Serum copper was low in 11 
and definitely abnormal in 5 of 48 clinical- 
ly normal relatives of patients with Wil- 
son's disease(47). Disturbed renal function 
in this disease may be due to copper ac- 
cumulation in the kidney tubules(48). It is 
suggested that ceruloplasmin be given to 
correct the deficiency of ceruloplasmin 
Which may be the fundamental difficulty in 
Wilson's disease(49). 

The hallucinations of chronic alcoholism 
are usually auditory and occur when the 
Patient is well oriented and mentally clear. 

only one-fifth was the onset while the 
Patient was drinking. Almost all of the pa- 
tients had a cyclothymic personality. Hal- 
lucinations usually cleared spontaneously 
ina few hours or days but persisted for 
years in a few patients(50). 

„Acute delirium, convulsions, pyramidal 
signs and increased CSF pressures follow- 
mg acute hydration is apparently due to 
m increase of intracellular sodium(51). 
. OWsiness, weakness, coma and areflexia 
n acute renal disease is sometimes due to 
î rise in magnesium(52). 
hays arologie manifestations of myedema 
H € been reviewed by Nickel, et al.(53). 
com othyroidism specifically prolongs the 
ó action phase of the ankle jerk(54) due 
jp read of activity at the nerve-muscle 
m m às seen by repetitive, dyssynchron- 

Ei ischarges in the electromyogram(55). 
ia ighteen cases of Niemann-Pick disease 

Snosed by pathologic and chemical 
bids at biopsy or autopsy formed a 

series with death in 4 months to 20 
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years. In two patients mild symptoms first 

appeared at age 6. Mental retardation was 

severe in all who died but two patients 

went 7 and 9 years after the disease was 

established before the nervous system was 

[Peer Therapeutic efforts are discussed 
56). 

Phenylketonuria occurs only when there 
are 15 mg. in the serum. The serum may be 
positive by the 10th day of life, the urine 
by the 34th day(57). In most of 10 patients 
treated by diet for one to 3 years the IQ 
rose though not to normal, indication some 
damage before treatment. One child treated 
from 5 weeks has maintained an 88 IQ 
for 2 years. Too high a blood phenylalanine 
slows mentality, too low, slows growth. 
The diet must be continued at least be- 
yond age 5(58). 


NEOPLASM 


In a series of 238 intracranial tumors of 
childhood, 40% were benign(59). 

Meningiomas of the sella cause optic 
atrophy and loss of vision. Those of the 
sphenoidal ridge cause a homolateral optic 
atrophy with prooptosis. Those of the optic 
nerve sheath cause prooptosis without 
limitation of ocular movement and usually 
the optic foramen is normal(60). Mening- 
iomas of the sphenoidal ridge, sella and 
spine may cause transient symptoms two or 
more times before or during menstruation 
or during the last 4 months of pregnancy. 
This may be because they have little space 
in which to expand when they increase in 
size due to retention of water(61). 

Lumbar puncture caused a 2% mortality 
among 219 cases of glioblastoma, The spinal 
fluid was apt to be abnormal but not spe- 
cific. X-rays were abnormal in 5% and often 
lateralized the tumor. The EEG was ab- 
normal over the affected lobe in 49% and 
the adjacent lobe in 24%. Even ventriculo- 
graphy did not localize the tumor in 23%, 
emphasizing the importance of history and 
neurological examination. Long survivals 
were not greater in those operated upon 

62). 
: Only 12% of pituitary adenomas treated 
with the 2-million volt x-ray machine re- 
quired surgery to retain vision(63). 

Forty-five of 229 patients with reticuloses 
had neurologic symptoms(64). Seventeen 
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had mental changes and with terminal de- 
mentia the blood pyruvate was high. At 
autopsy 6 of these had no intracranial de- 
posits. Two had optic atrophy due to invas- 
tion of the optic nerve. Seven of 9 patients 
with retinal hemorrhages died within 6 
months. The spinal cord was compressed 
in 16 patients but in 5 others cord symptoms 
were apparently due to compression of 
vessels at a distance. Therefore a myelo- 
gram should be done before radiation treat- 
ment is given. Peripheral neuropathy was 
due to pressure, herpes zoster and poly- 
neuropathy in 4 patients each. 

A sensory neuropathy is found with mye- 
loma as well as with cancer. It does not 
parallel the severity of the myeloma or 
the elevation of the CSF protein and may 
precede them. No tumor or amyloid was 
found involving the nerves or roots(65). 
In 92 patients with leukemia, lymphoma or 
myeloma, dorsal root ganglia or adjacent 
nerve were infiltrated with identifiable tu- 
mor in 16 and probable tumor in 11(66). 
Meningeal infiltrations in leukemia devel- 
ope slowly and are not reached effectively 
by drugs so they cause symptoms some 
months after the start of treatment. The 
symptoms suggest bleeding but none is 
found. Small doses of x-ray help and in- 
trathecal drugs should be considered. The 


prognosis is poor(67). 
INFECTION 


During poliomyelitis epidemics 80% of 
non-paralytic cases may be due to polio, 
but at other times less than 5% are (68). 
The WHO Expert Committee on Polio- 
myelitis has therefore proposed replacing 
non-paralytic poliomyelitis” with “aseptic 
meningitis syndrome” qualified by specifica- 
tion of the etiologic agent where known 
(69). Similar symptoms may be due to 
ECHO type virus(70, 71) or Coxsackie 
virus(72, 73) which must be identified by 
tissue culture and the serologically identifi- 
able(74) mumps, lymphocytic choriomen- 
ingitis, herpes and tick-borne viruses(75). 

Bronchitis in poliomyelitis patients 
should be treated with postural drainage, 

assisted coughing, oxygen and a respirator, 
but bronchoscopy should be avoided. The 
vital capacity should be measured daily 
(76). Medical and surgical complications 
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of severe poliomyelitis are reviewed by 
Riley and Batson(77). 

Twenty-five more cases of an acute gen- 
eralized ataxia with stupor, low fever and 
normal spinal fluid recovered completely 
(78). 

One-third of patients with cytomegalic 
inclusion disease have dilated ventricles 
outlined with calcium(79). 

Among 175 patients with Sydenham's 
Chorea, 14 with frank rheumatic fever de- 
veloped chorea after the sedimentation rate 
was normal. Choreiform movements lasted 
a few days to more than a year; half re- 
covered in 10 weeks. Movements recurred 
at times of duress but less than 20% had 
recurrences. Treatment was rest and seda- 
tion(80). 

In tuberculous meningitis the fall in 
CSF sugar is a help to diagnosis particu- 
larly in the lymphocytic stage and the fall 
is greater the more severe the disease. Nor- 
mally the CSF sugar is 0.6 of the blood 
sugar which should be determined at the 
same time. The rise in total protein is less 
constant or reliable. The CSF smear 5 
positive in 37% and the culture in 79(81). 
By x-ray there may be slight enlargement of 
the sella and in children, diastasis of 
sutures(82). A 15 to 20 cc pneumoence 
phalogram is safe and helpful in assessing 
the amount of exudate in the cisterns an 
sulci. Only when PPD was added to strep 
tomycin and isoniazid was clearing of ext: 
date seen. On follow-up 14% had calcifica 
tion in the interpeduncular or chiasmati¢ 
cisterns or the Sylvian fissures. Four made 
useful recovery despite huge ventricles (83): 
Calcification in basal cisterns or intracere 
brally first appears after 15 months 
is seen in one-third by 3 years, but in * 
more by 5 years. It is more marked bo: 
severe initial infection and those with ot 
rologic sequelae. All 6 children W 2 
lapsed had calcification( 84). UA 

Treponema Pallidum Immobilization d 
Treponema Pallidum Complement Fixe s 
tests in 2,000 patients difficult to diagn 
serologically disagreed in 11.5% an at A 
inconclusive in 1.22(85). A comp eri 
fixation test using protein from E 
avirulent treponema is safe, inexpen "m 
and as sensitive as the TPCF test(86)- 
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anamnestic "treponemin" intradermal test 
has proved specific(87). 

During the past 8 years the Biologic 
False Positive reaction has increased to 
43%. It appears to be related to gamma 
globulins(88). Because of its importance 
as a warning of other diseases the VDRL 
and Kolmer tests can be made more sensi- 
tive to non-treponemal anti-lipid by de- 
creasing the lecithin from 0.27 to 0.152(89). 

Severe cardiovascular syphilis may co- 
exist with mild neurosyphilis(90). 

The sensitivity of treponema pallidum 
was slightly increased on the first passage 
through media containing penicillin but 
remained the same through the next 6 
months of passages(91). 

The 5-year follow-up of 1,086 general 
paretics treated with penicillin indicates 
that 6 million units of penicillin is ample. 
Simple dementing psychosis was more fre- 
quent than all other types combined. The 
spinal fluid was positive and the cells in- 
creased but rarely the blood serology was 
negative. Progression and death occurred 
almost exclusively with severe pretreatment 
psychosis. Prognosis was poorer with longer 
pretreatment psychosis, inability to hold 
usual job, incontinence, lack of self care 
and the presence of convulsions. CSF 
Pleocytosis indicated an active process and 
Sreater susceptibility to treatment. Retreat- 
ment is indicated only if initial treatment 
is less than 6 million units, if clinical symp- 
toms improve than increase, or if there are 
5 or more cells in the CSF one year after 
treatment. Prompt treatment results in 
clinical remission and ability to work in 

» and even the severe institutionalized 
Patient has a 33% chance to improve and 
Work. The death rate is 4 times that among 
Don-syphilitics but only 9% of penicillin- 
treated paretics are dead in 10 years com- 
Pared with 100% in 4 years before malaria 

atment was introduced (92). 

Brain abscess is as frequent as before 
antibiotics and half of the patients who are 
Comatose die(93). Haphazard antibiotic 
treatment of middle ear infection results 
m a chronic asymptomatic course which 
may end in lateral sinue thrombosis(94). 
ue ulfonamide treatment of meningococcal 

ection in children is effective. Of 16 
Patients with Waterhouse Friedreichson 
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syndrome, 13 died. A transfusion of whole 
blood should be given and then 4 to 20 ml. 
of steroid in 1,000 ml. of diluent until the 
blood pressure is normal. One-tenth of 
those with meningitis had subdural effu- 
sions. The family contacts should be given 
sulfonamides(95). 

Cryptoccus(96) and coccidioidomycocis 
(97) are effectively treated with ampho- 
tericin B. Larger doses injure the kidney. 

The differential diagnosis of the fundus 
in toxoplasmosis is pictured by Fair(98). 
The methylene blue test proved reliable 
in volunteers(99). The child's mother 
should also be tested (100). Toxoplasmosis 
is suppressed by pyrimethamine and triple 
sulfonamides( 101). 

Intracranial hydatid disease acts like a 
meningioma. In 36 cases none had intra- 
cranial calcification ; eosinophilia and posi- 
tive complement fixation or skin tests were 
rare(102). 

Tetanus should be suspected in all cases 
of "muscle spasm." Prognosis is good if the 
interval from first symptom to first gen- 
eralized spasm is more than two days. 
Barbiturates are as effective as chlorproma- 
zine but the latter controls spasms with 
less stupor or respiratory depression(103). 
Severe cases may need tracheotomy, tube 
feeding, a respirator and curarization( 104). 


OTHER CNS DISEASES 


Schumacker has reviewed current knowl- 
edge about multiple sclerosis(105). Peri- 
pheral neuropathy in MS is attributable to 
malnutrition(108). Induced hyperthermia 
aggravates the symptoms in proportion to 
the increase in body temperature(107). 
CSF from 32 patients with MS was cultured 
for 2 to 6 months without isolation of 
Steiners spirochaeta myelophthora(108). 
Venous congestion of a spinal epidural 
hemangioma in late pregnancy may mimic 
multiple sclerosis(109). 

Chemithalomectomy seems more effec- 
tive for movement disorders than chemi- 
pallidectomy. These operations improve 80% 
of Parkinson patients, have a mortality of 
2.4% and cause hemiplegia in 2%, However, 
they should be reserved for the patient 
who is unable to lead a useful life but is 
not mentally deteriorated and preferably 
has unilateral involvement, ( 110, 111). Kur- 
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land(112) in an epidemiological survey of 
a number of neurologic diseases confirms 
that Parkinsonism is appearing at an older 
age(113). In New Guinea a rapidly pro- 
gressive Parkinson-like disease affects all 
ages(114). 

Antihistamine drugs do not alter gingival 
hyperplasia due to diphenylhydantoin( 115, 
116). In man the toxic N-methylated anti- 
convulsants are rapidly and completely con- 
verted to the corresponding demethylated 
anticonvulsant and there is no evidence 
that their brief time in the body in the toxic 
form improves seizure control(117). Anti- 
convulsant drugs acting as competitive in- 
hibitors of the B;;-folic acid enzyme system 
cause macrocytosis and rarely macrocytic 
anemia. Treatment, as in pernicious ane- 
mia, improves the abnormal brain activity 
as well as the anemia(118). 


PERIPHERAL DISEASES 


Neuropathy may be the initial clinical 
manifestation of diabetes(120). It is then 
often of rapid onset, asymmetrical with 
prominent pain, weakness and atrophy. The 
prognosis is good even if the diabetes is 
not controlled(121). Neuropathy may be 
precipitated or aggravated by rigorous con- 
trol with insulin but then subsides( 122). 
The elevation of CSF protein in diabetes 
is not related to the duration or control of 
the diabetes. It is more often raised in 
patients with neurological symptoms( 123). 

Amyloidosis is best diagnosed by biopsy. 
The Congo Red test is positive in only 
one-third and is hazardous(194). 

Anticholinesterases inhibit muscle choli- 
nesterase and allow enough acetylcholine 
to accumulate to overcome the competitive 
type of block at the nerve-muscle junction 
in myasthenia gravis. However, too much 
acetylcholine causes a persistent depolariza- 
tion of the end-plate and weakness. The 
“oximes,” PAM (pyridine-2-aldoxime) and 
DAM (diacetyl monoxime), are antidotes 
for organophosphorous compounds and the 
anticholinesterase action of the quaternary 
ammonium compounds( 125), They have no 
action against the depolarizing block of 
succinylcholine(126). In overdosage of 
anticholinesterase the oximes improve 
strength but in underdosage of anticholines- 

terase they impair strength. They can not 


only cure a cholinergic crisis but may con- 
vert it to a myasthenic crisis. It is therefore 
recommended that in a cholinergic crisis 
their effect be titrated by giving 500 mg. 
doses every 5 or 10 minutes(127). Atropine 
must be given to counteract the muscarinic 
symptoms ; artificial respiration and oxygen 
may also be necessary. 

Among 380 patients with myasthenia, 
symptoms usually become generalized with- 
in two years, but in 20% were limited to 
the ocular muscles. Most deaths occurred 
in the first 3 years. Remissions of 6 months 
to 18 years were not related to medication, 
and half occurred in the first year. At the 
time of study, 13% were in remission, 26% 
were better, 10% were worse. Symptoms at 
times became worse with infections, post 
partum and 2 weeks before menstruation. 
One-third were worse during the first 3 
months, and one-quarter were better dur- 
ing the last half of pregnancy. Seven per 
cent had thymomas and these had a more 
severe, rapid course. Three per cent were 
hyperthyroid and improved after treatment 
for it. Neonatal myasthenia was not re- 
lated to duration or severity of the mothers 
myasthenia (198). Osserman et al. have re- 
ported on 282 other myasthenics(129). 

Procaine amide, 2 to 4 grams per day, 
relieved voluntary contraction myotonia 
but had no effect on percussion myotonia 
(130). 

After temporal lobectomy it is found that 
the fibers representing the part of the 
visual field nearest the vertical meridian 
pass furthest forward in Meynerts loop 
but do not quite cap the temporal horn 9 
the ventricle. The ipselateral fibers form à 
layer external to the contralateral fibers in 
the optic radiation( 131). 


CEREBROSPINAL FLUID 


Half of the patients with gliomas ei 
an increase of cells. The total protein W 
increased in all acoustic neuromas. In si 
the cell count was 5 to 20 in 12% and was a 
high as 82. Six had one or two poe 
combined system disease, the protein t 
over 100 mg. % in only two cont 
went as high as 3,500 to 4,000 mg. per 
in polyneuropathy and cord tumor(1 tic 
leukoencephalopathy the electrophore y 
peak for gamma globulin is high an 
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row ; in MS it is broad and lower(133). In 
purulent meningitis there is no substantial 
increase in gamma globulins, but in ab- 
scess they are markedly increased and a 
value over 20% in meningitis indicates a 
complicating abscess(134). By producing 
trauma after obtaining clear fluid, a fall in 
red cells or oxyhemoglobin in successive 
tubes proved a reliable indicator of trau- 
matic tap. Storage of CSF at room tempera- 
ture for 6 hours did not affect xantho- 
chromia ( 135). 


DIAGNOSTIC PROCEDURES 


There was no correlation between PEG 
abnormality in young children and mental 
retardation(136). Increased intracranial 
pressure may enlarge the callosal and cin- 
gulate sulci and the cisterna ambiens on 
one side( 137). 

Eighty percent of 546 angiograms gave 
useful information. Complications increased 
when there was a progressive clinical pic- 
ture, depressed consciousness or intracere- 
bral hemorrhage. They were not related 
to number of injections or the age or vascu- 
lar state of the patient. Less than one-tenth 
of the non-fatal complications were per- 
manent(138), 

Positron scanning with Cu® gives less 
body radiation and fewer false positives 
with vascular accidents. However, when 
used with arsenic scans each detected some 
tumors missed by the other(139). 
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California Related Statistics, 1900-1956, 
State of California, Department of Public 
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in the Nervous System” by Maurice Victor, 
JAMA, May 3, 1958; “Alcoholism, the 
Chronological Background Leading to Cali- 
fornia’s Present Problem” by Wendell R. 
Lipscomb, California Medicine, February 
1958; and Alcoholism by Harold E. Him- 
wich, Washington, D. C., American As- 
sociation for the Advancement of Science, 
1957, which contains a series of papers 
read at a symposium under the auspices of 
the American Academy for the Advance- 
ment of Science in cooperation with The 
American Psychiatric Association and the 
American Physiological Society. 

. A second book also entitled Alcoholism 
(1) discusses the rehabilitation program at 
Bellevue Medical Center Consultation Clin- 
ic for Alcoholics, utilized by 14 New York 
companies. Other industrial programs are 
discussed. 

Numerous articles claim most excellent 
results from some of the newer drugs. One 
such article(2) claims that Ritalin is valu- 
able in the treatment of alcoholism but 
warns that there must be a careful evalua- 
tion of the cardiovascular status before 
using it. 

The author of another paper claims ex- 
cellent results in treating 100 cases of de- 
liium tremens by intramuscular Serpasil 
injections, intravenous alcohol, vitamins B, 
and B;; and strychnine. The patients be- 
came so calm they never required restraint, 
Large amounts of fluid by mouth could be 
given in 96 of the cases. The death rate was 
3% of all cases (5% of severe cases). A sec- 
ond group of 100 patients received chlor- 
promazine instead of Serpasil but did less 
well, with a death rate of 14% of all cases 
(278 of severe cases). 

A Swedish study of 44 patients with 
severe delirium tremens treated intensive- 
ly by electroshock, high doses of cortisone, 
vitamins B and C and supportive liver 
therapy, parenteral administration of hy- 
pertonic and isotonic fluids, with promazine 
and later chlorpromazine as sedatives, re- 
ports 7 (16%) deaths. A second series re- 
ceived vitamins with antibiotics when 
needed. At times blood pressure stimulants 

and antiepileptics had to be given. The 
mortality in 100 consecutively treated cases 
was 2%, 

Two articles stress the value of drugs as 


a type of conditioned reflex treatment. An 
article by Jackson A. Smith, et al.(3), again 
emphasizes the value of citrated calcium 
(Temposil) in the treatment of chronic 
alcoholism, in that it, like disulfiram, pro- 
duces a sensitivity to alcohol, but a less 
dangerous one. 

Two doctors at the Moscow District Hos- 
pital No. 1 advocate intravenous sodium 
thiosulfate. One injection a day for 4 to 5 
days to hospitalized patients established 
a stable avoidance response (negative re- 
flex). The patients then reacted to alcohol 
with vomiting or vomiting movements ac- 
companied by hand tremors, hyperemia, 
tachycardia and other vegetative symptoms. 
Of 78 patients, 25% failed to respond. Four- 
teen to 15 injections were necessary to 
produce a 5-month remission. 

The seventh annual report of the Al- 
coholism Research Foundation of Ontario 
states that Ontario has a total of 76,000 
alcoholics which since World War Il is 
increasing at an average rate in excess 
4,000 cases a year. The Research Founda- 
tion health program is being revised to 
include treatment for all alcoholic em- 
ployees. From 3% to 6% of the employees in 
those industries studied by the Foundation 
have alcohol problems and these employees 
average 15.5 days of absenteeism à year, 
about 10 days more than the normal em- 
ployees. f 

In Czechoslovakia, where a conservative 
estimate indicates the presence of 100, 
alcoholics, there has been an attempt t0 
control alcoholism and intemperance t 
setting up 20 antialcohol stations under. $ 
Ministry of Health, In 1955 these sate 
took care of 13,000 persons. The pom 
who appears at a station more than. but 
is reported to a committee for consi si 
tion regarding his job. The 142 ontpér 
clinics treated 3,000 patients in the Horn 
year (1955). Extensive group psychot liie 
py is carried out. Attendance at pes à 
is compulsory for one year after disc n 
as are also the taking of 3 courses of emé 

i f disulfiram 
or apomorphine and the use 0 f 
for one year. It was claimed that 25% mE 
first 1,000 patients treated were absti 
after one year. Later reports claim UP" 
40% abstinence and the number © 
improved was less than 20%. 


1959] 


REVIEW OF PSYCHIATRIC PROGRESS 1958 


621 


The health team approach to alcoholism 
which includes highly individualized men- 
tal and physical treatment is stressed by 
one author who sees the alcoholic as *de- 
monstrating the interrelatedness of prob- 
lems in health and disease" and as such, a 
valuable patient for the teaching of the 
"whole man" medical viewpoint. 

According to Life Insurance and Medi- 
cine, by H. Ungerleider and R. Gubner(4), 
violence is the chief cause of death from 
alcoholism. The death rate from all kinds 
of violence in a 1950 study was about 3 
times greater among drinkers than among 
nondrinkers ; 42% of death claims were due 
to automobile accidents. Suicides and 
homicides also ranked high as causes of 
death among alcoholics. The combined 
lethal effect of clinical alcoholism and cir- 
thosis of the liver was “pallid and insig- 
nificant” as compared with the role of fatal 
violence, 

According to a newspaper report, Dr. 
Horace E. Campbell, vice chairman of the 
American Medical Association's Committee 
on Automobile Injuries and Deaths, at- 
tacked the court-accepted idea that the 
alcoholic content of the blood must be .15% 
9r more to prove "under the influence." 
No one with a blood alcohol content over 
035 by weight should drive or attempt to 
drive à motor vehicle." He felt the Ameri- 
can public would not accept this sugges- 
tion and recommended that the reading of 
05% or the taking of more than two beers 
or two “shots” of whiskey should be con- 
sidered “under the influence” but with the 
certainty of a $50 fine at the first arrest. 
satific deaths would be cut from over 
0,000 a year to 15,000,” Dr. Campbell 
declared, 

: Glutamic oxalacetic transaminase (GOT) 
5 a widely distributed enzyme whose exact 
Purpose is unknown(5). Alcohol may liber- 
this enzyme, which then causes serious 
lyn ee especially to the heart and the 
Died levels have been reported to be 
"M igh in delirium tremens, particularly 

the peak of the mental and physical 
Symptoms, Upon the patient's recovery from 
Sig symptoms, the GOT level usually 
tho i to normal Delirium tremens is 
in “ght to produce acute liver cell damage 

addition to chronic liver disease, and 


possibly other organs or tissue of the body 
are likewise affected. 
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GERIATRICS 


In the present United States population 
of 175 million, females outnumber males 
by 1.5 million ; in the Census Bureau fore- 
cast of 272.6 million by 1980, the excess 
females will be double, or 3 million. Per- 
sons aged 65 and above are expected to 
increase around 0.5 million a year, reaching 
24.5 million in 1980, with 7 men to every 
10 women. Sheldon’s important compilation 
relates census data on the older age group 


to many other aspects of the population . 


and to socioeconomic issues(1). 

Verzar considers that man's decrease of 
adaptation might be used as a test of bio- 
logic age and, for understanding of the 
aging process, advises “a detailed study of 
protein chemistry." 

Results of an 8-year study of 150 sene- 
scent twin pairs aged above 60 showed a 
great shrinkage in numbers ; a consistent 
rate of decrease in intellectual abilities, 
but smaller than in cross-sectional studies ; 
higher mean scores in the retest series than 
in the large standardization group; and 
genetic factors demonstrable in the intra- 
pair differences between fraternal and 
identical twin pair groups(2). Biologic 
studies showed the genetic factor in lon- 
gevity to be enhanced in the white rat, 
by mating; and 3 different studies of hu- 
mans indicated a higher longevity in 
married persons(3). (Recently T. S. Eliot 
said, “‘Love reciprocated is always re- 
juvenating, . . . Before my marriage I was 
getting older. Now I feel younger at seven- 
ty than I did at sixty. Any man if he is alone 
becomes mort,aw 
ages.” ) 
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In his very interesting article on biologic 
sex differences, Shettles(4) notes that 
women can resist cold and heat better than 
can men, use up less energy, are more re- 
sistant to disease and are better operative 
risks. The female's greater longevity may 
partly be explained by her supply of gamma 
globulin (absence not uncommon in men 
but very rare in women), with its anti- 
bodies against infectious disease ; and the 
fact that estrogens evidently decrease chol- 
esterol and cholesterol/phospholipid ratio— 
while according to observations on animal 
and human castrates, androgens increase 
the male's metabolism and otherwise lessen 
his viability. 

Several recent EEG studies again cor- 
relate clinical mental deterioration with 
the amount of abnormal low frequency in 
senile patients. 

Numerous studies report success with 
the following treatments; with L-Gluta- 
vite in schizophrenic patients, many of them 
hospitalized for long periods, and without 
significant side effects; with oral metrazol 
in patients with mental confusion. With the 
various analeptic drugs, many chronic pa- 
tients could be discharged, although usual- 
ly the medication in small dosage had to be 
continued for a prolonged time, to maintain 
the improvement. The use of Frenquel 
proved effective in a series of 115 persons 
aged 52 to 96, Trilafon was reported to con- 
trol anxiety and agitation in a series of 
60 patients, except for 4 in terminal stages 
of cancer. Reports on reserpine combined 
with nicozol in treatment of 75 patients and 
with oral sex hormones in a series of 40 
male patients were favorable. Arneson(5) 
warns that a history of confusional episodes, 
tinnitus, vertigo and speech difficulties in 
elderly patients with symptoms of anxiety 
contraindicates the use of analeptic drugs 
and cites 2 fatal cases in which this treat- 
ment possibly hastened the cerebrovascular 
thrombosis. 

Self-government on 6 wards in the 328- 
bed geriatric service of a western VA hos- 
pital was favorably reported, especially for 
elderly psychotics, who gained feelings of 
personal worth and adequacy. 

Psychological reactions in aged amputees 
were found to hinder rehabilitation, sub- 

sidies for which are not granted by some 


states; but New York does so on recom- 
mendation of the attending physician. 

Shock's second survey of trends in geron- 
tology pointed to the scant research in basic 
biology and the important roles of heredity 
and diet in determining the rate of aging 
(6). 

The New York State experimental pro- 
gram includes 2 day hospitals, to determine 
whether day and night centers can sub- 
stantially replace hospital facilities. 

According to the APA committee's survey 
on aging, about 40% of psychiatrists treat 
no patients over age 65; about 60% treat 
some aged patients or have research in- 
terest; but only 1% spend full time in 
geriatric practice and none give full time 
to geriatric research. 

The University of California at Berkeley 
has expanded its former Institute of Child 
Welfare into the Institute of Human De- 
velopment, for the psychophysiologic study 
of the life span. Three groups of persons 
first studied as children 25 years ago will 
be a basis of 2 studies on aging—one on 
prevention or delay of degenerative 
changes, and the other on social problems 
of the aged. 

In their economic studies of the aged, 
Steiner and Dorfman(7) recommend can: 
tinuous education rather than re-education, 
to counter the usual problem of obsolescent 
skills in the aged. The 7 sins against older 
people listed by the head of a Boston re 
search center focus on the fact that society 
tends to discourage their initiative, pen 
alizes their earnings above a minimal d 
(by Social Security) and expects too little 
of them. About 50£ of families us 
of single persons in the aged have less rit 
a decent standard of living. Recently bee 
ing emphasized at a meeting of the M6 
tological Society the great need to P. 
ahead, in all insurance, Social Secu 
annuities and other socioeconomic nee 
for the time when, with the elimination | 
the degenerative diseases, most people x 
live in good health till age 80 to 100 Ps 

An International Human Relations ud 
has been proposed for 1970, to study m 
kind with the same RUNI P. the € 
in the Geophysical Year o! : P 

Excerpta Medica in July 1958 began 
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new abstract service, Gerontology and 
Geriatrics, Section XX. 
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EPILEPSY 


WALTER J. FRIEDLANDER, M.D.! 


BIOCHEMICAL AND PHARMACOLOGICAL 


. One of the most interesting and produc- 
tive advances in the field of epilepsy in 
the last year was the study of the amino 
acid, gamma-aminobutyric acid (GABA) 
a substance limited to the nervous system. 
Applied topically, it promptly, transiently, 
and selectively blocked the evoked sur- 
face-negátive potentials of the upper layers 
of the cerebral cortex and “unmasked” a 
Surface-positive potential; it was not a 
general depressant (1) (2) (3) (4) (5) 
(6). This action was likened to a “built-in- 
pec leant” In terms of alterations of 
‘yperpolarizing (inhibitory) and depolar- 
izing (excitatory) post-synaptic potentials 
(p.s.p.) of the apical dendrites that were 
zt summarized by Grundfest(7), GABA 
pue the depolarizing p.s.p. It was 
“own that glutamic acid formed GABA by 
i Pacon of glutamic acid decarboxylase 
: D) and that pyridoxal phosphate was 
& coenzyme, (8) (9) (10) (11) (12). Vita- 
as B-6 deficiency produced seizures(8) 
cna (14). There was a direct relationship 
ae GAD decrease and convulsions 
x (12) and brain GABA content and 

nvulsive threshold(15). Dilantin? in- 


c 
teased the GABA content in cat's brain as, 


(10) " pM effect on evoked potentials 


SEE REUS 
Cis OR erans Epilepsy Center, VA Hosp., 
> ass, 
4 : 
ue commonly used American proprietary name 
artous drugs is used wherever possible. 


Serotonin can inhibit synaptic transmis- 
sion but its role in seizures, if any, is not 
clear, It temporarily inhibited strychnine 
spike activity and was reported to prevent 
strychnine and Metrazol induced con- 
vulsions(18). Intracarotidly administered 
GABA was only 1/50th as potent a synap- 
tic inhibitor as serotonin(19). Convulsive 
hydrazides prevented the conversion of 5- 
hydroxytrytophan to 5-hydroxytryptamine 
(serotonin) probably through their action 
on the co-enzyme, pyridoxal phosphate 
(20). There was an increase in serotonin 
and cholinergic activity in the. cerebral 
cortex during electrical or Metrazol induced 
convulsions(21). Anticonvulsants increased 
brain serotonin but not the serotonin in 
other organs although elevation of seroton- 
in levels by Marsalid or 5-hydroxytryaptoph- 
an administration failed to protect against 
Metrazol induced convulsions( 22). 

There were other studies of the biochemi- 
cal alterations associated with seizures. 
Electroshock increased guinea pigs’ brain 
ribonuclease(23). A single electro-convul- 
sion produced a moderate decrease in 
glycogen of the molecular layer of the 
guinea pig’s cortex although there was a 
moderate increase in the substantia nigra, 
bulbar reticular formation, and inferior 
olives(24). Cortical biopsy material for 
human cases of “idiopathic epilepsy” 
showed an increase in albumin(25). Ad- 
ministration of analeptics produced a loss 
of brain intracellular potassium and a gain | 
of sodium(26). Epileptics had a normal 
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amount of total body water but they had 
a relative intracellular dehydration(27). 
Metrazol induced convulsions produced an 
alteration in only certain types of brain 
nucleic acids; the galactolipid (cerebro- 
side) content of the brain decreased during 
and increased after a Metrazol induced 
seizure(28). Protein metabolism of both 
the liver and the brain was decreased by 
Metrazol induced convulsions as measured 
by the uptake of radio-active methionine 
(29). 
The pharmacology of some of the anti- 
convulsants was further elucidated. It was 
shown that various methylated compounds 
are almost wholly demethylated in the 
body, e.g. Meberal was converted to pheno- 
barbital, Gemonil to barbital, Mesantoin 
to Nirvanol, and Tridione and Paradione to 
their non-methylated compounds. It was 
suggested that for “. . . practical purposes 
the clinical use of these methylated drugs 
amounts only to a devious means of ad- 
ministering the corresponding non-methy- 
lated compound"(30). The electro-physi- 
ological action of Tridione was compared 
to Dilantin and led to the suggestion that 
Diltantin does not elevate convulsive thresh- 
old but rather prevents the spread of sei- 
zure activity in contrast to Tridione which 
raises threshold and acts directly on the 
seizure focus(31) (32). Evidence was pre- 
sented that Dilantin enhances the active 
extrusion of brain intracellular sodium, de- 
creases glumatic and aspartic acid con- 
centration and increases glutamine, aspara- 
gine and GABA (17). A study based on the 
alterations of after-potentials reported that 
Dilantin decreased the excitability of the 
diencephalon only, Phenurone decreased 
the excitability of the diencephalon and 
cortex and modified the configuration of 
the rhinencephalon's after-potential, Tri- 
dione decreased the excitability of the di- 
encephalon and to a lesser extent the cortex 
and the rhinencephalon, and phenobarbital 
decreased the excitability of the dience- 
phalon and the rhinencephalon but in- 
creased the excitability of the cortex (33). 


CLINICAL 


A number of papers dealt with the in- 
cidence of seizures as a result of brain 
disease other than “idiopathic epilepsy,” 


[Jan. 


e.g.: of 153 cases of febrile convulsions, 
20% were associated with exanthema subi- 
tum(34); recurring convulsions occurred 
in 18% of 107 cases that suffered an ence- 
phalitis secondary to pertussis immuniza- 
tion(35) ; 4% of about 600 selected patients 
with mitral stenosis had epilepsy(36) ; 4% 
of 180 cases of myasthenia gravis had 
epilepsy(37) ; 8 out of 19 patients—42%- 
with phenylketonuria had seizures(38) al- 
though others gave figures of only about 25% 
(39) (40) ; epilepsy was not an uncommon 
sequelae of Japanese B encephalitis even 
when the patient had been asymptomatic 
for one to two years after the acute illness 
(41) ; almost one half of the patients op- 
erated on for brain abscesses develo 
seizures(42) ; 57% of 67 patients with 
measles encephalitis had o 1e or more con- 
vulsions although if the patient made a 
complete recovery, the chance of recurring 
seizures was very small(43) ; there was an 
unusually high incidence of febrile con- 
vulsions associated with Shigella enteritis 
particularly in children under 6(44) ; eight 
out of the 14 reported cases of neurologi 
complications of Cat-Scratch Fever had a 
convulsion and two of these continued hav- 
ing seizures(45) ; in a series of 24,562 con- 
vulsive treatments given to 893 patients, 
only 5 who never had ke WC 
developed epilepsy but in only one 
ha a second case could the ECT e 
strongly considered the etiological d 
(46) ; of 116 lobotomized patients, 21% ha 
seizures after 5 years(47) ; and, a new 
antituberculosis drug, Cycloserine, pe 
duced seizures in as a as a third o! 
the patients(48) (49) i 

Four papers reported on laughter n 
epileptic phenomenon(51) (52) (53) ( E 
"The site of the discharge in these cases Wo 
not agreed upon; the suggested ar a 
were : near the third ventricle and ad 
phalon with projection to the temporal pe 
the temporal lobe, and the hypothalam". 
Several other interesting types of pas E 
were reported : an interesting ein 
*hallucinatory epilepsy" in a patient who 
a temporal lobe tumor(55), a patient iib 
had a sensation of a supernumeraly ^ y 
as part of his seizure(56), two papers) Å 
ing with “Reading Epilepsy ( 57) (99^ 


report of two cases of adversive se 
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induced by unilateral disequilibrium (59), 
a presentation of three patients with Music- 
ogenic Epilepsy (60), and a very interesting 
case in which a rather complicated temporal 
lobe seizure could be dramatically modified 
by conditioning(61). The hereditary pat- 
tern of "cerebral light sensitivity" was re- 
ported by Watson and Davidson based on 
a study of 43 families : 65$ had one or 
more examples of light sensitivity other 
than the propositus, 3 consecutive genera- 
tions could be affected, males and females 
were about equally involved, the trait was 
not sex-linked, and penetrance was high 
with involvement of up to 100% of a sib- 
ship of 4(62). There was also the report 
with some p;;chological evaluation of two 
children with photogenic seizures(63). 
Several reviews of temporal lobe epi- 
lepsy were noteworthy(64) (65) as was 
a discussion of the “march” of temporal lobe 
epilepsy( 68). Glaser's review of the visceral 
manifestation of epilepsy(69) was inter- 
esting as was Livingston, et al. review of 
f poem with minor motor epilepsy 
From the diagnostic standpoint two re- 
ports stated that there was no elevation of 
cerebrospinal fluid glutamic oxalacetic tran- 
Saminase (GOT) in patients with convul- 
Sions(71) except if the specimen was taken 
during or soon after the end of a convulsion 
(72) whereas another paper reported ele- 
vation of both serum and cerebrospinal fluid 
el in patients with convulsive disorders 
| ). Lactic acid dehydrogenase (LDH) 
ig in the cerebrospinal fluid might be 
elevated in patients with seiuzures(74) but 
ee serum LDH(73). A chromogen 
oed from porphobilinogen was found 
E € urine of some epileptics when their 
th nes were tested for porphobilinogen by 
€ method of Watson and Schwartz(75). 


TREATMENT 


Of the numerous papers which discussed 
x general problem of medicinal treat- 
bt of epilepsy attention might be drawn 
EST) (77) (78) (79). There were 
eae of papers reporting the value of 
(81) 7 anticonvulsant drugs : Celontin(80) 
(87) (82) (83) (84), Diamox(85) (86) 
x (88) (89) (90), parenteral Dilantin 

status(91), Hibicon(92), meprobamate 
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(93) (94), Milontin(95), Mysoline(96), 
Peganone(97), Phenurone(98), procain 


and xylocain(99) (100), reserpine(101), 
Spirodon(102) (103), and Trinuride, a 
combination of phenylethylacetylurea, di- 
phenylhydantoin, and phenobarbital( 104). 
Several studies compared the value of vari- 
ous drugs e.g. Mysoline-Mesantoin-Dilan- 
tin-phenobarbital(105), X Diamox-Dilantin 
(106), and Mysoline-phenobarbital( 107). 
Among the more unusual treatments said 
to be effective was the subarachnoid in- 
jection of iodine(108) and hypnosis( 109). 
The toxicity of Tridione(110) (111), Me- 
santoin(112), Dilantin(113) (114), and 
Mysoline(115) were discussed ; the inter- 
esting observation of a rare megaloblastic 
anemia or the not as unusual macrocytosis 
produced by an anticonvulsant drug was 
reported(116) (117) (118) (119) along 
with the effectiveness of folic acid but 
usually not of vitamin B-12 in the treat- 
ment of this. Antihistaminics were reported 
of value and of no value in the treatment of 
the gingival hyperplasia secondary to Di- 
lantin administration(120) (121) (122). 
Several papers reported the results of 
surgical treatment(123) (124) (125) (126) 
(127) (128) (129) (130). 


PSYCHOLOGICAL AND SOCIOLOGICAL 


‘A general concept of the psychological 
basis of epilepsy was devised by two dif- 
ferent authors and though these papers 
were provocative they cannot be fairly 
reviewed here(131) (132). Another paper, 
based on the detailed psychiatric study 
of a young psychotic female with seizures, 
presented according to the authors ^. . . 
further evidence . . . for the hypothesis that 
sexuality in the broadest sense (eroticism, 
menstruation, pregnancy, and motherhood ) 
plays an important role in the occurrence of 
seizures in epileptic women between men- 
arche and the menopause" (133). A group of 
epileptic children with conduct disorders 
had in common with non-epileptic children 
without conduct disorders certain similar 
environmental factors ; the most significant . 
of these were a disturbed emotional mater- 
nal attitude toward the child and experi- 
ences by the child of breaks and changes in 
environment(134). In children, the psy- 
chological precipitating elements in petit 
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mal seizures were described as being in- 
stantaneous in their effects and "the attack 
seems to repress the unpleasant emotion 
from consciousness,” however in temporal 
lobe seizures the precipitating elements 
never acted immediately but rather there 
was a gradual increase in tension over days 
or weeks that greatly add to the number of 
attacks(135). Of particular interest from 
a sociological standpoint was the study of 
the employment history of 400 epileptics 
attending the outpatient clinic at the Na- 
tional Hospital, London; the conclusion 
was that the type and frequency of the 
seizures were not nearly as important in 
unemployment as were a lower I.Q. and a 
personality defect(136). This was much 
like the results reported by Walker(137) 
in his 10-year follow-up of post-traumatic 
epileptic American veterans that was com- 
mented upon in last year's review. 
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MENTAL HEALTH IN EDUCATION 


W. CARSON RYAN, Pu.D.! 


Mental health is now regarded by many 
educators as a primary function of the 
school, reports Bernice Moore in the 1958 
Yearbook of Education, especially signifi- 
cant in its concern for the development of 
effective, satisfying relationships, and ac- 
tion in society(1). She describes current 
attempts to educate teachers in mental 


i Univ. of North Carolina, Chapel Hill, N. C. 
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signed to acquaint youth with the € y 
d din ieri and the basis fo g 
fective interpersonal relations. NL 
The desirability of using the terms se 
tal health” and “mental hygiene” 35 f ie 
tioned by Dr. W. D. Wall in the o 
of the Yearbook, on the ground tha 
suggest mental ill-health, maladju 
mentally subnormal, "important pr 
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tions with which educationists are deeply 
concerned, but which are by no means 
coterminous with education." On the other 
hand Dr. Moore, Hogg Foundation, Uni- 
versity of Texas, points out that by its 
coincidence in definition with the healthy 
personality and concern for developing 
effective, satisfying behavior, mental health 
is approved by many educators as a func- 
tion of the school. 

Orthopsychiatry as related to schools and 
education generally received considerable 
attention during the year. In a special 
publication on the subject issued by the 
American Orthopsychiatric Association ex- 
amples are given of various developments 
in school mental health(2). “Apparently 
orthopsychiatry and education have dis- 
covered each other and are learning to ap- 
preciate each other's contribution to chil- 
dren's growth and development," says Dr. 
Morris Krugman in the report. In the same 
publication Dr. Mira Talbot notes the ex- 
pansion of services by child guidance clinics 
in an effort to help greater numbers of chil- 
dren. The clinics are moving out into the 
Country and are welcoming opportunities 
to become part of such mental hygiene 
Programs as public schools and health de- 
Partments are now offering. She further 
adds : “These clinics are not only continu- 
Ing to treat emotionally disturbed children, 
ut are also endeavoring to translate in- 
sights learned from the individual clinic 
Studies into broad preventive programs." 
In another section of the report Barbara 
Biber, Bank Street College of Education, 
New. York City, discusses teacher educa- 
tion in mental health and the special prob- 
em of preparing teachers for a way of 
teaching that will contribute to the healthy 
Personality of children. It is not expected 
or necessary, Dr. Biber says, that any stu- 
ent in training master the whole rationale 
: mental health and education, but rather 
€ teachers should be educated in a situa- 
5 n where mental health is being con- 
inuously thought through and applied. 

At the college and university level, too, 
Ex mental health "climate of learning" is 
E to be regarded as significant. Ord- 

Y Tead, in his John Dewey Society 
td in Chicago, February 1, 1958, em- 
“sized wholesome emotional adjustment 


as helping to condition attentiveness to 
learning. “There is today," he said, “abun- 
dant evidence that an unpredictable minori- 
ty of incoming students will be mentally dis- 
turbed to the point of having their learning 
interest or ability temporarily impaired or 
distracted. This takes form in feelings of 
insecurity, inferiority, fearfulness, and 
anxiety about social status and inability to 
measure up intellectually(3).” 

That much can be done for mental 
health through the study of individual chil- 
dren by “alert and concerned classroom 
teachers” is a conclusion reached by Ralph 
W. Tyler, Center for Behavioral Sciences, 
Stanford, Cal. Dr. Tyler cites a study made 
for the Center by Verna White, which 
"clearly demonstrates that alert and con- 
cerned classroom teachers, working under 
normal conditions, can gain sufficient un- 
derstanding of children and youth to help 
greatly in their teaching and guidance(4).” 

'The education findings of the Congres- 
sionally authorized Joint Commission on 
Mental Illness and Health—whose activities 
have been reported previously in these an- 
nual reviews—will not be ready, it has been 
announced, until 1959. In the first of the 
planned series of monographs, Current Con- 
cepts of Mental Health, Marie Jahoda says : 
“Childhood can be regarded as a stage of 
life in its own right ; in that case clues for 
the establishment of criteria of health must 
come from what is known in child psy- 
chology. Or one can start with the model 
of the healthy, adult and ask which be- 
havior tendencies in childhood hold the 
greatest promise of health in adulthood. 
Taking extreme positions in this matter 
has led to the controversy between the 
proponents of ‘progressive’ and "traditional 
methods of education. This controversy 
continues to rage bitterly in the absence 
of facts demonstrating conclusively the im- 
pact of either method on the child or the 
adult-to-be(5)." 

That teachers are becoming increasingly 
aware of the potent power of children's 
feelings is the finding of Irving Stout and 
Grace Langdon reported in a recent re- 
search bulletin of the National Education 
Association(6). "To an increasing extent 
they want to know what lies behind a 
youngster's behavior. They want to know 
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why he responds as he does." They are con- 
cerned, because they know that the healthy, 
happy child responds readily to guidance 
and instruction ; and that the emotionally 
disturbed child develops blocks that keep 
him from learning. The problem is to dis- 
cover where the kinks are and how they can 
be removed. 

Through the efforts of the World Federa- 
tion for Mental Health, the year 1960 has 
been designated as World Mental Health 
Year, and extensive preparations are under 
way for it in all parts of the world(7). 
Education and mental health will be one 
of the major subjects considered, advance 
announcements say. Subjects for prelimi- 
nary investigations now under way include 
child guidance clinics, with special atten- 
tion to teachers in their work for helping 
children. Teaching the principles of mental 
health will also be a major subject con- 
sidered, and the setting up of a mental 
health education materials center will be 
studied. Among the aims for Mental Health 
Year will be the introduction of adequate 
teaching on mental health and the emotions 
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into education as well as into many other 
fields. 
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INDUSTRIAL PSYCHIATRY’ 


RALPH T. COLLINS, M.D.? 


The field of industrial psychiatry con- 
tinues to grow in scope and depth. The 
Board of Trustees of the American Medical 
Association has recently appointed, for the 
first time, a joint Committee on Mental 
Health in Industry within the American 
Medical Association. This is a joint Com- 
mittee between the Council on Mental 
Health and the Council on Industrial 
Health of the A.M.A. Its first organizational 
meeting convened in Chicago on November 
20, 1958 

The Industrial Medical Association, re- 
cognizing the importance of mental health 
factors in industry, has added a Mental 
Health Committee to its committee or- 
ganization. 


1 Appreciation is due the other members of the 
Committee on Industrial Psychiatry, APA, and Ameri- 
can and foreign correspondents. 

2345 State St., Rochester, N, Y. 


Occupational mental health programi 
continue to be developed at many M 
and state-wide levels of mental he 
societies. J 

Felix(1) points out some of the ps. n 
which psychiatric insights can be T 
to advantage ; among others—in supervise’) = 
skills, in safety, and in gerontology d y 
creased management interest is evi e 
by a lead article in the Wall Street Jo | 
(2) which states in part, ^... 8 gro hat 
number of business concerns tace A y 
many industrial experts believe is 1n or 
top medical problem—the emotiona ut a 
turbed worker.” Throughout the year cis 
ous associations representing many ck e 
of American industry have called d p 
in the field of industrial psychiatry 7 "ai c 
sent to them the manner in which Du 
atric insights and skills can be applie | 
occupational setting. i | 
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Research activities are best exemplified 
by the project being carried out by the Men- 
ninger Foundation at Kansas Power and 
Light. Collins(3) interprets the essentials 
of the positive therapeutic relationship for 
industrial physicians. O'Connor(4) distin- 
guishes between the emotional problems 
that can be handled by the industrial physi- 
cian and those which the psychiatrist should 
manage. Felton(5) discusses the rationale 
for executive medical examinations. Reasons 
for job dissatisfaction and methods for 
dealing with them are discussed by Smith 
(8). Objective measurements of assessing 
job adjustments are described by Hipps 
(7), and Duval(8) describes the applica- 
tion of psychiatric concepts to day-by-day 
supervision. 

Tureen(23) found that the incidence of 
psychiatric disorders in the total patient 
population of the Teamsters Union's Labor 
Health Institute Clinic in St. Louis was 
6.62 in 1957. 


AUTOMATION 


The psychiatric implications of this 
highly technical field continue to attract 
attention. Welford(9) discusses the de- 
mands of automation on the worker, the 
necessity for adjustments in the individual's 
psychological structure, and that of the 
industrial organization as well. The con- 
tinuing validity of various procedures in 
modern occupational health practice in 
minimizing the workers discomfort and 

isorganization is emphasized by Merckel 
(10). Walker(11) describes the advisabili- 
ty of farsighted planning when an automa- 
tion installation is contemplated. 


ALCOHOLISM 


The fact that alcoholism is a major prob- 
9m in industry is universally accepted. 
Perlis(12) feels, however, that almost no 
Concerted attack on the problem exists, al- 
though there are an estimated 2,000,000 
Workers in the U. S. who are problem drink- 
ur Golin(13) reviews the problem as one 

at must be handled on an interdisciplin- 
ary basis, A paper by Trice(14) presents a 
Profile of the behavior of the problem 
th er in industry and basic facts about 
pd development of alcoholism in the in- 

vidual. Morgan(15) describes an opera- 
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tional program for the control of alcoholism 
in one plant. 


PHARMACOLOGIC AGENTS 


Mood-modifying chemical agents such as 
stimulants, depressants and, more specifical- 
ly, tranquilizers are of interest because of 
the potentially hazardous elements in many 
jobs. The effect of these drugs on the per- 
formance of workers was presented at a 
symposium of the American Public Health 
Association(16). Greenberg(17) and Nor- 
bury(18) discuss the effects and uses of 
tranquilizers on workers in industry. 


CONSULTATIVE 


The value of the industrial psychiatrist's 
insights is increasingly well recognized by 
plant physicians, safety engineers, person- 
nel departments and psychologists. Himler 
(19) lists a patient-oriented concept of re- 
habilitation in his discussion of motivation 
for recovery of work functions. McFarland 
(20) emphasizes the importance of taking 
psychological factors into account in achiev- 
ing a high level of industrial safety. The 
role of the psychiatrist in throwing light on 
the relationships between occupation and 
disabling neurotic illness is discussed by 
Reid(21). A symposium conducted by the 
Congress of Industrial Health(22) investi- 
gates the role of the psychologist in in- 


dustry. 


FOREIGN REPORTS (23) 

Dr. A. T. M. Wilson informs us that Mr. 
A. K. Rice, Tavistock Institute, has pub- 
lished, “Productivity and Social Organiza- 
tion,” describing modifications of work in a 
textile production unit so as to provide in- 
creased output, higher wages, and enhance 
job satisfaction. Drs. Forssman and Min- 
dus, Stockholm, have presented two 3-day 
seminars on psychiatric techniques for in- 
dustrial medical officers. The World Health 
Organization has conducted an expert con- 
ference on industrial mental health. Dr. M. 
R. van Alphen de Veer, Eindhoven, The 
Netherlands, reports the publication of 
works on sickness absence of neurotic 
etiology(24), maladaptation in the work 
situation(25), psychiatric case presentations 
in an industrial setting(26), and the role 
of the industrial psychologist( 27). 
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The Aluminum Company of America and 
The General Electric Company have pro- 
duced a series of films to help executives 
and employees prevent emotionally disturb- 
ing situations. MGM has made available an 
excerpt from its full length film, “The High 
Cost of Loving,” to illustrate the above 
points. MGM has also produced an 11-min- 
ute dramatized story titled, “The Boss 
Didn't Say Good Morning.” Metropolitan 
Life Insurance Company, through its 
Health and Welfare Division, produced 
"Mr. Finley's Feelings." This depicts the 
emotional reactions of Mr. Finley toward a 
person in authority and how they are re- 
solved. 


Mental Health in Industry(28), written 

by McLean and Taylor, was published this 

- year, the first of its kind. In their preface, 

. the authors state : “In this book, we intro- 

duce a positive approach to the maintenance 

of industrial mental health. . . . This book 

is written as a guide for people at various 

levels of management who formulate 

. policies and procedures which affect the 
mental health of their employees." 
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PSYCHIATRIC NURSING 
LAVONNE M. FREY, R.N.! 


Activities of psychiatric nurses are il- 
lustrated by the diversified subjects of 
program meetings of state Councils on psy- 
chiatric nursing reported in the Newsletter 
(1). A discussion at The American Psy- 
chiatric Association Mental Hospital In- 
stitute in October 1957, "Specific Functions 
of the Psychiatric Nurse" (2), reiterated that 
functions of the nurse might differ accord- 
ing to the agency in which she was a practi- 
tioner, and emphasized differences in in- 
terpretation which exist. 

A report(3) of a seminar arranged by 
the World Health Organization Regional 
Office for Europe and the Netherlands gov- 
ernment reveals efforts made by European 
doctors, nurses, and social workers to clarify 
the nurse's role in psychiatric settings and 
discusses the overlapping of functions 
among professional groups serving the pa- 
tient. The need to have psychiatric nursing 
care for the mentally ill in the home was 
also recognized. 

The report, The Education of the Clinical 
Specialist in Psychiatric Nursing(4), re- 
leased during 1958 was one of the outcomes 
of a series of regional conferences? cul- 
minating in a National Working Conference 
held at Williamsburg, Va. This report dis- 
Cusses recognition of the psychiatric nurs- 
Ing specialist by the creation of a specialty 
board. Although the "conclusion might be 
drawn that a specialty board in psychiatric 
nursing was not accepted as a goal for the 
forseeable future”(5); Redmond states “this 
(specialty board examinations) may be a 
development in clinical specialization to 
Which the nursing profession should give 
Some attention"(6). 

The Southern Regional Education Board 
has published a report(7) of a conference 
9n the functions of nurses in mental health 
Programs in the southern region. As a re- 


1 ; 
IAE Branch, St. Elizabeth Hosp., Washington, 
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hi Preparatory papers for these conferences have 

No GUAE available by the National League for 

Mis League Exchange No. 26, Aspects of Psy- 
“atric Nursing, Sections A, B, C, D. 


sult of the recommendations in this report 
an annotated bibliography and critical sur- 
vey of the literature(8) dealing with the 
utilization of psychiatric nursing personnel 
became available a few months later. 

Reported in the planning stage at this 
time last year, a project(9) supported by 
the National Institutes of Mental Health 
and sponsored jointly by The American 
Psychiatric Association and the National 
League for Nursing is now in progress. 
During the 6 months pilot phase, teachers 
of psychiatric aides from North and South 
Carolina, Tennessee and Arkansas may en- 
roll in seminars designed to improve in- 
service education programs for aides. The 
National League for Nursing Mental Health 
and Psychiatric Nursing Advisory Service 
administers this project to which a joint 
National League for Nursing-American Psy- 
chiatric Association Advisory Committee 
was appointed. 

The National League for Nursing has 
begun publishing The Correspondent, a 
newsletter for psychiatric aides with much 
of the content contributed by them(10). 

An achievement test for psychiatric aides 
and attendants is now available to mental 
hospitals through the National League for 
Nursing Evaluation Service, and includes 
tests in elementary psychiatric nursing, 
basic nursing procedures, and elementary 
nutrition. 

In Michigan, the Council on Psychiatric 
and Mental Health Nursing and the Council 
on Practical Nursing are giving further 
attention to the education of the psychiatric 
aide by the formation of a committee to 
study a curriculum "that will provide basic 
knowledge and activities needed by both 
the practical nurses and the ‘psychiatric 
attendant-nurse’ in a pre-service education 
program.” The enactment of a licensure 
law for the latter and recent recommenda- 
tions for curriculum content gave impetus 
to this intercouncil study(11). 

A 5-year research project under way in 
Massachusetts includes a study of “the role 
of the practical nurse in relation to finding 
a way to more effectively meet the needs 
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of the psychiatric patient” and "a pilot 
study of an integrated type of curriculum 
preparation of practical nurses" (12). 

Further interest in educational programs 
for the psychiatric aide (technician or at- 
tendant) may be cited. Two articles deal 
with methods of teaching, emphasizing par- 
ticularly group discussion techniques(13, 
14). Another article assesses the effects of 
inservice education on attitudes and con- 
firms the initial hypothesis that a course 
"focused primarily upon procedures could 
also affect attitudes." The investigators state 
that future research, however, will need to 
ascertain "what kind of attitude will be 
most frequently found in a good ward 
aide and it cannot be assumed that a very 
favorable attitude toward mental hospitals 
necessarily is correlated with the efficient 
nursing care"(15). 

A form of group activity, “Remotivation,” 
which can be conducted by the attendant 
has been introduced, An attendant familiar 
with the technique writes that this "pro- 
gram challenges all of us to utilize our 
personal resources . . . at last we are more 
than mere custodians. We are actually 

aware of the behavior and reactions of each 
of our patients, and are, therefore, able 
to establish a truly therapeutic relationship 
between them and ourselves"(16). Train- 
ing teams have been organized which pro- 
vide instruction in this technique. A film 
“Remotivation—A New Technique for the 
Psychiatric Aide" is also available. 

The expanding program of consultant 
services in psychiatric nursing of the Na- 
tional League for Nursing is described in 3 
reports published in Nursing Outlook. Not 
only is information available concerning the 
services, but also some of the problems 
faced by nurses in psychiatric settings are 
highlighted (17, 18, 19). 

Heretofore, the nursing care of disturbed 
children has received little attention in the 
literature. A description of the group care 
plan for children suffering from schizo- 
phrenia is presented by Falstein and Sutton 
pointing out the challenges to the nurse in 
developing an understanding of their be- 

havior(20). Retention and cultivation of 
certain characteristics of childhood, such 
as spontaneity and imagination are seen 


as enhancing the nurses’ understanding of 
childhood behavior(21). These authors 
comment on the grief and anxiety portrayed 
by the child hospitalized for physical ill- 
ness. A study of childrens’ feelings in regard 
to their hospital experiences was under- 
taken by a nurse who studied 3 types of 
intrusive procedures, oral, anal and cutane- 
ous. Although only a small number of hos- 
pitalized 4-year-olds were chosen for study, 
evidence was presented that intrusive pro- 
cedures are perceived by children as hostile 
in intent with the exception of procedures in 
the oral area(22). Writing about the reac- 
tions of disturbed children to medical 
routines which include nose and throat cul- 
tures, injections, rectal swabs and isolation, 
other observers made the conclusion that 
*. , . absolute minimum of medical pro- 
cedures is indicated with all children and 
particularly with emotionally disturbed 
children . . . Group play is an effective 
method of draining off anxiety over illness 
and medical procedures" (23). 

The impact of the hospital routines of 
awakening, dressing and waiting on chil- 
dren in treatment in a psychiatric unit has 
also been described(24). . 

Exploration of the role of the public 
health nurse in the care of mentally ill 
patients continues. A study(25) in progress 
is reported which will be helpful in expand- 
ing knowledge concerning nursing needs 
of the mentally ill. Another research study 
investigated the needs of released ment 
patients on tranquilizing drugs in relation 
to public health nursing function. And 
finding reported was the serious lack 
post-hospitalization programs for patien 
receiving tranquilizing drugs(26). — . 

Describing the mental health services 
which the public health nurse may provie® 
one writer discusses the preventive "e: 
supportive features as well as the serv! ey 
to the psychiatric patient(27). The pa 
gram of mental health services 1n tion 
agency with components of consulta 
with the psychiatrist, consultation wit ic 
mental health nurse and provision Fr vil 
service education program for st such 
assist those attempting to provide 
services (28). 


" re 
An event worth recording i$ the 
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lease of the movie Psychiatric "Nursing ; 
the. Nurse-Patient Relationship. Portraying, 
with great sensitivity, the importance and 
development of a therapeutic nurse-patient 
relationship, this educational film is in- 
tended for teaching at the graduate nurse 
level. It has a much broader usefulness as 
a teaching tool for all levels of nursing and 
for the interpretation of psychiatric nursing 
to other professional groups. 
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REHABILITATION AND OCCUPATIONAL THERAPY 
FRANKLIN S. DuBOIS, M.D. 


he year it becomes more difficult to 
lo nguish between psychiatric rehabilita- 
Band psychiatric treatment. Originally 
E l'itation was considered to be the pro- 

S of readjusting the mentally ill patient 
is optimum role in society after active 
tment had been completed (1) ; now it 


"New Canaan, Conn. 


l 


is becoming a part of total therapy which 
is increasingly oriented toward interrelated 
preventative, therapeutic and restorative 
measures. Great impetus to this movement 
has come from the United Kingdom as the 
result of the publication of the Report of 
the Royal Commission on the Law Per- 
taining to Mental Illness and Mental De- 
ficiency(2, 3, 4). This impressive document 


636 


REVIEW OF PSYCHIATRIC PROGRESS 1958 


not only has had great impact on psychi- 
atric thought and practice in the British 
Isles, but almost certainly will influence 
psychiatric methods elsewhere because of 
its stress upon rehabilitation and community 
care. In brief, the report recommends en- 
tirely new legislation that would : 1. Give 
the mentally ill and mentally defective the 
same status as the physically ill ; 2. Expand 
all types of community services; 3. Make 
it possible for all hospitals to receive psy- 
chiatric patients on a voluntary basis; 4. 
Alter procedures for the admission and dis- 
= charge of committed individuals; and 5. 
Recognize 3 groups of sick persons : men- 
tally ill, psychopathic and severely subnor- 
mal. Unquestionably, the Commission's Re- 
port is one of the great social pronounce- 
ments of our time and may well prove to 
be a blueprint for the future, foreseeing a 
close relationship among mental hospitals, 
public health facilities, family care pro- 
grams and the general practitioner. 
Also out of England has come Maxwell 
Jones useful concept of the "therapeutic 
community." Dr. Jones and his coworkers 
(5, 6, 7, 8, 9, 10, 11) have demonstrated 
that much can be done to rehabilitate psy- 
chopathic patients. They have introduced 
many revolutionary ideas in group therapy 
such as bringing members of the patient's 
family into the therapeutic unit, employing 
special group techniques, testing the pa- 
tients in real life employment situations and 
paying particular attention to social factors 
within the hospital The results obtained 
with these methods are encouraging. G. M. 
Carstairs and his associates also have made 
many significant contributions in the field 
of rehabilitation, among the more recent of 
which have been a report of the work per- 
formance of schizophrenics( 12), an evalua- 
tion of an industrial workshop in a mental 
hospital(13), and a study of the outcome 
of discharged chronic psychotics(14). 
Hauser(15) has instituted a unique series 
of group rehabilitation projects in which 
everyone—psychiatrists, nurses, patients and 
even families—participates. Freudenberg 
has studied and accented social rehabilita- 
tion. At the Zurich Congress he and his 
collaborators reported on the limitations 
of physical methods in treating schizo- 
phrenics and the importance of the social 


[Jan. 
enviro t on the outcome of the disease 
(16). e(17) has developed an active 


outpatient and domiciliary service and re- 
ports that such a program can rapidly re- 
habilitate patients and dramatically reduce 
the admission rate to a mental hospital. 
Another important British contribution to 
psychiatric rehabilitation is the open hos- 
pital. Following the lead of Bell(18) there 
are now many such hospitals in the United 
Kingdom, an outstanding example of which 
has recently been described by MacMillan 
(19). Yet it should be added that not all 
British psychiatrists accept completely the 
concept of the fully open hospital; Bick- 
ford(20) cautions that open doors may be 
accepted as an alternative for active treat- 
ment and Maclay(21) doubts that it is wise 
to open every ward in every hospital. Car- 
stairs(22) reminds us that Holland has long 
had an active tradition of occupational psy- 
chiatric rehabilitation. He recently ex- 
pressed the opinion(23) that the two most 
interesting ventures are the Dr. Schroeder 
van der Kolk Stichting in the Hague and 
the sheltered factory subsidized by the 
municipality of Dordrect, in both of which 
institutions psychotic and mentally defec- 
tive patients are helped to move towar 
self support by carrying out graduated in- 


dustrial work. Koltes(24) describes the re | 


habilitation programs in selected hospitals 
in England and on the Continent and again 
brings to the psychiatrist's attention perhaps 
the best-known and most successful re 
habilitation facility in the world—the family 
care program of Gheel, Belgium. For hun- 
dreds of years the emotionally ill have been 
cared for and rehabilitated 
homes of this city. Jochheim(25 ii 
the development of rehabilitation pue E 
in Germany, England and several Wes m í 
European countries. Particularly pene 
is his description of the pattern of re e 
tation within the social welfare struc 
of West Germany. 

While there have been 
developments in the field 
in North America, current 
to restore the mentally ill center ae 
programs of reemployment and expe minent 
designed to expedite recovery. Pro 
among the former are repor 


) reviews 


no major recent 
of rehabilitation 
trends in eH0 


ts from 
at the Massachusetts Mental Heal 


in the private - 


d 
ens 


workers | 
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where a research and demonstration project 
on rehabilitation of the psychiatrically sick 


has been in progress since November, 1955 
(26). Solomon(27) recommends a new 
type of facility for chronic patients, a facili- 
ty that would focus mainly on vocational 
and social rehabilitation activities. Green- 
blatt(28) states that 25% of male ex-patients 
of the Center are working full time one to 
two years after hospitalization. Landy and 
Griffith(29) observe that a high proportion 
of employers are receptive to the idea of 
hiring persons with current or past history 
of emotional illness, a finding contrary to 
the generally accepted idea that they are 
prone to discriminate against this group of 
persons. Linder and Landy(30) stress the 
need for vocational counseling, both in the 
hospital and after the psychotic patient’s 
discharge. 

Similar reports come from: other investi- 
gators. Pindell(31) makes the observation 
that whether or not the ex-psychiatric pa- 
tient is hired depends primarily on the 
Point of view of the interviewer. Farmer 
and Penny(32) contend that counseling 
with the family in order to eradicate in- 
difference and interference may be just 
as important as counseling with the patient 
and the employer, and Mayo(33) and 
Routh(34) suggest that the social worker 
and the specially trained counselor can 
help in these efforts. It should also be men- 
tioned that the National Association for 
Menta] Health(35) is beginning to take 
the lead in fighting prejudice against hiring 
formerly mentally ill persons and that 11 
States and Puerto Rico now have active 
Projects directed toward the employment 
problems of ex-psychiatric patients(36). 

There are presently in progress many in- 
teresting experiments designed to expedite 
rehabilitation of the emotionally ill. Limita- 
tion of space not only precludes descrip- 
tions of these experiments but also restricts 
Consideration of them to merely naming 
Some of the seemingly more hopeful pro- 
Jects. These are the employment of : group 
Psychotherapy( Hora, 37) ; psychiatric aides 
4s discussion leaders to help patients relate 
objectively(Pullinger, 38) ; useful activity 
as opposed to traditional occupational 
a erapy Projects( Levine, Marks and Hall, 
9) ; music( Brooking, 40, Jones and Schlot- 


ter, 41) ; new types of sheltered workshops 
(Niehm, 42; Lyone, 43) ; “half-way houses" 
( Huseth, 44, Irons, 45) ; aggressive activity 
přograms( Ellsworth, 46) ; and a rehabilita- 
tion team for an extended period of time 
(Stotsky, 47). Some of the requirements for 
evaluating experiments of this are dis- 
cussed by Meyer(48) and Benney(49). 

Likewise, because of limitation of space, 
no attempt can be made to review the many 
recent conferences, workshops and courses 
that have dealt with rehabilitation ; nor can 
the numerous studies that have to do with 
understanding and relieving the emotional 
factors that obstruct the rehabilitation of 
the physically ill be described. Those in- 
terested should consult the sources: con- 
ferences and workshops(50, 51, 52, 53, 54, 
55), courses(56, 57, 58, 59) and the im- 
portance of emotional factors in the re- 
habilitation of persons suffering from vari- 
ous physical illnesses(60, 61, 62, 63, 64, 65, 
66, 67, 68, 69, 70, 71, 72, 73). 

It is worthy of note that various groups 
for ex-mental patients have been springing 
up all over the country in the last few years. 
A recent survey by Palmer(74) reveals at 
least 24 independent groups plus Recovery, 
Inc. The Joint Commission on Mental Illness 
and Health is attempting to determine what 
role such voluntary ex-patient organizations 
may serve in rehabilitating the mentally ill 

T5). 
; ei books dealing with rehabilitation 
have been published during the past year. 
Von Mering and King(76) report on an 
extensive survey of the treatment of the 
long-term mental hospital patient. Although 
most of the material presented is not new, 
the authors have given interesting titles to 
their descriptions of different types of hos- 
pital care, for example “The Moving Ward” 
(total push activities) and “The Family 
Ward” (interaction among patients in the 
family pattern). Allan(77), in a compre- 
hensive study of contemporary trends in 
rehabilitation, concludes that the com- 
munity must play an active role in the pro- 
cess of restoration and offers specific pro- 
posals to implement this conclusion. Patter- 
son(78) presents the first textbook of its 
kind, a treatise on counseling the emotional- 
ly disturbed. He surveys the nature and 
extent of emotional illnesses and discusses 
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past and present methods of helping per- 
sons so afflicted. In a book dealing with the 
rehabilitation of perons ill with cardiovas- 
cular disorders, White, Rusk, Lee and Wil- 
liams(79) describe the social, emotional 
and vocational aspects of the management 
of this type of patient. Of special interest 
to psychiatrists is their lengthy chapter 
dealing with cerebral vascular disease. 
Occupational therapy has continued to 
increase its stature as a tool in total psy- 
chotherapy. Whittkower and Johnston(80) 
and Ellis and Bachrach(81) emphasize 
the great potentialities of occupational 
therapy and plead for closer liaison be- 
tween psychiatrist and occupational thera- 
pist. Whittkower and Azima(82) stress 
the fact that the practical value of oc- 
cupational therapy would be enhanced 
if it could be made more meaningful in 
terms of psychodynamic concepts. Fidler 
(83) points out the unique contributions of 
occupational therapy to the treatment of 
the schizophrenic through the use of object 
relationships and emphasizes how the ob- 
jects afford an effective means of com- 
munication whereby the schizophrenic can 
more readily enter into a satisfactory re- 
lationship with others, Schaefer and Smith 
(84) describe a successful joint effort by a 
psychiatrist and an occupational therapist 
to employ play therapy in regressed adult 
patients, while Springfield and Tullis(85) 
report on an intensive activities program 
consisting of group psychotherapy, recre- 
ation, music and craft work that proved 
useful in patients of a similar type. Doniger 
and Klopper(86) emphasize the importance 
of cultivating attitudes which make the 
occupational therapist’s behavior more 
beneficial to the patients in his care. Som- 
mer(87) discusses in detail how important 
it is for the occupational therapist to be 
aware of his role as a person with expert 
knowledge. Donnelly and Crotti(88) state 
that patients in a mental hospital profit 
from the teaching of foreign languages. 
The special and beneficial techniques of 
occupational therapy for geriatric patients 
are discussed by Wolff(89) and for chil- 
dren by Miles(90) and Gellert(91). The 
value of the occupational therapy prescrip- 
tion is being questioned( Mazer and Good- 
rich, 92), revisions of educational programs 


are being considered( Granger and Doniger, — 
93), curricula are being reevaluated(9 
and the changing role of occup 
therapy is becoming more evident(Wi 
95) as therapists learn to contribute more 
to the diagnosis as well as to the treatment 
of the mentally ill( Galvin, MacDonald and 
Balliet, 96). Finally, it is now generally 
concluded that tranquilizing drugs height- 
en the chances for disturbed psychotics to 
respond more readily and favorably to” 
occupational therapy(Elkins and Von” 
Vlack, 97, Clauer and Wise, 98, Grygier and 
Waters, 99). ne 
Only one book published in 1958 that - 
deals with any phase of occupational thera- 
py has come to this reviewer's attention. - 
The Door of Serenity(100) describes ] 
successful treatment of a schizophrenic pe 
tient by means of her psychotic paintings. ; 
Attention should be directed a an ac 
count of the Second Internatio T 
ence of the World Federation of Occupa- 
tional Therapists held in Copenhagen last 
August(101). The theme of the general 
session, “How to Establish the Ideal Tess 
work in Hospitals and Institutions, wa 
contributed to by a large panel of d 
atrists, all of whom empha ria sea 
team relationships reduce anxiety ™ 
environment and expedite rhb 
Two important listings are now ave ^ 
to etur : organizations that b 
the past provided volunteer seri 
occupational therapy and hence serve | P 
guide for obtaining volunteer a 
the future( Lewis, 102) ; and schoo ü 
ing courses in occupational n 
It is fitting to conclude this revi 


(UN 
recording the fact that at the annual com 
ference of the American Occupation 351, 
Therapy Association in ER er ue 
Dr. William Rush Dunton, Jf. NY 
Editor of this Journal, received the Le | 
of Merit, the highest honor of the bee ud 
Occupational Therapy Association E tions 
cognition of his outstanding ber 04). 
to the profession over the years( à 
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PSYCHIATRIC SOCIAL WORK 
MARGARET L. NEWCOMB ! 


The monograph, Psychiatric Social Work- 
ers and Mental Health? presents a com- 
prehensive description of the historical 
development of the philosophy and func- 
tions of psychiatric social workers from 
their humble beginnings in 1913 as “After- 
care Agents” to the many diversified roles 
and responsibilities carried today. It illus- 
trates the impact of external stimuli, such 
as the two World Wars and the Mental 
Health Act of 1946, and the impetus they 
gave to broaden and deepen psychiatric 
social work practice. Due to the growing 
recognition of mental health as a major 
national problem, there continues to be an 
increase in both range and functions in 
this area. Interest and focus is no longer 
limited to the original concern for treat- 
ment of the mentally ill. Concentrated at- 
tention is now given to prevention through 
mental health education, the development 
of new mental health programs and re- 
sources, and more effective coordination of 
existing facilities. 

The growth of the traditionally accepted 
roles of the psychiatric social worker as a 
member of the clinical team in settings 
such as hospitals, clinics and residential 
treatment centers is excellently described. 
Newer functions are touched upon, for ex- 
ample, those of directors and supervisors of 
ospital convalesence programs, and ad- 
ministrators of intake in clinics. This allows 
Psychiatrists, frequently part time, more 
opportunity for treatment and consultation. 

The fact that the psychiatric social work- 
er is the member of the clinical team trained 
to understand and use effectively communi- 
ty agencies and resources, is emphasized 

roughout the discussion of the different 
roles, This knowledge and skill is employed 
in direct treatment from pre-admission to 
ischarge and after-care planning. This 
training also provides a channel for the 
two-way interpretation of the mental health 
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agencies and community resources to each 
other, thus facilitating understanding and 
cooperative planning. The knowledge and 
skill in using community social welfare and 
health agencies is applied with increasing 
breadth and specialization in the different 
levels of function by administrators and 
consultants in local, state or federal mental 
health programs. This area of unique com- 
petence in community services and knowl- 
edge of social agency structure is a thread 
woven throughout the document, as it 
describes each of the developing roles. 

Because of space limitations, I would 
like to select one of the evolving roles for 
comment. This is the role of the psychiatric 
social worker in her use of self as group 
leader. Training in group dynamics pre- 
pares her to work with groups of patients 
and relatives, to participate in mental 
health education, and to serve as a com- 
munity organizer, consultant, or adminis- 
trator in mental health programs. 


In the reviewed document, mention was ` 


made of the returns received in a recent 
national survey by the Committee on Prac- 
tice of the Psychiatric Social Work Section 
of the National Association of Social Work- 
ers, showing that 40% of the participants 
were using group process. Because of the 
differences in the two samplings, the find- 
ings cannot accurately be compared with 
the earlier study in 1950, when 12% of psy- 
chiatric social workers were working with 
groups ; however, it certainly indicates a 
trend. 

The discussion of the group process with 
patients or relatives in groups focused on 
orientation, treatment, or motivation for 
discharge planning, showed that the make- 
up of groups, the objectives of group ses- 
sions, and the methods of group leadership 
vary greatly. The point was made that 
individual problems, identified in the group, 
would be worked with in individual case- 
work treatment or treated by the appropri- 
ate member of the clinical team. 

In my opinion, the thinking about the 
content handled in group process varies 
considerably within the field of psychiatric 
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social work. There are several different 
philosophies guiding the work in group 
dynamics, which seem to reflect differences 
in training and experience in group therapy. 
In my experience in this area, all content 
in the group sessions is handled within the 
group by the group members as well as the 
leader. 

To ignore material brought up by a pa- 
tient would spotlight it, and emphasize 
verbally or nonverbally that these expres- 
sions were taboo, or that the patient was 
too ill. Since the other patients have heard 
the statement, the avoidance would arouse 
more anxiety in them and would in turn, 
limit their verbalizations. Instead, the at- 
titude of the leader of universalizing the 
content verbally or nonverbally in effect 
"so what?" would aid in decreasing the 
feelings of isolation due to a forbidden 
thought. Restated, the attitude of the 
leader toward emotionally charged material 
affects the total anxiety of the group mem- 
bers and their willingness to risk revealing 
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their thoughts in the future. Thus, the 
leader's reactions and ways of handling the 
content either increase or dilute the emo- 
tional affect. However, if material shows a 
degree of pathology indicating further need 
for treatment on a one-to-one basis, it 
would be referred. 

Psychiatric social workers using group 
dynamics have now learned through under- 
standing of group interaction and their 
roles as leaders, to work with multiple 
transference and counter-transference ele- 
ments in facilitating group movement. They 
carry groups in a responsible relationship 
to psychiatrists by means of seminars and 
consultations on a regular basis. 

It is realized that more patients and 
relatives are being reached through group 
dynamics and it is recognized that some 
patients can use group interaction to move 
toward health. Research, however, in many 
different areas in our use of group process 
is needed to evaluate its effectiveness and 
define its methods. 


FAMILY CARE AND OUTPATIENT PSYCHIATRY 


WALTER E. BARTON, M.D.1 


FAMILY CARE 


; Family Care is a part of total treatment 
in some European countries. In Norway, 
51% of certified mentally ill patients are 
cared for in mental hospitals. 39% are in 
private family care under supervision of a 
mental hospital or the State, The remaining 
10% are looked after in nursing homes, often 
privately run. One of the best organized 
centers is in Lier, Norway, where a 750-bed 
mental hospital has 300 patients in family 
care in a community of 300,000 people. Two 
or 3 patients live in a home(1). It was my 
privilege, in October 1958, to visit Gheel 
and to spend the day with Dr. Hadelin I. 
F. Rademaekers, director of the oldest of 
all family programs. In the Flemish town of 
Gheel of 25,000 people, there are 2,600 pa- 
tients in family care or about 1 in every 10 
people in the community is a mental pa- 
tient. A governmental policy change in 


1954, allows the Gheel colony to admit only 
patients who can be placed in family ba 
after a 5 or 6-day evaluation in the inpatien 
facility. This has had the effect of making 
Gheel a chronic hospital in a community. 
Faith in the religious symbols, as a p 
no longer brings the mentally ill to 
Church of St. Dymphna. 

Beilercord in Holland demonstrated an 
active family care program when I visite 
it in October 1958. This rural community d 
some 6,000 persons, was chosen in 192 is 
the family care project. Families kr 
selected because of their solidarity, ken 
ability to provide wholesome food, kar 
adjustment to their own children, and i 
ability to make a satisfactory economic "n 
social adjustment. There is a 100- pe 
patient unit where 3 doctors and 50 ha 
provide psychiatric treatment with insu 
electric shock and drugs. Patients 
selected for family care who have 
capacity to accept some responsibility 
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to relate to others. Patients who are strong- 
ly aggressive, sex deviates, or who are un- 
tidy, under 16 or over 65 are not suitable. 
About one-third of the patients placed are 
mentally deficient. All patients walk to the 
hospital each day at about 8:45 a.m. and 


work until noon, then return home for. 


lunch, returning to work at 2:00 p.m. until 
5:00 p.m. Patients perform useful work at 
the hospital for which they are paid, or 
do various utility or shop work. At the 
end of the day's work, they return home 
again for their evening meal. There is free 
time until 9:00 p.m. to go to town and 
spend their money. Every patient has his 
own room for which the hospital furnishes 
the bed and bedding and patient's clothing. 
Two nurses are full-time patient-visitors. 
280 patients live in family care with 150 
families. Patients are, of course, seen daily 
because they come to the hospital twice 
each day. Patients plan their own sporting 
events, fishing trips and other leisure time 
activities. About 40 to 80 new admissions are 
received each year, and about 50 patients 
are discharged. The cost of care is not less 
than hospital care in this system. The 
Strength of the Beilen family care is its 
active treatment program, the motivation 
toward improvement in shared work ex- 
perience and patient-planned leisure time 
activities while living as a member of a 
Supportive family in the community. 
à Table 1 shows the number of patients in 
acu care in the United States as of June 
0, 1958. Once again, the total number of 
patients (9,313) is greater than the number 
in family care last year (8,824). The growth 
of the program since 1951 has been steady. 
f Kirkpatrick(2) in New York stresses 
family care as an experience in social liv- 
ing within a family setting when no suitable 
ome or family exists to which a patient 
mày return, also its use for the State schools 
or the stabilized, severely retarded and 
ei educable children who can attend local 
Chools. It also provides care for selected 
ongoloid children who can make progress 
inen the individualized care of the family 
e ption, Epileptics with infrequent sei- 
-— or who are controlled on medication 
ple € given a test at socialization before 
1 Cement in a supervised employment. 
?me finding is not difficult in rural or 
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TABLE 1 
PATIENTS IN FAMILY CARE IN THE 
UnrrTED STATES AS OF JUNE 30, 1958 
New York 2,499 
Michigan 1,290 
California 1,276 
Illinois 994 
Ohio 792° 
Veterans Administration Hospitals 730° 
Pennsylvania 672 
Maryland 457 
Massachusetts 264 
Rhode Island 263 
Connecticut 55 
Florida 12 
Virginia 9 
Total (1958) 9,313 
1957 8,824 
1951 4,937 


* As of December 31, 1957. 


semi-rural districts, but much more difficult 
in an urban or suburban community. The 
trend is to place more patients in town in 
order to give them an opportunity to find 
employment and secure vocational training. 
Culver(3) in Michigan stresses family 
care as an extension of the total treatment 
program into the community as is done by 
Dr. Zijlstra of Beilen. Wilsnack(4) states 
the Metropolitan State Hospital in Cali- 
fornia, secured a group of family care 
homes close together in which they placed 
14 elderly patients. It was then possible to 
organize group social and recreational pro- 
grams. Stockton State Hospital, Cal., in- 
cluded family care patients in their after- 
care program for medical and psychiatric 
supervision. 
Casey and Cumming(5) indicated that 
the Veterans Administration is making a 
10-year survey of the use of foster home 
care. The number of patients placed in 
family care last year was 1,249, an increase 
of 23.5%. It is interesting to note that 45% 
of the patients placed were under 40, 20% 
were over 60. 59% had been in residence 
in the hospital from 1 to 9 years, and 32% 
10 years and over. Volunteers help find 
foster homes, visit patients in foster homes, 
and take them out for recreation. 
Anderson(6) of Ohio believes it possible 
to reduce the number of ambulatory and 
prolonged care groups in hospitals and 
schools for the retarded through placement 
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of large numbers of those who have grown 
old in the community in family care. De- 
Witt(7) notes 306 placements were made 
in Maryland during the year and 121 pa- 
tients were discharged. Each social worker 
carried an average caseload of 30.8 cases. 


OUTPATIENT PSYCHIATRY 


One of the most interesting compilations 
of factual information about mental health 
clinics was published by the U. S. Dept. of 
Health, Education and Welfare in its Public 
Health Monograph, No. 49. Described are 
characteristics of clinics, their geographical 
distribution, and their professional staff in 
an objective appraisal of outpatient clinics 
today. It also provides a base line against 
which future developments can be meas- 
ured. One thousand, two hundred and 
thirty-four outpatient clinics staffed by 
9,500 professional persons are recorded, For 
each 100,000 population, an average of 115 
professional man-hours a week was devoted 
to clinic work or the equivalent of 3.2 full- 
time professional persons, each working 35 
hours weekly. Psychiatrists’ hours repre- 
sented 30% of the total professional man- 
hours in the clinics, psychologists 25%, 
psychiatric social workers 38%, and the 
hours of other professional 7%. Seven of 
each 10 clinics had a team representing 
Psychiatry, clinical psychology, and psy- 
chiatric social work. In general, there are 
5 types of clinics: 1. Those that offer di- 
agnostic and treatment services for emo- 
tionally maladjusted children, 2. Those 
connected with medical schools that are 
basically training centers, 3. Travelling 
clinics provided by State governments, in 
most instances to provide diagnostic serv- 
ices in less populated areas where psychi- 
atric facilities would otherwise be lacking, 
4. General hospital clinics conducting psy- 
chiatric examinations of hospital patients 
with possible mental disorders and fur- 
nishing other consultative services to hos- 
pital staff, and lastly, 5. Services for the 
mental hospital patient who is discharged 
or on convalescent leave, 

Katz and Solomon(2) examined the 
charts of all patients seen in an outpatient 
clinic for one year, excluding only those 
who immediately after intake were referred 
to other agencies, hospitals or physicians. 
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The purpose was to delineate some of the 
factors which determine how long patients 
maintain contact with the clinic, They 
found that patients of higher social status 
seek psychotherapy more frequently, and 
continue in treatment longer. In this re- 
spect their findings were in agreement with 
reports of other investigators. They found 
higher social status was correlated with 
vocational and educational achievements, 
and that patients with greater attainment 
in these areas, remained in treatment 
longer. One of the factors of importance in 
determining the length of contact with the 
clinic was the patients capacity to express 
their complaints in psychological terms, to 
refer themselves to the clinic and to want 
treatment, and to be hopeful about it, al- 
though not unaware of difficulties. In con- 
trast, patients whose co»':ct with the clinic 
was brief, had somatic c: situational com- 
plaints, were referred by others and were 
Skeptical of treatment. 

The ability to recognize emotional stress 
and communicate it verbally rather than 
by somatization, is characteristic of persons 
who seek and proceed with psychotherapy. 

It is also of interest to note that less 
experienced therapists lost more patients, 
but if a patient continued in treatment, as 
many were likely to improve with less ex 
perienced as with more experienced thera- 
pists. : 3 
Sampson, Ross and Engle and Livanti ) 
evaluated the potential effectiveness of thé 
community psychiatric clinic as an alter 
nate disposition for certain mental hospi 
admissions. An unselected sample of 
patients in three California State Hospi : 
were evaluated for their suitability for ow 
patient clinic treatment shortly after " ; 
mission. In all but 20 cases, referral to ( 
clinic was not attempted because the E 
tients were judged to have obvious n a 
inpatient care or because their attitu v 
those of their families discouraged à = 
ferral. Of the 20 cases referred, only 7 b d 
accepted for treatment by the two pe 
pating clinics. Of the 3 patients who en : 
outpatient treatment, only 2 were uo die 
by their therapist to have benefite he ak 
treatment. The study emphasized, t nf 
thors felt, both the marked discontin®. Is 
in function of the participating hosp# 
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and clinics, and the difficulties in initiating 
outpatient treatment with hospitalized pa- 
tients shortly after their admission. It im- 
plies the importance of intervention prior 
to hospitalization. 

Tooth(4) stated that “The establishment 
of outpatient care is an important first step 
for a psychiatric hospital in organizing a 
mental health service. Besides relieving 
overcrowding in a hospital and its attend- 
ant ills, outpatient treatment lessens the 
work of the hospital staff, saves money for 
administrators, and is more acceptable to 
patients and their families than hospitaliza- 
tion.” Tolman and Myers(5) studied 354 
outpatient clinic patients, only 12% of whom 
returned to the clinic for further treatment, 
9% returning once. 88% therefore never 
returned at all. Those patients who returned 
to the clinic were significantly less likely 
to be married or to be employed at intake, 
but by tte conclusion of treatment, their 
employment status had improved and co- 
incided with that of the average patient. 
The improved and unimproved cases dif- 
fered in that the improved were more likely 
to come to the clinic longer and to complete 
treatment, to have moved out of the un- 
employment status and to be in the psy- 
choneurotic category. 
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FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D.' 


_As is not unusual, much of the current 
literature on forensic psychiatry deals with 
the criminal aspects. Guttmacher(1) dis- 
Cusses the implications of the Durham case 
decision. He concludes that the Durham 
tule permits the psychiatrist to function as 
Such, leaving judgments on the social re- 
Sponsibility of the accused to the jury. He 
also doubts the wisdom of excluding charac- 
ter disorders from consideration regarding 


z 
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responsibility. An article by Propst(2) 
points out the relationship of the Parsons 
decision (Ala. 1886) to modern concepts ; 
there is little basis, he says, for the un- 
realistic present rules (M'Naghten and 
irresistible impulse). 

Carroll and Leopold(3) consider the cur- 
rent influence of psychiatric concepts in 
determining criminal responsibility in 
Pennsylvania. One is forced to conclude. 
that the influence is negligible! Several 
cases are cited in which gross distrust of . 
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psychiatry resulted in what appears to be 
miscarriage of justice to mentally ill de- 
fendants. 

Conrad(4), in dealing with psychiatric 
lie detection, hails the increasing tendency 
of courts to recognize the use of psychiatric 
expert testimony on the subject of the 
credibility of witnesses. An unsigned note 
(5) criticizes an Iowa court for refusing 
to order a psychiatric examination of a 
16-year-old complaining witness in a rape 
case. Psychiatric evidence in such cases, 
says the writer, should be admissible, and 
statutory authority should be given for 
examination by court-appointed experts be- 
fore trial. 

A German article(6) also points out the 
need of caution in accepting at face value 
claims of rape, especially in the case of 
young girls. The author, Doctor Klose, em- 
phasizes the need for careful examination 
of the complainant, both psychiatric and 
gynecological ; provocation by the girl and 
false accusation should not be overlooked 
as possibilities. 

An interesting abuse of judicial discre- 
tion is discussed in an unsigned note(7). 
The judge refused to order a sanity hearing 
in spite of several facts which should have 
raised a question in his mind. Fortunately, 
the conviction was reversed. Reisner(8) 
discusses amnesia ; he emphasizes the need 
of a full examination, and warns regarding 
the difficulty of distinguishing real from 
malingered amnesia. i 

Wille(9) reports on psychiatric facilities 
in prisons and correctional institutions, bas- 
ing his findings on a questionnaire survey 
in 1954 (comparing results with those of 
Overholser in 1926). He finds that 24 states 
have no such facilities, and that in many 
they are quite inadequate. The field, he 
concludes, is still largely neglected. The 
level of care rendered to the mentally ill in 
prison, he says, is at no higher a level than 
was common in the average asylum of 100 
years ago. Overholser(10) gives a sum- 
mary of psychiatry's contributions to crimi- 
nal law and procedure, Fiirst(11) considers 
crime and mental illness in the aged. He 
finds that men outnumber women 5: 1 in 
criminal offenses in the age group above 

60; of the group of offenders studied at 
Burghólzli 6.5% were over 60 : 2€ were over 


70. The number of older offenders, he says, 
relatively and absolutely, is increasing in 
recent years. Property offenses lead, with 
pedophiliac offenses second. 58% of the 
offenders past 60 were diagnosed as having 
the organic syndrome, with 12.5% mentally 
defective. 

Usdin(12) presents a study of the psy- 
chiatric and testamentary capacity, empha- 
sizing the law’s hesitation to apply any of 
the concepts of unconscious motivation. 
Szasz(13), discussing the concept of testa- 
mentary capacity, raises a number of pro- 
vocative philosophical questions. 

Of interest to those who employ electro- 
shock is a case discussed by Connor(14) 
in which it was held that the doctrine of 
res ipsa loquitur is not available to the 
plaintiff in an ECT injury. This is in line 
with other cases already decided. In brief, 
the doctrine means that the plaintiff must 
prove negligence beyond the mere showing 
that he was injured. : 

Fabing (15) discusses the unfair laws 
now on the books regarding epileptics- 
marriage, sterilization, motor vehicle li- 
censes, workmen's compensation, etc. These 
laws, he says, restrict rehabilitation and 
keep alive a stigma against the victim. 

A recent British Royal Commission Re- 
port on mental illness and mental deficiency 
is considered by Morris( 16). He would C 
even farther than the Report (gener e 
hailed as progressive) and is critical of ; 
Commission for entering into the field o 
psychopathic offenders. i The 

Several books may be mentioned. i 
Isaac Ray Award Lectures by Philip yo 
(17) deserve careful study. Berg and A dis- 
(18), in a volume on homosexuality, p 
cuss, inter alia, the Wolfenden es 
this topic (Command 247 of 1987). 8 ii 
donald(19) presents a general Mer 
Psychiatry and the Criminal. The. ia 
bridge ( England) Department of c 
Science(20) has given us a comprehen 
study of sexual offenses. y 

The British Parliament, by the Homicide 
Act of 1957, finally recognizes the pce 
of partial responsibility. It also rear : 
very materially the scope of capital ^ ware 
ment. (In the United States De a i 
abolished that relic of barbarism in at 

Very few American legislatures W 
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session in 1958, and no resumé of their 
activities appears to be of value as regards 
forensic psychiatry. 
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ADMINISTRATIVE PSYCHIATRY 


J. MARTIN MYERS M.D.,! anv LAUREN H. SMITH, M.D.? 


Growing recognition and eagerness to 
combat the unhealthily developed frac- 
tionation and isolation of psychiatric serv- 
ices and facilities have been emphasized 
oy In his presidential address in San 
E Dr. Solomon called for the liqui- 

ation of large mental hospitals(1). The 
Progress of such a plan has been reported 
rom Denmark where each of 9 new hos- 
pitals is to be linked closely with a general 

Ospital and to have as a maximum capacity 

patients(2). An investigation into the 
medical and social needs of patients resi- 
En a Birmingham, England, mental 

Ospital showed that only 13% needed full 
qp resources ; 12% needed none of the 
ervices traditionally associated with a hos- 
Ee investigators felt that the remain- 
"s 5% who needed limited hospital re- 
a kos might be much better cared for in 

ostel type setting rather than the usual 

Ospital ward(3). 


eee 
Pe Market St., Philadelphia, Pa. 
1 N. 49th St, Philadelphia, Pa. 


Another English study of a regional men- 
tal hospital and a psychiatrie ward of a 
general hospital revealed that 80% of those 
patients who needed psychiatric hospitaliza- 
tion stayed in the hospital less than 6 
months. The authors argued for greater 
use of psychiatric divisions in general hos- 
pitals with separate special provisions for 
long term patients (those hospitalized over 
2 years). They estimated the number of 
beds needed with such planning would be 
small, about 150-200 beds per 300,000 pop- 
ulation, and that long term patients would 
accumulate at the rate of 7% of admissions 
and readmissions per year(4). Cameron 
states that psychiatric divisions of general 
hospitals should account for 10% of the 
total hospital beds for “within a relatively 
limited period all psychiatric patients re- 
quiring hospitalization would receive it 
there and not in the old state hospital 
system"(5). 

The book, The Patient and the Mental 
Hospital, contains a complete report on 
the conference on Socio-Environmental As- 
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pects of Patient Treatment in Mental Hos- 
pitals. Fifty-nine outstanding psychiatrists 
and social scientists discussed the organiza- 
tion of the hospital and its treatment im- 
plications, the action, reaction, and inter- 
action of patients and personnel. It is also 
possible in reading this book to get a good 
understanding of the day to day function- 
ing of 4 types of mental hospitals : an acute 
psychopathic hospital; a VA hospital; a 
university teaching hospital ; and a private 
hospital(6). A thorough sociological study 
of the small university teaching hospital 
(Yale) is separately reported by Caudill 
(7). Sommer points out that analysis of the 
social system of a mental hospital is in- 
_ adequate if it does not include consideration 
of ‘the community within which it is lo- 
cated. He discusses social economic, po- 
litical, and clinical factors from the stand- 
d of both hospital and townspeople 

An important number of contributions 
were made concerning the open hospital. 

In a report on the conference on The Open 
Mental Hospital Within the Community, 
Robert Hunt points out that much of the 
disability associated with psychiatric ill- 
ness is not part of the illness as such but 
produced by the manner with which the 
patient is handled. Duncan Macmillan, at 
the same conference, discussed hospital- 
community relationships, and Felix de- 
scribed legal and administrative aspects of 
rehabilitation (9). 

. Patient government with the delegation 
of greater administrative decisions to pa- 
tient groups has been described in a weekly 
magazine(10). At Chicago State Hospital 
. patients had to ask for and receive patient 
group approval for ground parole or dis- 
charge; when the latter request was in- 
volved the patient's family had to come 
before the group for open discussion of the 
patient's future plans(11), 

. Statistics from Creedmoor State Hospital 
indicate that of psychotic patients aged 60 
or more, 1 in 5 will have died within 30 
days of admission and 1 out of 2 within a 
year(12). Darill and Jones established a 
geriatric admission ward staffed by an in- 
ternist. Comparison of results 2 months 
after admission revealed that whereas only 
two would have been discharged from a 
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psychiatric admission ward, the geria 
admission ward discharged 18 (10 hi 
and 8 to a nursing home)(13). A 
scale saving to the state as well as bi 
care is described by Winston who re 
the number of patients in hospital by p 
viding non-institutional care for the 8j 
in their own community( 14). ` 
Administrative therapy is defined h 
Clark as the art of treating psychiatrie 
patients by administrative actions, | 
points out that the administrative role fin- 
cludes a number of ritual public actio ns | 
the figurehead, spokesman or conscience 
The medical superintendent who is too (i 
dividual) patient centered is not leame 
enough in handling groups ; he should ha 
a group therapy or social therapy ba 
ground. He lists the 4 facets of admini 
tive therapy: 1. Organization of the: 
tient’s life; 2. Staff organization ; 3. M 
cal organization (“providing a m 
which everyone may do his chosen job! 
the best of his ability without interfere 
...”); 4. Community leadership( 15): l 
Two series of articles appearing ] 
dominantly during 1958 in Mental Hospi 
are of particular note. One dealt with} 
application of management principles: 
state hospital, ward, dietary depa 
etc. The other series concerned itself 
the various and varying needs of m DA 
patients, e.g., acquisition, orientatio n 
etc, The Proceedings of the Ninth 
Hospital Institute held at Cleveland 
First Canadian Mental Hospital Inst 
held at Toronto were reported in the Fel 
ary and May issues respectively. 
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MILITARY PSYCHIATRY 
JOSEPH $. SKOBBA, M.D. 


The present trend is for more articles to 
be published concerning psychiatry and 
military aviation and less concerning psy- 
chiatry as it applies to other phases of mili- 
tary activity. Berry and Cunningham(1) 
describe a program evolved by a medical 
department in connection with a psychi- 
atrist. Together they formulated a thera- 
peutic program for so-called psychosomatic 
cases. They described a method of indoctri- 
nation of members of the medical depart- 
ment and the selection of patients. Staff 
training took place twice a week for 6 
weeks of 1% to 2 hour periods. These were 
devoted exclusively to the study of the 
Ske and their manifestations in psy- 

somatic illness. The psychodynamic 
genesis was discussed, introductory ap- 
Proaches to group therapy reviewed and the 
ony of promoting an emotional rather 
han an intellectual atmosphere empha- 
sized. Technical jargon was rejected as- 
siduously, The reactions of patients during 
de initial and subsequent interviews were 
Ed The psychiatrist did not meet 
E the patients. However, there were bi- 
red meetings, at which the psychiatrist 
si the staff evaluated the emotional ma- 
d produced. It was found that the 
a e of ward patients was improved. The 
of ors were of the opinion that this type 
"i experience produced a more lasting re- 

Very in patients. 
dn inger(2) noted that amnesia is a com- 
in oe among service men confined 

e brig and charged with offenses. He 


es 
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considers it important to establish whether 
the complaint is genuine. In his studies he 
found that the correct diagnosis could be 
established by evaluating the underlying 
character structure. Where anxiety is strong 
there may be a true dissociative reaction 
with fugue. The author is of the opinion 
that this evaluation can be done on a clini- 
cal basis. 

Todorovic(3) described the use of hyp- 
nosis in various types of psychiatric prob- 
lems encountered in military service. In 
addition, he proposes that hypnosis may 
be used in mass hysteria resulting from 
nuclear war. 

Sarnoff and Mebane(4) studied intoler- 
ance to G forces in 3 military aviation 
students. None had unusual physical or 
neurological findings but all possessed dis- 
turbed personality patterns and developed 
incapacitating anxiety under stress. Under 
the minimal stress of being placed on a 
tilt table in a vertical position 2 candidates 
suffered a loss of consciousness. The im- 
portance of the psychogenic factor in G 
force intolerance was pointed out. 

Phillips and Neyille(5) studied 69 stu- 
dents of a class of 2,893 primary flight 
students. These 69 students had moderate 
or severe air-sickness in the primary phase 
of training. The authors attributed airsick- 
ness to emotional G which they defined as 
attraction to the earth or a distaste for 
leaving it. Of the group studied, 58% com- 
pleted the primary phase of flight training 
after interview and reassurance by a flight 
surgeon, No medication was used. A past 
history of motion sickness was common both 
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to those who did and those who did not 
complete primary training. Anxiety was 
high and motivation for flying poor in those 
who failed. 

Malette and Eiseman(6) produced hy- 
perventilation in dogs with 100% oxygen. 
An increased concentration of brain lactic 
acid resulted. This paradox of tissue anoxia 
caused by hyperventilation is due to the 
decreased dissociation of oxygen from the 
hemoglobin during the alkalosis and hypo- 
capnia that accompanies such hyperventila- 
tion. It is suggested that brain anoxia 
caused by hyperventilation may be of sig- 
nificance in flying personnel during mo- 
ments of stress. 

Weiss(7) maintains that there are several 
stages in the development of emotional 
breakdown at which preventive steps can 
be taken. In selected social environments 
such as military training centers, specific 
measures can be taken at each of the 
strategic points at which barriers to the 
progress of the disorder's development may 
be interrupted. He designates the stages 
as prepathogenic, early pathogenesis, de- 
monstrable but early disease, advanced or 
manifest disease and convalesence. He 
describes each stage in detail, giving the 
appropriate measures to be taken at each 
one in order to place a barrier in the 
progress of the condition and prevent pas- 
sage into the next stage. For the final stage 
he stresses rehabilitation to make maximum 
use of the remaining capacity of the in- 
dividual to perform military duty. 

Bell(8) reviews the military psychiatry 
of World War II, quoting from Menninger, 
Glass, Peterson and Chambers. He believes 
that civilian psychiatrists found attitudes 
in military practice foreign to their train- 
ing and experience, which did not take 


into consideration the true nature of man, 
Psychiatric theory and practice during 
World War II tended to promote loss of 
moral fiber in servicemen. Emphasis was 
placed on a materialistic and deterministic 
theory of psychiatry and the false idea that 
man is simply an irresponsible automaton, 
a product of his heredity and environment. 
A true concept of man conceives of a body 
and a soul with faculties of intellect and 
free will. The man chooses good or evil, 
bravery or cowardice, God or mammon. 
Bell maintains that this concept will pro- 
mote the feeling of responsibility in military 
as well as civilian life and considers it the 
fundamental basis of effective military psy- 
chiatry. i 

There was only one reference in the 
current list of medical literature of the 
National Library of Medicine on the con- 
temporary problems of war and psychiatry 
—Hamon(9). 
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PSYCHIATRIC EDUCATION 
FRANKLIN G. EBAUGH, M.D.,! Ax» ROBERT H. BARNES, M.D.? 


The chronic problems of shortages in 
psychiatric personnel seem ever more press- 
ing despite constantly increasing training 
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efforts, That this is not unique to a 
specialty and that it is becoming a 
lem at the wellspring of psychiatry, rather 
ly, at the medical school level, tido in 
dramatically presented in ms in the 
Medical Economics, titled "Crisis 


^ 
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Supply of Doctors"(1). As of 1985 we had 
132 physicians per 100,000 population. As- 
suming that current predictions of the 
number of graduates from existing and 
planned medical schools are correct, by 
1975 we will have decreased this ratio to 
127 physicians per 100,000 population. In 
order to keep the ratio in 1975 at today's 
level, it is estimated that the equivalent 
of 20 new medical schools would have to 
be added to the 87 now existing or planned 
(2). The enormity of this prospect is 
frightening. In a partial attempt to make up 
these deficits, we are now licensing about 
1000 foreign graduates a year compared 
to 300 in 1950(1). In addition, many people 
have raised the question whether maintain- 
ing the current physician-population ratio 
will in any way be sufficient. A number of 
trends in the last decade or two have re- 
sulted in an enormous increase in the 
potential demand for medical services(3) : 
l. The massive population growth; 2 
Changes in the age structure of our popula- 
tion and in its way of life, with growing 
problems of chronic and mental illness ; 3. 
The general upgrading of our population 
in terms of income, occupation and educa- 
tion. In the words of Dudley Kirk(3), “I 
think it fair to say that the medical pro- 
fession is erring in the direction of pre- 
paring too few physicians in relation to the 
Prospective needs for their services.” One 
observer, an assistant to President Hisen- 
hower(4), sees that these population in- 
creases and demands for superior medic 

care are going to put a strain on the pro- 
fession far beyond anything that we con- 
template. He further suggests, and this is 
extremely important to psychiatrists, that 
it may be impossible for doctors in the 
future to give anywhere near the indi- 
Vidualized service now expected and given. 
His prediction is for “more work and less 
money”(4). As another observer puts it, 
To whatever extent the country’s medical 
needs are unestimated, you are bound to 
€ overworked"(1). 

ü Dean Rappeleye(5) indicates the con- 
icting situation in which we find ourselves. 
We are demanding more knowledge and 
interest from physicians in dealing with 
Social, economic, emotional and other en- 
vironmental elements in illness—demands 
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which are likely to add heavily to the 
physician’s investment in time—while being 
pressed by the danger of an ever decreas- 
ing doctor-patient ratio. Another factor in 
the “time-bind” in which we as physicians 
are finding ourselves involved is pointed 
out by the editor of a popular women’s 
magazine(6)—the one thing patients are 
most unhappy about is a lack in the time 
the doctor spends with them. He notes: 
“Tt is an interesting commentary but medi- 
cine has brought this on itself. Perhaps it 
is part of the penalty for the faith medicine 
has engendered.” 

The sociologist Talcott Parsons offers a 
number of possible solutions to this prob- 
lem(7). He suggests cutting the length of 
medical education by relying less on em- 
piricism and attempting to codify our 
medical knowledge in terms of higher level 
theory to give what Conant has called a 
“eduction in the degree of empiricism.” 
He further suggests that we plan to train 
in the future a “psychological physician,” 
who has less extensive training in general 
medicine than our present day psychiatrist, 
and yet who is adequately trained in the 
necessary branches of medicine relating to 
psychological problems. He feels that log- 
ically medicine should be divided into 
two primary branches : the physical and 
the psychological. In his view this tailoring 
of training for psychiatrists is the only 
hope the medical profession has of meeting 
the needs in the treatment of the mentally 
ill, and as he notes, if medicine does not 
meet these, other agencies outside the con- 
trol of the medical profession will step in 
and do so. 

One of the recent programs to cut down 
the length of medical training without im- 
pairing the quality is the socalled Johns 
Hopkins program(8). This program would 
shorten by one or two years the time be- 
tween entering college and the end of in- 
ternship and yet still provide adequate 
basic and clinical training. It attempts to 
decrease the barriers between undergradu- 
ate and medical schools and increases the 
emphasis on independent and creative 
study. 

The problem of the medical student's 
acceptance of emotionally ill patients is 
dealt with in a report from U.C.L.A.(9) in 
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which Q-techniques for measuring and 
studying attitudes were devised. The pre- 
liminary results indicate that graduating 
medical students almost universally feel 
the typically organically ill are much closer 
to their ideal patient than the emotionally 
ill(9). The extent to which psychiatry gets 
across its basic theses to non-psychiatrists 
is discussed by Shirley Starr of the Na- 
tional Opinion Research Center, University 
of Chicago(10). Her findings with lay 
groups, and we suggest these may be ap- 
plicable to medical students, indicate that 
in mental health education we have made 
a "fatal error of hitching the discussion of 
human behavior to mental illness and show- 
ing that after all, the emotional mechanisms 
of sick people aren't so different from you 
and me"(10). She feels that the threats 
- inherent in this conception of mental illness 
are so great that the conception itself is 
completely rejected by most lay people, in- 
creasing further the gulf between them and 
the mentally ill She implies that "this 
approach to fundamental premises couldn't 
have been better calculated to arouse 
resistance." This may help to explain certain 
of the resistances we encounter with medi- 
cal student groups to accepting the basic 
concepts of dynamic psychiatry. It may well 
be part of the "student culture" (11) to 
reject our general concepts of the con- 
tinuity between so-called normal and 
pathological behavior just as Starr indi- 
cates that people in our broader American 
culture reject it. 

It appears to be the concensus of medical 
educators that broad concepts of mental 
health and disease are best taught in a 
setting where the focus is on clinical prob- 
lems, including the treatment and evalua- 
tion of patients. Becker and Geer(11), in 
a sociological study of medical students at 
the University of Kansas Medical Center 
point out the deleterious effects of constant 
emphasis on facts, with disregard of the 
problems of healing and being a doctor, that 
occur during the first two years of medical 
school. Much of this is necessary but in 
our field it may be wise to avoid sterile 
presentation of material without a strong 
clinical emphasis. 

A study from Harvard and Tufts Medical 
Schools(12) indicates the value of resi- 


dents as instructors in the training of med 
cal students in clinical psychiatry. It gl 
emphasizes the worth of clinical discussit 
for stimulating the disinterested s 
The possibilities for psychiatric traini 
medical students in the program of a 
care service, such as the one opera 
Montefiore Hospital in New York Ci 
carefully reviewed by Silver(13). A s 
approach is suggested from Albany M 
College(14). Here, rather than us 
home care program, the Comprehen 
Care Clinic, giving long term family 
an important resource for training m 
students in psychiatry. This report s 
the extent to which patients expect 
medical student to be interested in 
problems. Eventually he can come to 4 
such interest as part of his role. 1 
A study of the use of the psych 

social worker in the teaching of m 
students is presented from the Uni 
of Colorado(15). They allow their 
medical students to observe psych 
and social work interviews through a 0 
way screen. These observations are 

lowed by discussion periods with the. 
dents. Emphasis is put on the valud 
services of the psychiatric social worke 
such teaching. A brief practical revi 
the problems of training medical stu 
in psychotherapy appeared from the 
stock Clinic in London(16). It is po! 
out that not every student can be exp 
to benefit by such training, and sel 
of students is necessary; also not n 
teacher of psychiatry is capable of do 
this type of instruction. Both of these pa 
are frequently forgotten in our mass 9E 
proach to teaching psychiatry in m 
school. The most comprehensive revi 
such teaching was published by the Gr 
for the Advancement of Psychiatry 

dealt with "Small Group Teaching in 
chiatry for Medical Students (17). f 
long, excellent review should be read ^ 
fully by those who teach medical stu : 
The committee believes that more 

experimentation with small group. - 
is necessary and that the "educatio " 
tentialities of these methods are greai: 


GRADUATE TRAINING 
The National Institute of Mental 
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has recently reviewed the results of the 
decade of support their organization has 
given to psychiatric training (1947-1957) 
(18). The extent of this support and the 
advance in psychiatric education during the 
decade are dramatic and extensive. Over 
$33,000,000 was put into mental health 
training programs during this 10-year 
period by N.L.M.H. A stimulating chapter 
on the basic mental health training needs 
for the next 5 years should be perused by 
all psychiatric educators(18). 

A review of the latest figures on graduate 
medical education in the United States in- 
dicates there are currently 281 psychiatric 
training programs, with a total of 2,511 
residents in training as of September 1, 1957 
(19). Seventy-six percent of psychiatric 
residencies were filled. The figures for last 
year were 2,166 residents with 73% resi- 
dencies filled. In total number of trainees 


in the various specialties, psychiatry is . 


third, with general surgery first (5,364 
trainees), and internal medicine second 
(4,409 trainees). The large influx of foreign 
medical graduates into our training pro- 
grams has continued. A new development, 
however, suggests a solution to the problem 
of evaluating the basic medical and linguis- 
tic abilities of such trainees prior to their 
acceptance in this country. The Educa- 
tional Council for Foreign Medical Gradu- 
ates has been set up in Evanston, Ill., under 
the directorship of Dean F. Smiley(20). 
It represents a joint venture of the Ameri- 
can Hospital Association, the Association 
of American Medical Colleges and the 
Federation of State Medical Boards. It will 
attempt to evaluate the credentials, ability 
in the English language, and knowledge of 
medicine through a one-day comprehensive 
examination, all leading to certification as 
to competence in these areas. The enormity 
of this problem is indicated by the 1956-57 
figures which indicate 6,741 foreign medical 
School graduates ‘on exchange visas in in- 
ternships and residencies in this country, 
Plus approximately 1,000 more on im- 
migrant visas studying here(20). 

A study of techniques for overcoming 
resistance to learning in psychiatric resi- 

€nts is reported from the Langley-Porter 
Clinic(21). The value of a demonstration 
iterview conducted by the supervising psy- 


chiatrist in the presence of the resident is 
suggested. A review of the forms which 
resistances to learning may take is included. 
As the authors point out, resistance is part 
of the learning process and without its 
presence very little could be accomplished. 
Dr. David Boyd reviews current and future 
trends in psychiatric residency training (22). 
He gives thoughtful consideration to the 
problems of foreign medical graduates, the 
relation between residency training pro- 
grams and psychoanalytic training and the 
pros and cons of training in university cen- 
ters versus non-university programs. He 
brings up the value of limited one-year resi- 
dency in certain institutions that can give 
specialized training of much higher quality 
than could be obtained in more general 
programs. As he points out, “The time is 
ripe for a revolutionary new idea and type 
of programming.” Another excellent review 
(23) outlines the growth of psychiatric 
training in the San Francisco area. 

Often forgotten in psychiatric teaching is 
the instruction of interns during rotating 
internships. A recent review from Cincin- 
nati General Hospital outlines the need for 
a carefully organized and supervised pro- 
gram for rotating interns during train- 
ing in psychiatry(24). Their needs are 
often different from those of medical stu- 
dents or residents. A new program has been 
developed by the National Institute of 
Mental Health for grants in support of 
psychiatric training of general practitioners 
and other physicians in practice(25). Post- 
graduate training programs for non-psychi- 
atric practitioners are apparently becoming 
more popular, A perusal of Postgrad for 
1958 lists 14 such programs at various 
medical schools(26). 
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CLINICAL PSYCHIATRY AND PSYCHOTHERAPY 


PAUL H. HOCH, M.D.! Ax» NOLAN D. C. LEWIS, M.D.? 


In the following review we have selected 
a number of papers appearing in the Eng- 
lish-speaking literature. Schizophrenia has 
been the greatest single problem in psychi- 
atry for many years, and it continues to 
be the most prominent field for evaluation 
and research. Among the numerous general 
treatises that could be pointed out here, 
one might mention the discussion of the 
clinical features of schizophrenia and their 
meaning by Kinross and Kahn(1) and also 
that of Brady (2) on the language of schizo- 
phrenia, in which he presents an excellent 
list of references on the subject. A post- 
humous book on schizophrenia by Manfred 
Sakel(3) is devoted not only to his personal 
description of his epoch-making discovery 
of insulin therapy for the psychoses, but 
also presents the history of the disorder, its 
symptoms, diagnostic and prognostic fea- 
tures, and the detailed clinical application 
of his method. 

Shatin(4) reports on a three-year follow- 
up on the adjustment status of hospitalized 
long-term schizophrenic patients who par- 
ticipated in a controlled experimental pro- 


! New York State Psychiatric Institute, 722 West 
168th Street, New York, N. Y. 

? New Jersey Neuropsychiatric Institute, Princeton, 
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gram of six-months’ duration. A compre- 
hensive and intensive rehabilitation thera- 
py was given to an experimental group 
whereas the control group received the 
usual ward treatment program. At the kn 
of the experimental time, the group W! 
received rehabilitation therapy show 
significant improvement in adjustment er i 
the control group showed a tendency d 
ward deterioration. At the conclusion ; 
experiments, the patients in both EO 
began to receive equivalent treatment P 
cedures. Three years later the experte 
patients had some loss, but did not B 2 
to their initial pre-experimental UTR 
control group reversed its ded 
trend. After three-year evaluation, a? 
groups have met at approximately er v 
behavioral adjustment, but the leve » 
well above that of the pre-expere n 
status for both. Shatin thinks bare wilt 
tent and vigor of the psychiatric m itat 
tion program determined the rehabi 
results. ; 
The intrafamilial environment der 
phrenic patients has been studi A Y 
and coworkers(5) who discuss the 
mission of irrationality. Notable a j the 
ways of thinking were found in mo: pft 
amilies investigated. In nine e 
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families considered, one or both parents 
were schizophrenic or paranoid and in the 
others various degrees of irrationality were 
present in amounts that might affect the 
development of the child's thinking proc- 
esses. 

Prefrontal lobotomy is used less and less 
in mental illnesses since the drug treatments 
have been able to benefit a considerable 
number of chronic schizophrenic. patients. 
In the following, however, we would like to 
mention an interesting report by Weatherly 
(6) of two identical twins because there are 
so few such cases mentioned in the litera- 
ture, One of the twins who was lobotomized 
had a more severe schizophrenic illness 
originally. After the lobotomy he remained 
out of the hospital and maintained a con- 
tinuous productive place in society. The 
non-lobotomized twin, however, has been 
hospitalized three times in the last five 
years. His outside adjustment has been 
minimal and he will require hospitalization 
in the future, 

, Perr(7) utilizing data obtained by the 
interpersonal diagnostic system of Leary, 
studied the personality structure of parents 
of schizophrenic children as compared with 
parents of adequately functioning children 
of approximately the same age, religion, 
and socio-economic background. The case 
material was small, (five couples of ten 
parents of autistic children were compared 
With six couples or twelve parents of ap- 
Parently normal children), but a sufficient 
number of differences were found to indi- 
cate the value of such studies and to justify 
Mvestigating a larger number of similarly 
Situated families, Since it has been hypo- 
‘Hesized that siblings in different positions 
in the family are subject to varying degrees 
M stress, a study was made by Gross and 
iller(8) of 156 schizophrenic patients 
Sach with two normal siblings, with the 
Youngest over ten years of age. They con- 
chided that statistically “no ordinal posi- 
sig appears to carry specific vulnerability 
© schizophrenia within the three sibling 
Constellations.” 
a ahler(9) in a comparative study of 

-ism and symbiosis which are extreme 
^ ems of identity found evidence 
: icate that the autistic child is unable 

Perceptually discriminate between the 


animate and the inanimate and particularly 
unable to recognize the mother as a human 
being. The symbiotic child's basic defect 
is identification with the mother. The 
mother remains undifferentiated from the 
self. Therefore, difficulties arise since 
maturation proceeds while development 
lags. Although these ideas were worked 
out in the field of child psychiatry they 
obviously have a bearing on the formation 
of reaction patterns in adult psychiatry. 

A comprehensive review of the psycho- 
logical and phenomenological features of 
disorders of the body image was made by 
Gerstmann(10) in his Paul Schilder Me- 
morial Address. He consistently pointed out 
that the body image and its disorders repre- 
sented a field of research that would do 
much to integrate neurology, psychiatry, 
psychology, psychoanalysis, and sociology. 
Another publication that strongly invites 
attempts toward integration in these areas 
is the Sixth Edition of Cobb's Foundations 
of Neuropsychiatry(11). For over twenty 
years this book has been a valuable one for 
students of human behavior. 

Autoscopy, the seeing of “one’s self" or 
seeing "one's double" by projection is a 
remarkable and often frightening experi- 
ence that has stimulated observation and 
study for many years and in many places. 
Lukianowicz(12) in an extensive article, 
bearing 101 references to the literature, 
presents historical and clinical examples 
of the phenomenon, and describes seven 
personally studied cases revealing a com- 
plex clinical picture. The possible etiologi- 
cal factors are discussed, and a personal 
hypothesis offered. 

A study of anxiety under various experi- 
mental situations and relationships between 
the quantity of anxiety and the production 
of, or alteration in other clinical symptoms 
was reported by Lesse( 13). Several months 
of research were utilized. Anxiety was 
analyzed in terms of four components, 
namely, the motor, the affectual, the verbal 
and the autonomic phenomena. This well 
formulated report represents a part of a 
much larger investigative program to search 
for relationships between psychophysiologi- 
cal mechanisms and psychodynamics. An 
interesting study of EEG patterns and eye 
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movements of ten subjects over a period 
of fifty-one nights of experimental sleep 
was conducted by Wolpert and Trosman 
(14). The results indicated that dream re- 
call was high when awakenings were made 
during periods of low voltage, non-spindling 
waves and, low when awakenings were 
made during periods of spindling waves. 
The memory of a dream fades rapidly in 
time after the cessation of the dream, and 
the recall “becomes fragmented” before 
undergoing complete extinction. The meth- 
od of study and recordings are presented 
in detail. 

A stimulating paper by Phyllis Green- 
acre(15) offers suggestions for the study 
of certain defense reactions in their be- 
ginning and early stages before the ego 
is completely assembled. Her observations 
and comments regarding the genesis of 
“early ontogenetically appearing organism 
defenses and their transformation into the 
mental mechanisms of defense characteris- 
tic of their matured ego” indicate the nature 
of these early patterns. They form a “re- 
straining bridge” between reactions to im- 
mediate stimulations of the external world 
and complex inner ones of memory, 
imagination and reason. She furnishes clini- 
cal illustrations of the mechanisms. The 
common human tendency to seek pity and 
sympathy is seldom discussed in psycho- 
logical or psychopathological literature. It 
is therefore important to note that Hol- 
lender(16) has recently made a valuable 
review of most of the pertinent literature 
available. In recent years there has grown 
a “feeling” among research workers in 
psychiatry that the “normal” controls who 
volunteer for studies in psychological, 
physiological, and pharmacological proj- 
ects may have some peculiar personality 
characterization of their own. Pollin and 
Perkin( 17) have made a psychiatric evalu- 
tion of a group of twenty-nine volunteer 
research subjects and found significant psy- 
chopathology in fifteen. In eleven of the 
twenty-nine subjects it was possible to make 
psychiatric diagnoses. A number of im- 
portant details, symptoms and differences 
in motivation, in accommodation to stress 
and in defense mechanisms are described. 

In the following we would like to men- 
tion two important papers on homosexuali- 


ty. Ross and Mendelsohn(18) report a 
preliminary study of 133 homosexuals 
seen in a university health center. The data 
show that homosexuals do not difer 
markedly from other students in general 
academic characteristics, except a smaller 
proportion of the male homosexuals were 
in graduate work, and a greater percentage 
tended to major in arts, especially in the 
theater arts. The undergraduate female 
homosexuals gave a better academic per- 
formance than other female students. Twice 
as many homosexual girls graduate and 
their grades average higher. Male homo- 
sexuals engage in less heterosexual activity 
than the females. Regarding the therapeutic 
results, the authors comment "the initial 
signs of strong motivation for change were 
not ordinarily present in the homosexuals 
benefiting from therapy." They point out 
that this observation is worthy of further 
study with which they heartily concur be- 
cause until now the outcome of therapy was 
judged by many on the presence or absence 
of a motivational change. Hadden's(19) 
experience in treating therapeutically diffi 
cult disorders indicates that homosexu 
respond more effectively in group therapy 
when the group is composed exclusively of 
homosexuals. In such a group rationaliza- 
tion of the perversion is more difficult since 
there are members who are seeking a soci?" 
ly acceptable pattern of living. Ego streng 
may be gained by identification with those 
who are striving to change. A sound dis- 
cussion of the various aspects of es 
sexuality and the approach to therapy * 
presented. Be 
The next two papers to be mento" 
cover miscellaneous topics which we 
are of importance. The Council on wc 
Health of the American Medical Assoc" 
tion made an extensive survey of the m that 
cal use of hypnosis and concluded ; 
general practitioners, medical jr 
and dentists might find it useful as à 
peutic measure, if they would realize ie 
limitations and complexities of the P 
nomenon, and become properly co its 
the technique of its application yé ds. AD 
use is indicated in their special fie x 
extensive useful bibliography i$ hing of 
in the report(20). The efficient tea’ al pr 
psychotherapy has long been a spec 
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lem owing to the interpersonal nature of 
the procedure. Fleming and Hamburg (21) 
emphasize that the success in this disci- 
pline depends, among other things, upon 
the development of the ability to recog- 
nize non-verbal signals within behavior, 
the ability to understand, the meaning of 
both verbal and non-verbal cues and com- 
munications, and the capacity to see and 
appreciate the meaning of one's own reac- 
tions to the patient's messages. They outline 
the various skills required to become a suc- 
cessful psychotherapist. An extensive tran- 
script of a “dynamimetic” interview is in- 
cluded. It illustrates a device for teaching 
psychotherapeutic principles. 
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COMMENT 


EFFECTS OF NUCLEAR RADIATION 


A news release from the World Medical 
Association contains information that bé- 
cause of the great concern of the doctors 
of the world over the problem of the pos- 
sible ill effects of radiation from the testing 
of nuclear weapons, as well as "the hysteria 
which has developed chiefly from ignor- 
ance”, the W.M.A. at the request of many 
of its 55 member medical associations set 
up a plan to keep the medical profession 

of the world informed of the facts. 

To this end the W.M.A. secured the serv- 
ices of Dr. Lewis M. Orr, of Orlando, Fla., 
consultant to the Institute of Nuclear 
Studies, Oak Ridge, Tenn., to address the 
12th General Assembly of the W.M.A. 
held recently in Copenhagen. Dr. Orr's re- 
port was titled, “The Biological Effects of 
Nuclear Radiation”. In it he stated; “It 
is a fact that for centuries mankind has 
lived with an amount of radiation some 
thirty times greater than the fallout to this 
date from nuclear tests. It is also a fact that 
modern man has received a great deal 
more radiation over his entire body from 
x-ray and fluoroscopic examination than 
from nuclear fallout.” 

Dr. Orr reminded us that processes in- 
volving radiation were necessary in the 
diagnosis and treatment of disease and that 
“some hazards are implicit in almost all 
technological advances," and that the use 
of the x-ray for example in diagnosis, treat- 
ment and research is “for the benefit of 
mankind and can be controlled.” It must 
not be discontinued. 

Turning to the hazards of radiation fall- 
out, and in particular the genetic effects 
of strontium 90 as compared to the amount 
of radiation to which the human race has 
been subjected from natural sources, as 
well as from tests, the report is mathe- 
matically more specific : "the 30 year dose 
to the gonads received by the average per- 
son in the United States of America is 
estimated to be (a) from background 
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radiation—about 4.3 roentgens, (b) from 
x-ray and fluoroscopy—about 3 roentgens, 
(c) from nuclear weapons testing if con- 
tinued at the rate of the last five years- 
would give a probable dose of only 0.1 
of one roentgen. If nuclear testing were 
continued at the rate of the two most 
active years the possible exposure of 30 
years would be only about 0.2 of one 
roentgen." 

Dr. Orr gave the opinion that every 
possible. precaution should be taken in 
making nuclear tests, but that properly 
controlled testing that could contribute to 
knowledge and be beneficial to all people 
in many fields of investigation should not 
be discontinued. i 

It is gratifying to note that the repeal 
issued by the W.M.A. is in substanti 
agreement with that of an investigation 
carried out by the United Nations Scien 
tific Committee. 

The news release by the W.M.A. NE 
referred to Prof. W. H. Watson, Head 2 
the Dept. of Physics, University of Toron! à 
who called pannon a me e d 
Hazards to Man of Nuclear 
Radiations,” by the Medical Research 
Council in Great Britain, June 19 od 
of the conclusions in which states : ae 
quate justification would be require izing 
the employment of any source of ion 
radiation on however small a scale. this 

Prof. Watson adds his comment oal 
statement : “I think it should be mn 
that this injunction is not to be ation 
effective by naming a particular rà ects 
dose as ‘safe.’ One must distinguish ft 
on the individual due to radiation va ak 
on account of his or her age, ami s the 
genetic consequences whatever, M al 
cumulative dose received by tive spi 
population during the reproduc genetic 
and producing, therefore, potentia 
effects." 


NEWS AND NOTES 


Depication or New APA CENTRAL 
Orrice.—Arthur S. Flemming, Secretary 
of Health, Education and Welfare, gave 
the dedicatory address at the opening of 
the new Central Office of the APA in 
Washington, October 31, 1958. 

The new $300,000 headquarters is a con- 
verted town house of distinction, accom- 
modating a staff of 35. It is owned outright 
by the APA and made possible by voluntary 
contributions from its members. 

To commemorate the event, the APA 
has prepared a booklet, “The Headquarters 
of The American Psychiatric Association 
and Those Who Made it Possible,” contain- 
ing photographs of the new building and 
interior, and a list of the names of the 
approximately 4,500 contributors who made 
it possible. 


American Board or Mepicat Hypnosis 
Esras.isuep.—This new Board will serve 
as a certifying body for physicians using 
medical hypnosis as part of their profes- 
sional work. In addition to examination and 
other prerequisites, it will be necessary for 
certified physicians to have also prior diplo- 
mate status in one of the American Medical 
Specialty Boards approved by the Advisory 
Board for Medical Specialties and by the 
Council on Medical Education and Hos- 
pitals of the American Medical Association. 

The president of the American Board of 
Medical Hypnosis is Dr. Jerome Schneck, 
New York City ; secretary-treasurer is Dr. 
Bernard B. Raginsky, Montreal, Canada. 


Lr. Cor. EGGERTSEN GOES TO SURGEON 
GrNERAU's Orrice, U. S. Am Force.—Lt. 
Col. Paul Eggertsen, USAF (MC), formerly 
head of psychiatry service at Lackland Air 
Force Base Hospital, San Antonio, Tex., has 

een assigned as consultant in psychiatry 

and neurology to the Air Force Surgeon 
General. He replaces Lt. Col. Robert L. 
Williams who will join the faculty of the 
University of Florida College of Medicine 
as associate professor of psychiatry. 


ha 


ASSOCIATION FOR THE ADVANCEMENT OF 
PsvcnoaNarxsis, Inc.—On Wednesday, Jan- 
uary 28, 1959, the Association will sponsor 
its regular meeting at the New York 
Academy of Medicine at 8:30 p.m. 

Dr. Harold Kelman will present a paper 
on “Communing and Relating.” Discus- 
sant : Dr. Jan Ehrenwald (by invitation). 


AMERICAN Sociery or Group PsycHo- 
THERAPY AND PsyCHODRAMA.—The National 
Organization of the Institute of Group Psy- 
chotherapy and Psychodrama will hold a 
2-day session January 31, 1959, and Febru- 
ary l, 1959, at the Statler-Hilton Hotel, 
Detroit, Mich. For further information 
write to Mr. Henry Feinberg, Chairman, 
163 Madison St., Detroit 26, Mich. 

The 1959 annual meeting of the Ameri- 
can Society of Group Psychotherapy and 
Psychodrama will be held April 25-26, at 
the Commodore Hotel, New York City. 
Contributions for the program are now be- 
ing solicited. For further information write 
to Hannah B. Weiner, Chairman, 1323 
Avenue N., Brooklyn 30, N. Y. 


Dn. Yersury Rermes.—From the office of 
the Commissioner of Mental Health, State 
of Connecticut, we learn that Dr. Edgar C. 
Yerbury has announced his retirement as 
superintendent of Connecticut State Hos- 
pital, effective January 1, 1959, in the in- 
terest of his health. 

Dr. Yerbury, who is 62, has been super- 
intendent of the hospital since 1944. Be- 
fore coming to Connecticut in that year, he 
was director of the Massachusetts Division 
of Mental Hygiene and Research. 

The Commissioner of Mental Health, Dr. 
Wilfred Bloomberg, has appointed Dr. 
Harry S. Whiting as acting superintendent. 
Dr. Whiting, who has been at Connecticut 
State Hospital 27 years and had been plan- 
ning his own retirement, agreed to serve as 
superintendent pending a search for a 
permanent replacement for Dr. Yerbury. 
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NEWS AND NOTES 


AMERICAN GROUP PSYCHOTHERAPY Ås- 
socrarioN.—The Fifth Annual Western Re- 
gional Meeting of the AGPA will be held 
April 2-3, 1959, in San Francisco, Calif. 
Subjects to be discussed in the symposia, 
workshops and general sessions will include 
group counseling in a state prison, group 
therapy programs for family agencies, 
group psychotherapy for criminal offenders, 
family group therapy, therapeutic tech- 
niques in adolescents’ groups, transactional 
analysis and treatment of psychotic patients 
by group methods. 

For further information write Donald A. 
Shaskan, M.D., VA Mental Hygiene Clinic, 
49 Fourth St., San Francisco 3, Calif. 


Dr. Eric Kent CLarke.—The death of 
Dr. Eric Clarke is reported from Panama 
City, Fla. It occurred November 19 in the 
Panama City Hospital as result of a heart 
ailment. 

Dr. Clarke, a Canadian, and graduate in 
medicine from the University of Toronto, 
had lived many years in the United States. 
He was a son of Dr. C. K. Clarke, the first 
professor of psychiatry at the University of 
"Toronto and former dean of the faculty of 
medicine. From Toronto Eric Clarke went 
to Rochester, N. Y., where he was a member 
of the medical faculty of the University 
and of the staff of Strong Memorial Hospi- 
tal in charge of child psychiatry. Here he 
built up and conducted for some years a 
thriving clinic. From Rochester he migrated 
to Minneapolis where he established a simi- 
lar service, combining child psychiatry and 
pediatrics, in the medical faculty of the 
University of Minnesota. During World 
War II he was called to Oak Ridge, Tenn., 
to set up a mental hygiene clinic for that 
carefully selected and enclosed community. 
A report of that work was published in the 
Jan. 1946 issue of this Journal. 

After the War Dr. Clarke continued his 
work in Minneapolis for a time, later 
going to Sandusky, Ohio, to take charge of 
the Erie County Guidance Center. Within 
the past year or so, in the interest of his 
health, he resigned this position and re- 
moved with his family to Florida. 

He has left a long record of splendid and 
varied service, carrying on with distinction 


in the United States the work conducted so 
many years in Canada by his famous father. 


CENTRAL New York PsvcuraTRIC Socery, 
—The Central New York District Branch, 
APA, and the Finger Lakes Neuropsychi- 
atric Society held a joint dinner meeting at 
the Canandaigua VA Hospital, Canandai- 
gua, N. Y., November 13, 1958. Guest speak- 
er was Dr. Marvin A. Block, chairman of the 
AMA Committee on Alcoholism, who spoke 
on the treatment of alcoholism, 

The following officers were elected to 
serve the Central New York Branch of the 
affiliate society of the APA : president, Dr. 
Thomas H. Fox; vice-president, Dr. Roy 
B. Greer ; secretary-treasurer, Dr. Murray 
Bergman ; council members, Drs. Benjamin 
Pollack, Louis Lopez, Daniel Davis, and 
Robert A. Wise. 


MEMORIAL Service ron Kenneta D. 
Jounson.—The New York School of Social 
Work and The Citizens Committee for 
Children of New York City paid tribute to 
Kenneth D. Johnson, Dean Emeritus of the 
School, at a Memorial Service held in 
Columbia University Chapel, Monday eve? 
ing, November 17, 1958. 2 

Among those who spoke at the smi 
were Mrs. David Levy, Mr. Ralph Samue 
and Dr. Charles Frankel. T 

Dean Johnson, who became Dean m 
tus in July 1958, died November 6, follo 
ing a prolonged illness. 


Micmican District Branca, APA, bi 
sents RrskARCH Awanrp.—The Michigt 
Society of Neurology and Psychiatry 
October 23, 1958, presented its Rerig 
Award to Dr. Henry Krystal, an — 
member of the Society. The Award, pe 
sisting of a prize of $250.00 and all fot 
propriate scroll, is presented annu oe 
meritorious original work in europ of 
atry done by men in their first 5 ye pet 
training or experience. Dr. Krystal dT 
was titled, "Physiological Treatment 
lirium Tremens,” and has been ? of 
for publication in the American Journ 
Psychiatry. 
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Docror or MEDICAL SCIENCE PROGRAM. 
—The graduate educational program of the 
State University of New York Downstate 
Medical Center in Brooklyn is offering a 
2-year course of research training in psy- 
chiatry leading to the degree of Doctor of 
Medical Science. It is open to M.D.’s who 
have completed 3 years of psychiatric resi- 
dency training and it will provide candi- 
dates with an opportunity to do research 
and prepare them to undertake work as 
independent investigators. 

For further information write : Office of 
Admissions, Downstate Medical Center, 450 
Clarkson Ave., Brooklyn 3, New York. 


New PUBLICATION on SPEECH DISORDERS. 
—The National Hospital for Speech Dis- 
orders, 61 Irving Place, New York 3, N. Y., 
has published the first volume of a new 
bulletin, Logos, which succeeds the former 
Hospital magazine, Talk. Under the editor- 
ship of Godfrey E. Arnold, Logos will ap- 
pear semiannually in April and October 
and provide a forum for the discussion of 
normal and disturbed communication by 
experts in the field. 


Lawson G. Lowrey MEMORIAL.—À. Com- 
mittee has been formed to make a suitable 
memorial possible in memory of Lawson G. 
Lowrey, M.D., well known psychiatrist and 


a former member of the APA editorial 
board. The committee is appealing for 
funds and anyone wishing to contribute 
may send contribution to Simon H. Tulchin, 
30 East 60th St, New York 22, N. Y. 


AMERICAN Evcenics Socrery.—An inter- 
national symposium on "Differentiation in 
Current Mating and Fertility Trends" will 
be held February 14, 1959, at the New York 
Academy of Medicine, New York City, 
sponsored by the American Eugenics So- 
ciety. The all-day program, under the chair- 
manship of Dr. Franz J. Kallmann, will 
bring together a panel of European and 
American experts in the fields of clinical 
and population genetics, psychiatry, and 
demography. 

For further information write : American 
Eugenics Society, 230 Park Avenue, New 
York 17, N. Y. 


Correction.—In the note on the co-win- 
ners of the 1958 A. E. Bennett Award in the 
October Journal, page 378, the name of 
the principal author was inadvertently 
omitted. The full title and authors of the 
paper are "Catechol Amine Responses to 
Electrically-Induced Convulsions in Man” 
by L. L. Havens, M. S. Zileli, A. DiMascio, 
L. Boling and A. Goldfien. 


HOSPITALS APPROVED BY THE CENTRAL INSPECTION BOARD 


Hospitals Rated at last meeting.—Hos- 
pitals fully approved; (Public) Hudson 
River State Hospital, New York ; (Private) 
Edgemont Hospital, Los Angeles, Cal. ; Las 
Encinas Hospital Pasadena, Cal; The 
Gateways, Los Angeles, Cal. 

_ Hospitals conditionally approved : ( Pub- 
lic) Brooklyn, New York; Buffalo, New 
York ; Harlem Valley, New York ; (Private) 


Alexander Sanitarium, Belmont, Cal.; Al- 
hambra Sanitarium, Rosemead, Cal. ; Ingle- 
side Lodge, South San Gabriel, Cal. ; Rest- 
haven, Los Angeles, Cal; Twin Pines, 
Belmont, Cal; Vista Hill, Chula Vista, 
Cal; Clinica Dr. M. Julia, Hato Rey, 
Puerto Rico; Puerto Rico Institute of Psy- 
chiatry, Bayamon, Puerto Rico. 


BOOK REVIEWS 


Socian Crass AND Menrau ILLNESS. A Com- 
munity Study. By August B. Hollingshead, 
Ph.D., and Frederick C. Redlich, M.D. 
(New York: John Wiley & Sons, Inc., 
1958, pp. 442. $7.50.) 


Walter Pater wrote: "Every intellectual 
product must be judged from the point of view 
of the age and the people in which it is 
produced." This volume by two Yale pro- 
fessors, a sociologist and a psychoanalytically 
trained psychiatrist, is a thoroughly American 
product and a reflection of our self-scrutiny 
in mid-century. Now is a time when thought- 
ful men are concerned with the threat which 
modern society poses to individuality, and 
the degree to which considerable segments 
of our population are excluded from effective 
participation in national life. The authors do 
not regard social stratification as something 
which demands conformity while its existence 
is overtly denied. It is a subject for investi- 
gation and, at least in terms of its influence 
on mental illness, possible modification. 

The laboratory for this investigation was 
the greater New Haven community, which 
Drs. Hollingshead and Redlich know as home 
as well as a subject for research, They have 
divided their fellow inhabitants into 5 classes 
on the basis of Hollingshead’s index of social 
position. This index considers occupation, edu- 
cation, and the area of the community in 
which the individual resides. Class I includes 
3.4% of the community, the college-educated, 
business and professional people. Some of 
these are leaders from old families with in- 
herited wealth. Others have made the grade 
largely through their own efforts, Most psy- 
chiatrists and Yale professors (who “try to 
play the game on $10,000 a year") belong to 
Class I. The status conscious 9% who constitute 
Class IL have not quite made it. Class III 
(21.4%) is made up of small managerial, 
clerical and technical people who are mainly 
high-school graduates, Many of these and 
their children are upwardly mobile. The 48.5% 
in Class IV are artisans with some social 
stability, often with a partial high school 
education. Finally, there is Class V, the 17.7% 
of New Haven residents who live in slums, 
have a grammar school education or less, and 
are irregular or unskilled workers, 

The authors stress repeatedly that this is not 

a report of the incidence of mental illness 
in the general population, but only of the fate 


of those who receive treatment at the hands 
of medically trained practitioners. Nonethe- 
less, their account of the members of the 
several classes, particularly those who make 
up the Class V jungle with its broken homes, 
suspicion of authority, and need for rapid, ag- 
gressive action in order to survive, suggests 
strongly that we are dealing with a series of 
cultural subspecies. Particularly interesting 
from the scientific point of view, and dis- 
maying from the social standpoint, is the 
suggestion that members of subspecies V, by 
virtue of the conditions of their childhood, are 
more prone than others to develop those Te- 
sponses which we call schizophrenic. Even 
more distressing is the evidence that the way 
in which the power-wielders of our society 
deal with psychotic behavior in these persons 
tends to crystallize and perpetuate it. There 
are, in proportion to their numbers in the gen- 
eral population, many more first adni ae 
schizophrenic Class V than of Class I an 
patients to hospitals, and, once in, they ten 
to remain. Thus the chronic hospital load it 
a striking degree, made up of people from the 
less favored classes. Further, the authors in- 
dicate that the most powerful community 
leaders do not seem aware of the potenti 
self-destructiveness of their resistance to ni 
proved publie mental health facilities. E 
leaders fear the increased burden of taxes, 
yet it is their tax dollars which already i 
port the ever-increasing burden of chroni 
Class V schizophrenics. In some ways, m 
gap in perception, attitudes, and beni 
tween members of the same biological 8r " 
and culture, and the relative complacer ; 
those who are on top, recalls H. ke edil 
prediction of the evolution of two subsp ae 
of humans. The workers evolve s he 
ground carnivores who emerge onto br m 
surface only at night. There they c pde 
slaughter the members of the former pr 
classes who have become a — aware 
ineffective vegetarian species, not realy % s 
that they are being raised for f y 
former subordinates. oh is the 
One of the corollaries of privilege i 
availability of individualized psychia 
ment. Psychoanalysis is confined to acticallY 
and II. Analytic psychotherapy is PT2 o 
unknown below Class III. Directive inl 
therapy increases as one descends t "m 
scale until Class IV is reached. i roshock 
comparable increase in the use of e 
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drugs and other physical methods, and these, 
in combination with custodial care, are almost 
the exclusive means of dealing with psychiatric 
illness in Clàss V. Inasmuch as the chances of 
chronicity become greater as one descends the 
social scale, it is easy to make the, as yet 
not completely supported, assumption that 
individual psychotherapy applied early in 
the course of a schizophrenic illness will re- 
duce the probability of its requiring long-term 
hospitalization. 

The choice of a patient for individual psy- 
chotherapy is not exclusively a function of his 
ability to pay. Psychiatrists, as well as other 
people, are culture-bound to a degree which 
they generally do not recognize. The doctor's 
class position often seems to determine judg- 
ments of therapeutic significance for those 
who seek his help. This is particularly true 
for his estimate of a person's motivation for 
and ability to profit from, psychotherapy ; even 
in public clinics, psychiatrists prefer patients 
with values and attitudes similar to their 
own, and the less similar (and often less- 
liked) patient of a lower social class is apt 
to be referred to the less trained resident or 
student. Then, a patient's fate may be deter- 
mined by the professional subculture (analytic- 
Psychological or directive-organic) of the 
particular psychiatrist to whom he comes. The 
authors suggest, but do not elaborate upon, 
differences in background and personality 
which may determine a physician's member- 
Ship in one or the other of these groups. 

Drs. Hollingshead and Redlich deserve con- 
gratulations for a distinguished contribution 
to the American school of psychiatry, as well 
às to our understanding of the contemporary 
Social scene, Their book is a rich mine of in- 
formation and opinion about some of our most 
central problems, including many (particularly 
the relations of social class and mobility to 
neurosis) not touched upon in this review. I 
Suspect that the major questions which psy- 
chiatrists will raise about their work will not 
be concerned with its evidence and psychia- 
tric conclusions, but with its recommendations 
for action. Theirs is not the first suggestion 
that a new psychotherapeutic profession 
Should be recruited from without medical 
ranks, and many readers may wonder if “a 
Spog $5.00 psychotherapist" does indeed rep- 
du the answer. Let us omit discussion of 

e problems attending the emergence of a 
new, partially-trained helping profession, and 
Eo on to accept the implications of this: re- 
search ; perhaps our first step should be:to dis- 
Cover through detailed incidence studies if it 
is actually true that the Class;V environment 
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is specifically pathogenic for the development 
of schizophrenia or other varieties of psychotic 
behavior. If we conclude that certain cate- 
gories of patients are, in fact, the products of 
a sick society, it may be more useful in the 
long-run to devote ourselves not to training 
new personnel to treat the products of the 
sick society, but to doing something about 
the pathogenic environment itself. 
Evcene B. Bropy, M. D. 
Baltimore, Md. 


Procress IN NEUROLOGY AND PSYCHIATRY, 
Vol 12. Edited by E. A. Spiegel. (New 
York: Grune & Stratton, 1957. pp. 657. 
$12.00.) 


Annual reviews of the progress in neu- 
rology and psychiatry present an enormous 
task, involving as they do responsible selec- 
tions from massive needlessly repetitious litera- 
ture of varying relevance. The editor and con- 
tributors have accepted this responsibility and 
have again produced a volume which should 
be read for both content and perspective. lt 
cannot be read in haste for it is, of necessity, 
compact. 

In under 700 pages the 64 contributors have 
summarized 4,000 papers (compare 17,000 in 
1955) and still manage to treat individual 
items with the respect they deserve. There are 
36 chapters from neuroendocrinology to psy- 
choanalysis and from neuroanatomy to motor 
disorders and pain. Within this enormous field 
no one person can assess the content but it 
seems that the North American-English 
language coverage is still disproportionately 
large despite efforts for more balance. 

This is not a reference book in the proper 
sense. It is a more or less trusted guide for 
scanning an area for refreshing or broadening 
one’s understanding. It is distinctly valuable 
to anyone who is curious or has some claim 
to eclecticism. 

The trend to greater selectivity in the last 
few years is clearly necessary though it limits 
variety. Thus, the volume reflects a more 
rigorous attitude which might eventually allow 
each important paper to be more fully de- 
scribed. 4 Spee as 
5 : Wiuram R. Mrrcnett, M.D., , 

Toronto, Can. 


Tae Patent anv Toe MrwTAL HOSPITAL. 
' Edited by Milton G. Greenblatt, Daniel 
J. Levinson and Richard H. Williams. 
(Glencoe, Ill. : Free Press, 1957. $6.00.) 


In attempting to review this volume, one is 
immediately struck: by. its lack of unity and 
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continuity. The reader finds a collection of 
papers representing the observations and views 
of various groups of authors, very few of whom 
have had practical experience either in clini- 
cal or administrative psychiatry. Each chapter 
represents a separate entity and to review the 
volume would necessitate as many individual 
reviews as there are chapters. The enormity of 
the task is obvious when it is realized the 
volume contains 38 chapters, totalling 649 
pages. 

Were the contents of such a nature as to 
present answers and solutions which were 
realistic and practical the mental hospital 
authorities would gain much from the read- 
ings. However, much of the material has 
only historical value which in itself is of very 
limited general value and application. The 
questions raised, and they are legion, are 
already known to psychiatrists. They do 
furnish challenge for further study and re- 
E but are mainly repetitive and add 

le. 

Chapter 1, entitled "The Major Aims and 
Organizational Characteristics of Mental Hos- 
pitals, has much to commend itself. 

Chapter 9, on Problems of Research and 
the Population Dynamics and "Therapeutic 
Effectiveness of Mental Hospitals presents 
information that is of great value to those 
interested in and concerned with the problem 
of mental health, as does also Chapter 38. 

The rest of the volume, while serving to 
add to one's vocabulary, is of value only as a 
memento to the individual authors, a bound 
volume which forever will remind them of 
their individual experiences but contributing 
little to the efforts at solving a most vital 
and challenging problem. 

Watrer Raparont, M. D. 
Superintendent & Medical Director, 
Agnews State Hospital, 
Agnew, Calif. 


MENTAL Disonpens iw THYROIDECTOMTZED 
ParmNrS. By Henrik Carpelan. (Copen- 
hagen ; Ejnar Munksgaard, 1957, pp. 190.) 


This monograph on Mental Disorders in 
Thyroidectomized Patients is, according to the 


diagnosis of the thyroid condition was based, 


in a few cases, on pathologic-anatomical find- 
ings but in most cases, on the clinical course 
of the disease. The indications for thyroidec- 
tomy were thyrotoxicosis in 18 cases, non- 
toxic goiter in 6 cases, not specified in 9 
cases, and erroneous diagnosis of hyperthy- 
roidism in 19 cases. This adds up to 52 cases. 
In Table I (page 26) the author presents a 
classification of the preoperative thyroid con- 
ditions in the women of his sample : toxic 16 
cases, nontoxic 21, and doubtful 9, making a 
total of 56 women. It is left to the reader to 
reconcile this sum with the grand total of 
46 women in the sample. At the time of re- 
view, all patients were supposed to be 
euthyroid. 

Thirty-three of the 53 patients were ad- 
mitted to the clinic, and 20 were treated in 
the outpatient department. A routine clinical 
examination was given. An average of 86 
hours were spent in interviewing each patient. 
The mental disturbances observed were classi- 
fied into the following groups: 1. Neurosis 
(depression, neurasthenia, hypochondria, con- 
version hysteria, anxiety hysteria, phobias, anx- 
iety, paranoid trends, schizoid trends), 2. 
Psychopathic personality, 3, Borderline cases, 
4. Psychosis (schizoaffective, depression, 
mania), and 5. Feeblemindedness. The age 
distribution within the sample ranges from 21 
to 63 years. Most of the patients came from 
lower social strata. Poverty, chronic alcoholism, 
brutality, and broken homes prevailed. Is it to 
be wondered that the author encounte 
symptoms of childhood frustration in the pi 
jority of his patients ? The author tried "e 
late psychic factors which might have Es: 
effective in the development of thyroid pa gi 
ogy. But the pathographic histories do m 
provide evidence for an etiologic conne 
between biographic events and thyroid C 
ease. Not a single case of “Schreckbase : 
has been recorded in the sample ex 
Thyroidectomy did not improve the psy 
condition of the patients. 

A control cm of 28 patients thyroides 
tomized for thyrotoxicosis, 14 to 3 years Pre 
to the review, was drawn from the e 
the medical department. Only minor PSY The 
disturbances were observed in this group. 
author seems inclined to attribute this e 
psychopathology in the control go 
superficial exploratory interview ede 

The author presents a comprehensive (^ 
view of the pertinent literature (240 
ences). 

In the opinion of the referent the v 
failed to give evidence of a possible mental 
ship between thyroid pathology and 
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disturbances. The selection of the sample and 
the criteria of thyroid pathology are ill-defined. 
His tabulations are confusing and his arith- 
metics are obscure. 


The English translation of the monograph 

leaves much to be desired. iue 
R. F. Vortman, M. D., 

Chicago, IIl. 


NEW GERMAN PSYCHIATRICA AND PSYCHOLOGICA 
HANS A. ILLING, Los Ancstss, CAL. 


PATHOSOPHIE, By Victor von W'eizsaecker. (Goet- 
tingen: Vandenhoeck & Ruprecht, 1957, pp. 
405, DM 19, 80.) 


- Von Weizsaecker's swan-song, posthumously pub- 
lished, represents the medical anthropology, which 
knows of a "human a priori,” £e. the world is 
experienced by the subject as a being, independent 
of any logic and mostly even in anti-logical ways, 
such as in feelings and the unconscious, Von Weiz- 
saecker names 5 pathische categories through which 
the subject experiences his suffering's: Duwerfen, 
Muessen, Wollen, Sollen, and Koennen. 


Koerrer unp Segue. By Willhart S. Schlegel. 
(Stuttgart: Ferdinand Enke Verlag, 1957, 
pp. 180, DM 19, 50.) 


This volume is partly philosophical (to investi- 
gate the connection of soma and psyche) and partly 
a Konstitutionslehre, a comparable study of the 
Physiological and psychological elements of the 
individual, as they can be “measured.” The diag- 
nosis of the constitution and its typological con- 
clusions and deductions for medicine are designed 
to assist the criminologist, teacher, and marriage 
counselor, 


Heiwece per  TierewPsvcHoLoom. Edited by 
L. Ssondi. (Berne: Verlag Hans Huber, 1957, 
pp. 188, Sfr. 18.) 


The volume contains contributions of various 
authors representing various schools of thought, 
ie as Meng's “Heilweg der Psychoanalyse S. 

Teud’s,” Binswanger's “Heilweg der analytischen 
Psychologie C. G. Jung's," Szondi's own “Heilweg 
der Schicksalsanalyse,” A. Mueller's “Heilweg der 
ndividualanalyse A, Adler's" "Gruppenpsycho- 
therapie” by H., von Schroetter (unfortunately 
Without any pertinent bibliography and, in this 
Téviewer's opinion, on a superficial "Heilweg" 
Path), Maeder's "religioese Psychotherapie" and 
a general summary by Szondi. The volume is of 
interest and designed for the European reader with 


each school's contributions from a bird's eye point 
of view, 


Kragen unp Freup. By Kurt Kolle. (Stutt- 
Kart: Georg Thieme Verlag, 1957, PP 
DM 7, 60 ($180).) 

Despite some scholarly attempts of the author, 
tio bias against Ernest Jones, who is not even men- 
esses as a biographer, makes the study on Freud 
= omplete, if not invalid. However, since the liter- 

ture on the subject of Kraepelin and Freud is still 


relatively scarce, the monograph does constitute a 
contribution. 


THEORIE UND THERAPIE DER INEUROSEN. By Victor 
E. Frankl. (Vienna: Urban & Schwarzenberg, 
1957, pp. 200, S 144 (DM 24, —).) 


The volume is designed to introduce the reader 
into Frankl's own Logotherapie and existentialism, 
the latter the great vogue among French, and par- 
ticularly German therapists today. Much of this 
volume's presentations are repetitions of previous 
publications by the same author inasmuch as he 
used his academic lectures as the basis for this 
book. Those readers who are interested in Heideg- 
ger, Jaspers, Binswangers, et al., will find this book 
exhaustive and nearly complete. 


Im KAMPF mir per Neurose. Published by the 
Institut fuer Psychotherapie und Tiefenpsy- 
.chologie. (Stuttgart: Ernst Klett Verlag, 
1957, pp. 224, DM 5, 80.) 


This pocket-book and handsome monograph con- 
stitutes the proceedings or Almanach of the Insti- 
tute, comprising a dozen articles of its members and 
including social-psychological aspects of psycho- 
therapy as well as the functions of maturity in 
intra-psychic conflicts, a synthesis of Jung's con- 
ception of the anima, and an article, titled “Die 
soziologische Wirkung der funktionellen Stoe- 
rungen." 


Das Ervesnis Ars KLINISCHE AUFGABE IN DER 
AERZTLICHEN PsvcHorHEnarig. By Ernst Speer. 
(Munich: J. F. Lehman's Verlag, 1957, pp. 
116, DM 12, —) 

Following his famous Liebesfaehigkeit (Kontakt- 
psychologie), Prof. Speer proposes to abandon the 
word “psyche” in psychotherapy and to apply, in- 
stead, the word Erlebnis (experience) and its vari- 
ous "possibilities." Speer's definition of the neuro- 
sis is "ein Folgesustand nach einer Stoerung der 
Erlebnisverarbeitung.” (A subsequent being of a 
disorder caused by the impact of an experience.) 


KONZENTRATIONSFABHIGKEIT UND KONZENTRATIONS- 
scuwamgcHE. By Karl Mierke. (Berne: Hans 
Huber Verlag, and Stuttgart: Ernest Klett 
Verlag, 1957, pp. 142, Sfr 9, 80.) 


The book is designed to interpret on a psycho- 
logical basis the abilities and disabilities to concen- 
trate to teachers, as a handbook of Heilpaedagogik. 
While the author lists a large bibliography (206 
titles!), very few are anglo-saxon, and the seem-. 
ingly important subject of the group is, if not 
omitted, dealt with sketchily and summarily. 
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HYPNOSE IN DER AERZTLICHEN Praxis. By Berthold 
Stokvis. (Basle: S. Karger, 1957, pp. 336, 
Sír. 38, 50.) 


This book presents 35 cases "for students and 
doctors" as illustrations of clinical applications and 
therapeutic possibilities, if hypnosis is used cor- 
rectly. Stokvis also indicates the importance of 
hypnosis for the forensic practice as well as its 
importance in psychosomatic medicine, 


ERLEBNISGESTALTUNG. By A, R. Bodenheimer. 
(Basle: Benno Schwabe, 1957, pp. 191, Sfr. 
19, 50.) 

The author aims to report about a new psycho- 
therapeutic experiment in the treatment of the 
psychoses. It is a first attempt to a preventive 
Recidiv-and Chronifikationsprophylaxe. This pre- 
ventive method begins at the time of remission of 
the psychotic episode and constitutes a total re- 
capitulation with the patient and his Erlebnis and 
thus to “prevent” renewed attacks of the illness. 
As many of present-day treatises in German-speak- 
ing countries, the author leans heavily on Heideg- 
ger, Binswanger, et al. 


Urper DEN SINN UND DIE GRENZEN DES PsycHo- 
LOGISCHEN ERKENNENS. By Hans Kunz. 
(Stuttgart: Ernst Klett Verlag, 1957, pp. 158, 
DM 14, 80.) 


The monograph aims at a critical examination of 
the Erkennen (becoming awareness) and demands 
that psychological “digging” (Wéissenwollen) 
should not invade therapy in a destructive or 
"annoying" manner. 


PsycHoLociz pes Mannes. By Gustave Hans 
Graber. (Berne: Hans Huber, and Stuttgart : 
Ernst Klett Verlag, 1957, pp. 320, Sfr. 19, 80.) 


The publisher of the journal Der Psychologe 
continues his series of the Depth-Psychology of 
the male, and examines the various types of daily 
life, as well as psychological deviations, such as 
the pater familias (Familientyrann), the dictator, 
Don Juan, Bluebeard, Superman as well as Unter- 
mensch, the genius and the neurotic, the nihilist, 
the homosexual and the “saint.” Although un- 
fortunately with no appended bibliography, this is 
an eminently readable book, 


ALLGEMEINE TiEFENPSYCHOLOGE. By Robert Heiss. 
(Basle: Hans Huber Verlag, 1957, PP. 371, 
Sfr. 20, 80.) 


The word "allgemein" is interpreted by the author 
as wanting to present a text on depth-psychology, 
which encompasses both the “older” as well as the 
“newer” teachings of psychology, and to include 
the various schools of psychology. While the author 
feels that theory followed empiricism in psychology, 
he expostulates the theoretical skeleton, largely 
based on Freud, followed by individual phenomena, 
(with the highlights on Breuer and Freud's “Hys- 
teria”), dreams, and a “systematic” structure of 
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the tiefenseelische Person. The author E 
“objective” and achieves a fair amount pos 
into all schools of thought without confusing i 
reader much. The book is of some value to À 
can readers inasmuch as German writij 

corporated, otherwise little available in this 
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PSYCHOSOMATIC MEDICINE, A CLINICAL § 
PsycuorHysio.ocic Reactions. (2nd Ed.) 
Edward Weiss and O. Spurgeon 
(Philadelphia: W. B. Saunders, 1957, 
$10.50.) 


In its third edition, this book has reta 
fresh style, although it has been rearranged 
Part I covers general aspects while Part II sh 
the application of psychosomatic insights and te 
niques to general medicine and the specialties. 

Part I consists of an excellent introdi 
only to psychosomatic medicine, but to ps) 
thought and feeling in gener:!. It is a 
marily at the non-psychiatri.. is short on ji 
and long on analytic insights. [i makes many” 
portant points that need repes. ng. One that 
especially noteworthy is the puint that the p 
somatic disorders should be recognized on the 
of their own signs and symptoms, and that 
simply a matter of excluding all else and 
forced into a “functional” diagnosis. This is 
point that even some psychiatrists need to be 
minded of. This has a reverse twist to it that 
to be emphasized too: if one has become ti 
recognize the history and the signs and s 
of emotionally induced, or emotionally ài 
disease, he will be less likely to commit the ei 
of diagnosing a "functional" disorder where ti 
factors are absent. Hence the successful Dt 
tioner must have a good working knowled 
physiology and pathology, as well as the extra 
chological insight without which he can m 
a full-dimensional picture of the patient 4 
condition. f 

These and other points are made successit 
Part I. Its style makes for deceptively unk 
reading. It is deceptive because, on being 10tro 
to these concepts for the first time, one mg” 
clude that they are nothing more than an u 
mon application of common sense. On T! 
and introspection, however, he will find that he 7 
unable to apply these concepts honestly 
some basic changes in his own atti! 
thors are obviously aware of this, a! 
preparatory section skillfully. i 

Section II deals with psychosomatic P 
the various organ-systems of the body. 
psychopathology and organ pathology a$ 
and demonstrates how confusing clinical : 
become less so when evaluated against 
needs of the patient. Where the presentt 
is functional, it describes how to d 
just as important, how not to. Where the 
is primarily organic, it examines Me i 
problems that are likely to accompany 
tion and suggests ways to deal with 
various points are illustrated by 
histories. 
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The fact that Drs. Weiss and English are ex- 
perienced teachers as well as clinicians is every- 
where evident in this volume. Their book has had 
a large success, having been translated into four 
languages, and will certainly not lose stature with 
this revision. It should be read by every clinician. 

Josten J. Baker, M. D. 
Nashville, Tenn. 


CHEMICAL ANTHROPOLOGY, By Icie G. Macy and 
Harriet J. Kelly. (Chicago: University of 
Chicago Press, 1957, $3.75.) 


This valuable book introduces the idea that the 
growth of human beings is capable of being more 
efficiently understood when one adds the dimension 
of chemistry to the customary anthropometric one. 
The result of 25 years of study and 10 years of col- 
laboration on the part of the authors on the growth 
of children from 4 to 12 years of age, the authors 
have, indeed, succeeded in showing the importance 
of the physicochemical approach to the study of 
growth and development. It now becomes possible 
to measure body growth and development in terms 
of chemical units, and the method developed by the 
authors will be found useful in comparative as well 
as individual studies. 

ASHLEY MONTAGU, 
Princeton, N. J. 


PSYCHOLOGICAL DEVELOPMENT THROUGH THE Lire 
Span. By Sidney L. Pressey and Raymond G. 
Kuhlen (New York: Harper & Brothers, 1957, 
PP. 654, $6.00) 


The authors present a tremendous amount of 
valuable challenging material dealing with psycho- 
logical development and change throughout life 
with emphasis on the adult years. They study that 
development in its rapidly changing social, economic 
and cultural environments. Many critical, con- 
structive suggestions are proposed to improve ef- 
ficiency and happiness in future generations. All of 
this is presented in a very readable manner with 
just enough pertinent figures and tables to sub- 
stantiate and clarify their points without boring the 
casual reader. For those interested in further re- 
search a complete bibliography follows each chap- 
ter. The content is far beyond the broad generali- 
ties of many psychology texts yet does not bog 
down in statistics, unfamiliar terminology or com- 
plex theory. It is ideal for psychiatrists, especially 
those in training, in providing a broader under- 
standing of human motivation and psychosocial de- 
velopment. It would seem essential to any con- 
sideration of personality to know how it develops 
and changes throughout life. 

2 The text is divided into two main portions: the 

Tst considers the changes in abilities, tasks, and 
achievements, and our educational system's attempts 
to meet the changing demands. It is stressed that 
farning cannot occur until the learner is in “readi- 
ness” biologically: and psychologically. Certain 
School subjects. would better be postponed and 
n adjusted to the students’ age-readiness. Our 

exible educational system holds the gifted stu- 


667 ` 


dent so that attending classes encroaches upon the 
period of optimum creativity. It has been shown 
that those graduating early from less rigid schools 
made many more great achievements. A good tenth 
of all youngsters could obtain their educations in 
one year's less time, and some even two, reducing 
the overcrowding and increasing national produc- 
tivity. Young people improve their proficiency 
until age 25 but, contrary to usual belief, able adults 
do not decline thereafter and some even continne to 
improve, Unfortunately, tests for adults are inade- 
quate especially in failure to consider the individ- 
ual’s class background and to measure ability to 
solve real-life problems. The older worker may 
move about and learn more slowly but be more 
accurate and faithful than the younger worker. 
Although top creativity occurs between 25 and 
35, excellent creative achievements extend into old 
age and leadership abilities are greatest after 40. 
Thus, the 65 year retirement policy is often wasteful 
and will become increasingly more so as longevity 
increases. 

Three trends in the national work picture are 
described: decreasing farm work, decreasing un- 
skilled labor, and rapid changes in the nature of 
all other types of work. Most students are very 
unrealistic in their life goals; in one study not a 
single girl mentioned becoming a waitress or doing 
housework although one year later 20% were so 
employed. The different occupational levels are 
self-perpetuating and involve totally different ways 
of life, Even from generation to generation there 
is relatively little upward mobility. The usual 
working man or white collar worker is stuck where 
he is and must wrest such meaning as he can out 
of life at that static level. Perhaps through his 
union he can find an outlet for his ambitions for 
position or power. Perhaps through education his 
children may rise to another level but this too is 
unlikely. 

The second portion of the text is devoted to 
dynamic and social development. Individual motiva- 
tion is correlated with maternal care. The boy 
with strong achievement needs has been urged to 
do things, restricted until he did so, left alone while 
acting and then praised upon completion. The 
mothers of those who have low achievement needs 
do not have faith in their son's abilities but con- 
tinually restrict their activities. Introversive per- 
sons achieve more when praised while extroverts do 
not exert themselves until they are faced with 
criticism. By utilizing proper psychologic measures, 
achievement needs may be fostered throughout life. 
This continuing inner pressure for constantly 
greater achievements is not psychologically harmful 
unless the realistic possibility of attaining the goal 
is removed. Unless limitations, such as those asso- 
ciated with increasing age, are accepted and goals 
revised, anxiety and various personality or be- 
havioral changes occur. Older persons may protect 
against further losses by clinging to their estab- 
lished ways thus becoming so conservative and 
rigid as to be unable to adjust to our rapidly chang- 
ing society. DM 

Anger in the very young arises from objections 
to routines (toilet, sleep, grooming, etc.) and to - 
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restrictions imposed by authority. In young adults, 
other people, either personally or through social 
institutions, lead to their frustrations. In the older 
group, borderline moral wrongs become increas- 
ingly annoying but resentments are expressed much 
less overtly. Anxiety decreases steadily after child- 
hood with no peak at adolescence although specific 
anxieties as to family relations, ideology, and 
heterosexual relations may be increased. “Adoles- 
cent stress" is found mainly in the parents of 
adolescents who are disturbed by threats to their 
authority or moral codes, There is likewise no 
statistical evidence for any increase in anxiety 
levels at the “menopause period.” The gradual 
decrease in anxiety may be related to the increasing 
ease which accompanies familiarity with procedures 
and surroundings; strange surroundings or new 
problems definitely increase tensions. Advancing 
age with its failing strengths and reduced plasticity 
leads to loss of self-confidence and increased 
anxiety. However, if demands and opportunities 
are adjusted to fit these changing human specifica- 
tions the tensions and breakdowns of this period 
should be sharply reduced, Throughout life, satis- 
faction will result from unimpeded activity, success- 
ful achievement and ventures into new activities 
giving the person a broadened concept of self. 

Teaching morals and ethics is difficult because 
in our changing culture the older generation’s 
values will be somewhat different than their chil- 
dren's. The adult having difficulty in determining 
what values to teach and how to teach them may 
be inconsistent. Moral training must begin very 
early and be both continuous and consistent. Re- 
wards and punishments should emphasize such val- 
ues until they become "interiorized." Finally, as 
the child learns to generalize, this behavior will 
carry over into new situations. However, if ideals 
and values are completely and literally indoctrinated, 
the resulting rigidity rejects modification and be- 
comes a great handicap. As children develop there 
should be a gradual shift from black-and-white 
idealism toward recognizing ambivalent attitudes 
in meeting practical situations, 

Delinquency is highly related to inadequate home 
training and frustrations. Children attending Sun- 
day School lie and cheat as much as those who do 
not. They know right from wrong but do not 
behave in conformity with their knowledge. Biblical 
knowledge and conduct are not related; home 
training is. 

The most important social assets are sensitivity 
to human relations and group situations, willingness 
to assume subordinate roles on occasions and in- 
terest in others. Nagging, whining, resentfulness, 
and belligerence involve the individual in a vicious 
circle with increasing loss of social acceptability, 
This cycle can be reversed by judicious manipula- 
tion of classroom social structures, moving to a 
new environment or, in more severe cases, psycho- 
therapy. The learning and then the practice of 
specific social skills increase poise and self-con- 
fidence. Unfortunately both school and home too 

often fail to teach these skills. The so-called “extra- 
curricular” activities develop such valuable abilities 
as cooperation, participation in formal meeting, spe- 


cial skills, initiative, and leadership. These are 
often more valuable than many of the standard 
courses. Snobbishness and cliques must be com- 
batted if the less socially acceptable are to be 
allowed to participate in such activities. By fifth 
grade racial and class prejudices cause conflict 
despite the absence of direct experience. These 
learned biases increase during adolescence, the girls 
being more intolerant than the boys. Prejudice is 
directly correlated with lack of security and self- 
acceptance. Prejudiced persons are unable to ad- 
mit any weakness but are rigid, defensive and only 
able to see things as black or white. More permis- 
sive, less authoritarian, affectionate child-rearing 
promotes personal adjustment thereby reducing 
prejudice and hostility. Perhaps the boys have less 
parental conflict and less prejudice because they are 
traditionally allowed more freedom than girls. 
Rosert R. Scnoracs, M.D. 
Henry Ford Hospital. 


Herevo-Rerinopatnia Concenitauis. By Corl 
Henry Alstrom and Olof Olson. (Hereditas 
43 1957.) 

This is a genetic-statistical study of a series of 
175 cases of congenital blindness and of severe m- 
pairment of sight. The group showed a fami 
incidence, a high frequency of first-cousin mar- 
riages in the parents, and apart from the impair” 
ment of sight, absence of neuro-psychiatric 
general physical disease. It includes not only cases 
where a diagnosis of retinochoroiditis, not due to 
any known cause has been made, but also 
of amaurosis or congenital amblyopia, also wi al 
out known cause and in which no objective ophth A 
mological changes could be observed, despite th 
defective vision. The authors believe that 
series indicates the existence of a probable Pm 
logic entity for which they suggest the de pi 
heredo-retinopathia congenitalis, monohybri 
cessiva autosomalis. 


D. 
A Lp Hovcson, M.D. 
T. HAROLD Ten to ON 


INTEGRATING THE APPROACHES TO MENTAL po 
Edited by H. D. Kruse, M.D. bsc ) 
Hoeber-Harper, 1957. Pp. 392. $10.00. 


been an 
ing t t few years there has 5 
Ee of Men , ganic explanations © 


upsurge of interest in or: ^ jn 
psychiatric disorders. While neophyte reside «m 
psychiatry are still impatient with bi un py 
structural explanations, many of the um an of- 
chiatrists are reappraising the possibility aii 
ganic substrate to function, Is emotioma ; 
a defect in adaptation, a uniquely ag three 
experience or an error in metabolism two con- 
approaches were carefully explored at Y 
ferences held last year under the auspice book i$ 
New York Academy of Medicine. er pants 
the record of those conferences. The Paychiatry 
were a gallery of leaders in American ps: running 
anthropology, psychology and sociology n itkowef. 
the alphabetic gamut from Alexander to 
with many other stars in the galaxy. with vie 
Each participant defended his view 


H 


BOOK REVIEWS 


wit. The book includes many verbatim col- 
“Tequies and retorts. The text is spiced with pun- 
— gent, but always good-humored comment. It is a 
— wonderful source for those who want evidence to 
— Polster their own view, or wonder what possible 
— evidence the other fellow can have for his pecu- 
liar view of mental illness. Any one who confesses 
that he does not know all the answers will find 
this book a valuable tool for teaching, learning and 
above all, for thinking. All known explanations 
for emotional disease are considered, analyzed and 
evaluated. It is a book to be pondered, sampled, 
marked-up, and kept on an easily accessible shelf. 
Henry A. Davinson, M.D., 
Cedar Grove, N. J. 


PSYCHIATRIC INPATIENT TREATMENT OF CHILDREN. 
By J. Franklin Robinson, M. D., G. E. Gard- 
ner, and E. D. Greenwood, Eds. (Washing- 
ton: American Psychiatric Association, pp. 
194, $3.50.) 

The book summarizes a conference on Inpatient 

- Psychiatric Treatment for children held in Wash- 
ington in 1956. It is clearly written and well or- 
ganized, It does not purport to present a complete 

Picture of institutions where residential psycho- 

therapy for children is carried out, nor does it at- 

tempt to evaluate each institution according to 
defined standards. While the material is gathered 
from the careful on-the-spot study of 19 institu- 
tions, individual institutions are not presented as 
- Separates. Rather material obtained from several 

Study groups is integrated after all aspects of the 

n tic centers have been thoughtfully con- 

Sidered. The 19 centers selected were residential cen- 

ters under the direction of psychiatrists. 

lt is the outcome of a painstaking study, done 
methodically with the help of a 15 page compre- 
hensive guide. This makes for unity and clarity of 
Presentation. The project was initiated under the 
auspices of The American Psychiatric Association. 
The several groups designated for the study re- 
Ported on their observations at the conference re- 

to above. It was planned and conducted by 
the A.P.A. and the American ‘Academy of Child 

Psychiatry. Steno typing and tape recording rec- 

ords were made of the meetings and it is from this 

ic material, condensed and organized, that the 
k is composed. 

For the sake of systematic investigation, children 
Were divided into three groups: 1-6, 6-12, and 12-16. 
However, it was early realized that the latter group, 
^£, adolescents presented special problems and it 
Was decided not to include it, hoping, however that 
à later special study might be made of this group. 

. The first part of the bookywritten by J. Frank- 
lin Robinson and Lauretta Bender, gives a brief 
torical survey of developments leading to the 
first appearance of residential centers for the treat- 
ment of emotionally ill children. The trend of 
lopment is followed from the opening in the 

^ W. I920's of 3 children’s services: the Children's 

Ward of the Psychiatric Division of Belleview Hos- 

ital, the Children's Service of King’s Park State 

Ospital, and the Franklin School of Philadelphia. 

The influence of August Aichhorn in his applica- 


tion of psychoanalytic concepts to inpatient therapy 
is pointed out. The realization that long-hospi- 
talized infants and young children reared in insti- 
tutions frequently developed personality disorders 
led to a trend away from institutionalization with 
preferred application of foster care. The fact that 
a certain number of institutionalized children were 
emotionally disturbed and in need of psychiatric 
help stimulated the creation of special institutions 
for the treatment of emotionally disturbed children. 
Several centers, most of which are still in ex- 
istence, are considered in the light of this evolution. 

There is a later shift of emphasis from diagnosis 
to individual psychotherapy. Concepts—psycho- 
analytic and psychobiologic—of personality develop- 
ments making their appearance in the 1930's brought 
out the importance of childhood on later adjust- 
ment. “The value of individual psychotherapy was 
increasingly recognized and as a result practically 
all child guidance clinics were providing some form 
of individual psychiatric treatment by 1940.” Pio- 
neering institutions such as the Emma Pendleton 
Bradley Home, the Rockland State Hospital, the 
New York State Psychoanalytic Institute, the 
Langley Porter Clinic, and the Illinois Neuropsy- 
chiatric Institute in Chicago put their appearance 
in about this period. In the 1940’s residential psy- 
chiatric treatment of children was well established 
and accepted. About this time (1940) some institu- 
tions already in existence changed their policies, 
substituting treatment of emotionally disturbed chil- 
dren to that of mentally defective children: Such 
was the case of the Southard School of the Men- 
ninger Clinic. Somewhat similar changes took 
place in 1946 at the Sonia Shankman Orthogenic 
School and in 1948 at the Child Guidance Home, 
Cincinnati. Shomewhat later two centers were es- 
tablished with emphasis on research: Henry Ittle- 
son Center for Child Research, New York City, 
and the Child Research Branch of the National In- 
stitute of Mental Health, of the U. S. Public 
Health Service, Bethesda, Maryland. X 

The editors considered in minute detail every 
phase of the organization and functioning of the 
centers, building a composite picture in which the 
characteristics of the centers studied were inte- 
grated to bring out standards and ideal conditions 
for the functioning. Criteria were carefully de- 
fined, and applied to the various centers studied. 
In succession, chapters take up social factors in- 
volved in the running of centers and consider the 
community setting in which they are located. There 
follow the practical considerations of the plant 
and its cost. Administration and Personnel; The 
Treatment Program; and Research are exhaus- 
tively studied. These last 3 chapters form the 
core of the book. A last chapter entitled Estimat- 
ing The Need sums up a number of community 
surveys which reflect the need for creation of thera- 
peutic centers through thenation. 

A previous study Residential Treatment of Emo- 
tionally Disturbed Children, by Joseph H. Reid and 
Helen R. Hagan, is called to the attention of the 
reader as it complements the latter publication and 
presents specific data about 12 individual treatment 
centers. 
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Psychiatric Impatient Treatment of Children fills 

a great current need. It will prove indispensable 

to various categories of workers involved in resi- 

dential therapy for emotionally disturbed children: 

psychiatrists, social workers, pediatricians, lawyers, 

as well as parents, when they consider placement 
of their children for residential psychotherapy. 

J. Louise Desrrrt, M.D., 
New York, N. Y. 


MorHER AND Cup. By D. W. Winnicott, M.D. 
(New York: Basic Books, Inc., 1957, pp. 210. 
$3.50.) 

This book by D. W. Winnicott is addressed to 
new mothers. The author avoids the pitíalls of 
direct advice by approaching empathically the 
mother's need for success and gratification. Using 
identification with this need of the mother as a 
focus, Dr. Winnicott manages to weave in a great 
deal that has been learned about child development 
over the past few years. In such a context he is 
able to show the mother the advantages in balance 
between under stimulation and over stimulation. In 
a like fashion he deals constantly with her need for 
satisfaction from the baby as well as the converse. 
In such a way he deals with feeding, elimination, 
crying, sleeping, general development. Fathers are 
relevantly included and interestingly, there are 
chapters on the management of twins and of 
adopted children. 

The book is written in an intimate style and 
only at times does a touch of the distinctively 
British way of formulating phrases intrude. 

This type of writing is quite difficult and it 
seems to the reviewer a great tribute to Dr. Winni- 
cott’s skill to say first that the book does no harm. 
This is quite important for the young parents of 
today. If a work of this kind first does no harm 
and affords an opportunity for creative insight into 
child development, there should be a ready place for 
the work. 

The question of ultimate value should be re- 
served until the impact of the book upon young 
parents has been fully assayed, 

Joun A. Rose, M. D., 
Philadelphia, Pa. 


ÅUTONOMIC IMBALANCE AND THE HYPOTHALA- 
Mvs. By E. Gellhorn. (Minneapolis : Uni- 
versity of Minnesota Press, 1957, pp. 300.) 


In this monograph, Dr. Gellhorn has de- 
scribed the creation of a neurophysiological 
model relating the autonomic nervous system 
and autonomie drugs to central activity and 
reactivity. The model is founded on an im- 
mense quantity (including 101 figures) of 
research data here recorded for the first time 
and on a total of 330 research papers. With 
this model, Dr. Gellhorn has clarified the 
operation of Funkenstein's prognostic mecholyl 
test and developed norepinephrine as a test 
of central parasympathetic reactivity. 

The experimental model is becoming more 
familiar to psychiatry. Not that models have 


been lacking ; rather they have been plentiful 
but they have not been used for making testable 
predictions. Many psychiatric models once 
created have been accepted as "truth" and re- 
search has been aimed at proving this "truth." 
Other models are so elastic they are unassail- 
able by experiment. 

Gellhorn's model follows in essence the 
classical method outlined by Pierce and re- 
cently McKellar (Int. J. Soc. Psychiatry, 
3: 170, 1957). In this model, both branches 
of the autonomic nervous system are centrally 
in a state of balance or homeostasis. An im- 
balance in this homeostatic relationship may 
determine the nature and therefore the treat- 
ment of mental disorder. One of the main 
variables in regulating this relationship is the 
system of baroreceptor reflexes, It is thus pos 
sible to measure the reactivity of either the 
sympathetic or parasympathetic system by 
lowering or elevating blood pressure. Through 
the baroreceptors, this will call forth compen- 
sating responses, Thus mvciclyl by decreasing 
blood pressure will alert or tune the sym- 
pathetic nervous system and restore pressure. 
If the sympathetic nervous system is already 
tuned by other stimuli, it will over react to 
mecholyl by elevating the blood pressure 
above the baseline. This test allows one to 
measure the state of central sympathetic he 
tivity. Dr. Gellhorn has demonstrated i 
this is a good hypothesis and must stand unt 
destroyed by evidence. If therefore ont 
mental disorders, e.g. depression, are 2ss0 
ciated with decreased sympathetic re 
it appears logical to restore this function 
normal as part of a treatment regime. — Ef 

The model predicts in addition that i) 
tions of norepinephrine by increasing thetic 
pressure call forth a central parasymp? 
response and this allows one to get a Ws g 
of parasympathetic function. When or K: 
found that certain mental disorders are 7 E 
to autonomic function, it will be poss 
use adequate autonomic treatment. dt 

The monograph is well written x 
mented. There are clear reviews Eo a 
maries of what has been discussed. T log B 
sentation starts from basic neurophysio tinues 
facts and their interrelationships and co" réd 
until the whole autonomic area 1$ ku: n 
A very interesting finding is the mar sponse 
ference between the sympathetic d eoe 
centrally which is immediate an dulla: 1t 
sluggish response of the adrenal rep hie 
is apparent that injections of norep! entr 
and epinephrine can not reprodue tg find- 
sympathetic stimulation—a not supris 


ing. 
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This monograph is a most useful addition to 
the scientific psychiatrie literature and ought 
to be studied by those interested in the re- 
lationship of mood and brain function. 

A. Horrzn, Pu. D., M. D., 
Saskatoon, Canada 


RrMorrvaATING THE MENTAL Patient. By Otto 
von Mering and Stanley H. King. (New 
York: Russell Sage Foundation, $3.00.) 


This book is the outgrowth of a survey of 
30 mental hospitals in the United States, spon- 
sored by the Russell Sage Foundation. The 
authors, a social anthropologist and a psycho- 
logist, have written their book with reference 
to the organization of the patient society. They 
attempt to demonstrate how this society may 
exert a noxious effect or how it may be utilized 
therapeutically. 

Descriptions of a selected group of ward 
rehabilitation projects which the authors found 
within the hospitals surveyed, comprise most 
of the book. They were chosen because they 
represent vigorous and often ingenious at- 
tempts to employ patient society, milieu, and 
activity in treatment. Examples of such pro- 
grams with several types of patients are de- 
scribed including "deteriorated" or regressed 
patients, elderly patients, post lobotomy pa- 
tients, and chronic but non-regressed patients. 
For the most part the described programs, all 
of which demonstrate a considerable degree of 
success, had been implemented using the tools 
at hand. 

One chapter tells a somewhat dramatic story 
of the establishment and development of an 
active volunteer program in a state hospital. 
The contributions that this type of program 
may make in complementing a ward rehabili- 
tation program are illustrated with the de- 
lineation of many important and frequently 
overlooked principles. Other values of the 
volunteer are described, including the growth 
of good community relationships with resulting 
benefits to both individual patients and the 
hospital as a whole. 

The problem of chronic illness is also dis- 
cussed at some length. It is stated that if a 
sophisticated observer visits many hospi! 
and is willing to spend the time in getting to 
know the psychiatrists, nurses, and aides, an 
attitude is noted among the staff which is 
colorfully described as the “Legend of Chro- 
hicity.” This is defined no further than a staff 
attitude and is said to exert tremendous in- 

uence in mental hospitals. One manifestation 
of this “Legend” is assumed to be that the 
Majority of long-term patients become un- 
nown entities, Because a nurse says a patient 


is “so regressed that he simply doesn’t care 
any more,” it is concluded the nurse thinks 
the patient no longer suffers. 

It is further stated that this “Legend of 
Chronicity” is a defense mechanism adopted 
by the staff and prevents guilt over a con- 
tinued failure to help their charges. Such 
staffs, rather than reacting with “fight” to their 
failures, resort to “flight or inaction.” Finally, 
this acceptance of the “Legend of Chronicity” 
by the staff allows the patients to withdraw 
more completely “into worlds of their own,” 

The authors seem compelled to use meta- 
phor after metaphor which they elucidate with 
simile after simile. For example, in referring 
to “social remotivation,” the following state- 
ment is found : “It is never used to emphasize 
negative personality characteristics, as in the 
case of Drips and Drags or Goose Eggs . . . 
in fact, social remotivation is the antithesis of 
the “Legend of Chronicity.” 

Three “typical” types of wards frequently 
found in the large psychiatric hospitals are 
vividly described and dubbed the “Museum 
Ward,” the “Moving Ward,” and the “Family 
Ward.” These descriptions are given with the 
object of illustrating in what ways well-inten- 
tioned social structures actually may contribute 
to inhibition and stagnation of patient pro- 
gress. Their influence is contrasted with the 
selected rehabilitation projects which are re- 
ferred to as “A Family of Elders,” “The Habit 
Training Ward,” "Ward Mothers" project, 
"Cafeteria Training," project, and "The House 
of Miracles." 

Although this makes for colorful writing, it 
is more poetic than an objective, scientific 
analysis warrants. The danger of fallacy can 
be illustrated by the "Legend of Chronicity" 
which (to use the author's method) is 
villain of the plot, and like the villains of the 
T.V. western, its need for destruction need 
be given no second thought since its role is 
established. Although the entire theme of the 
discussions throughout the book is based on 
the "Legend," this phrase is never fully ex- 
plained or justified. The authors have ap- 
parently confused chronic, which refers to 
long-term illness, with the regressed or "de- 
teriorated” state. They imply that the results © 
of the selected projects described, refute the 
“Legend of Chronicity.” However, this re- 
viewers objection is not as much to the 
fallaciousness of the metaphors as to. their 
overuse, 

It is not clear whether the purpose of the 
book is to develop a philosophy or to report 
a survey. Nor is it clear whether the authors 
are addressing the public at large or psychia- 
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trists and allied professionals, The authors’ en-. 
thusiasm for their subject and the “Philosophy 
of Remotivation” is to be admired. Although 
a crusading spirit is laudable as one does his 
work, it is a liability to the scientist who is 
evaluating accomplishments and, in this re- 
- viewer's opinion, detracts from a book which 
contains much valuable information and makes 
- very pertinent points. The descriptions of the 
specific rehabilitation projects, which illus- 
trated the ingenious use of the materials at 
hand in treating the large mass of hospitalized 
patients, are of much interest. The following 
points, which are particularly impressive to 
this reviewer, were clearly demonstrated in 
these project reports. 1, The vigorous use of 
the activities of normal living as a means of 
bringing about close interpersonal relationships 
_ between patients and patients and personnel 
— will reverse many of the regressive symptoms 
so frequently found in our large mental hos- 
pe 2. This can be done for the most part 
by using relatively untrained personnel through 
gung them simple objectives and methods 
2 obtaining these objectives, and making 
them feel a part of the treatment team. 3. The 
most successful programs seem to have been 
woven around the personalities of a particular- 
ly imaginative and dedicated people (often 
with a minimum of formal training). Such 
people cannot be created but should be sought 
out and their natural talents developed and 
utilized to the best advantage. 

There is much of value in this book, despite 
the flagrant use of metaphors and the implica- 
tion that the “Philosophy of Remotivation" was 

born with the coining of the phrase. (The 
essence of such a philosophy is to be found 
: "almost verbatim in the century-old writings of 
the founders of the APA). The detailed de- 
scriptions and histories of highly successful 
rehabilitation programs, which have been re- 
corded by an astute and trained observer, 
make pertinent points of considerable value to 
anyone concerned with the treatment and re- 
habilitation of the seriously mentally ill. 
Hanorp R. Martin, M. D. 
Omaha, Neb. 


PERSONALITY ASSESSMENT Pmocrpunks. By 
Robert M. Allen. (New York : Harper and 
Brothers, 1957. pp. 541. $6.00.) 


This is a survey of current procedures and 
techgiques employed ín the evaluation of per- 
sonality. The frequency with which assessment 
procedures appear in the literature makes it 
difficult to include all such devices in a single 


volume. The author has been most careful in 
his inclusions. 

Dr. Allen begins his work with an overview 
of test problems and continues with a dis- 
cussion of psychometric methods and projec- 
tive procedures, Physiological, chemical and 
physical factors are touched upon followed by 
an examination of life situations as a method 
of personality assessment. This is a particular- 
ly interesting section since the material is a 
revelation of psychology's trend to go from 
the laboratory into the world of everyday 
events and people. Group interaction, the case 
history technique, the OSS project and the 
leaderless group method are reviewed. 

The final section concerns itself with ap- 
plication of personality tests and ethics relating 
to the profession of psychology. This reviewer 
is of the opinion that with the myriad prob- 
lems raised by psychology's emergence as & 
licensing phenomena more discussions of ethics 
in texts of this kind is most desirable. — 

This book should have value in beginning 
clinical courses, supplying an introduction to 
the field without enticing the students in- 
terest to root itself to any particular ideology 
or approach, since it is primarily factual in its 
content. 

Anraur Lenner, PH.D. 
Los Angeles, Calif. 


PERSONALITY AND TEMPERAMENT. By Solomon 
Diamond. (New York: Harper and Bro- 
thers, 1957, pp. 463. $6.00.) 


The core of this book revolves around les 
theme of the development of the norm un 
sonality. Thus, principles of behavior adap! 
tion are presented in relation to patterns b 
individuality in rats, dogs, and chimpanzees. 
These are later applied to the human. aa 
author does not lose sight of the fact 
human behavior is rendered more comp 
by social and intellectual factors. 4 

" Personality and Temperament is primarily 
designed for the upper division Or gu of 
student who is taking work in the s syle 
personality. It is written in a very luci nis 
and because of its eclectic approach a d 
up the possibility of a dynamic hen 5 
synthesis which students of a "rell 
points will appreciate. Dr. Diamon ia p 
balanced point of view is rendered s of 
fective because of his realistic big her 

ied aspects of human : 
beds: ANTHUR v D. 
Psycholo; 
pm inpet City Colleg? 
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MODEL PSYCHOSES, THEIR HISTORY, RELEVANCY AND 
° LIMITATIONS!  : 


W. MAYER-GROSS ? 


Models have been used with great suc- 
cess in science and technology since ancient 
times. A more recent definition (Seeliger, 
1948) speaks of a model as a special kind 
of analogy, namely of a mechanical kind. 
However, in analytical chemistry an easily 
accessible and available substance is used 
as a model to inform the investigator about 
probable composition and structure of a 
rare compound. In medicine the use of 
experimental animals for the interpreta- 
tion of illnesses and a better un- 
derstanding of their symptoms and path- 
ology is not generally called a model, prob- 
ably because the word implies something 
more simple and mechanical than the ani- 
mal with its special and specific suscepti- 
bilities and pathology. 

The inherent limitations of the animal 
experiment for the study of psychiatric 
diseases are obvious, In a “model psychosis” 
induced by chemical means in a human 
Subject we can hope to remove a few of 
the many unknown factors in mental illness. 

e can control the causation and relate 
dosage to the severity of the symptoms ; 
Moreover we can create and modify en- 
vironmental conditions, and repeat the ex- 
periment in the same subject to confirm the 
result, or administer the same drug in a 
number of subjects. Finally we can add 
self-observation to the objectively observed 
changes in behaviour. By self-observation 
we gain much clearer and more detailed 
insight into the psychological experiences, 


— 

1 Read at the 114th annual meeting of The Ameri- 
ĉan Psychiatric Association, San Francisco, Cal, 
May 12-16, 1958. 
ais Senior Fellow, Dept. of Experimental Psychiatry, 

edical School, Univ. of Birmingham, Birmingham 
15, England. 


their motivation and their expression in the 
objective behaviour. 

In this connection psychosis signifies a 
mental deviation of some severity, although 
it may be immaterial whether the changes 
are observable in behaviour or in intro- 
spection only. Its further definition will be 
discussed later. 

A. word is needed on the reliability of 
the experiences gained by introspection. 
They were at one time overvalued, and 
later, because of their subjectivity complete- 
ly disregarded by the behaviouristic school. 
However, even a highly quantified and 
exact branch of physiology, such as sensory 
physiology, cannot dispense with introspec- 
tion. Naturally for scientific purposes it 
needs the same standard tests of reliability 
as objective observations. If carefully used, 
it can contribute a great deal to our psy- 
chological and psychiatric knowledge. It 
would in the present state of our ignorance | 
of psychophysical events, be shortsighted. 
to neglect this source of information on the 
more differentiated and refined psycho- 
logical experiences for the sake of ob- 
jectivity and quantification. Medical men 
have always resorted to all accessible means 
of elucidation because of the urgency of 
the quest of helping the patient. 

Exaggerated trust in the subjective ex- 
perience fostered by certain philosophers 
at the end of the 18th century, was probab- 
ly at the root of the keen experimentation 
with artificially produced abnormal states 
such as that carried out by Davy (1800) 
with the newly discovered “psychotropic” 
gas nitrous oxide. His description of the 
pleasurable experiences, especially the 
mood changes produced by “laughing gas” 
have been frequently quoted and the con- 
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formity of his subjective euphoria with his 
outward expression was confirmed by his 
friend Dr. Beddoes. It took, however, an- 
other 40 years until the American dentist 
Wells recognised the practical importance 
of nitrous oxide as an anaesthetic. This 
seems to me a valid reply to the impatient 
questioner of the practical application of 
our experiments with the model psychoses. 

The history of many chemical agents now 
used for the study of model psychoses 
seems worth mentioning. Like that of the 
practice of psychiatry their origin was re- 
ligious, and their use in magic rites and 
ceremonies served the contact with the 
supernatural. In producing new and strange 
states of consciousness, dreamlike appari- 
tions, clouding of reality or its transforma- 
tion, it was the shaman or the priest who 
comforted the frightened devotee and 
saved him from distress and confusion. 
Gods and ghosts appeared, as they did in 
dreams; and it is rather typical of the 
functional nature of the supernatural ex- 
perience that certain Red Indian tribes 
continued their traditional gathering, punc- 
tuated by chewing of peyotle (mescaline), 
Be they had been converted to Christen- 

om. 

This premedical use of "psychotropic" 
Substances should also be remembered 
when hypotheses bordering on the obscure 
are handed out about their curative powers 
through the penetration into deeper un- 
conscious layers. 

During the 80 years following Davy’s 
experiments only anecdotes or occasional 
observations like those by Moreau de Tour 
on hashish and other French authors on 
ether and chloroform are reported, till 
Kraepelin applied experimental psychology 
and its newly created armamentarium to 
the problem of drug action. His systematic 
study of the influence of caffeine, morphia 
or alcohol on work and on test perform- 
ances, on intellectual abilities and memory 
were organised with great care and caution. 
He devoted much attention to controls and 
statistical evaluation of the results. How- 

ever, they had little relation to psychiatry 
itself. He also instigated Knauer (1913) 
and Serko (1913) to experiments with mes- 
caline intoxication of which Prentiss and 


Morgan, Havelock Ellis and Weir Mitchell 
had given picturesque reports. 

K. Wilmanns, one of Kraepelin’s pupils, 
made psychotomimetic drugs one of his 
main interests and Beringer's monograph 
published in 1927 summed up years of 
collaborative effort of the Heidelberg 
clinic. It contains 32 extensive self-descrip- 
tions, and protocols of intoxication in doc- 
tors, students, artists 'and other subjects 
with psychological training and interest. 
I hope I am right in thinking that the ele- 
mentary phenomena (which differ not es- 
sentially from those of LSD 25 intoxication) 
are through the work of Klüver (1928, 
1943) and others so well known that I can 
choose a few special observations which 
appear in a different aspect to-day for a 
short review and discussion. 


SYNAESTHESIAE 


The peculiar breakdown of sensory 
specificity in mescaline intoxication is most 
striking. As visual perception prevails in 
the toxic state, intersensory influence maim 
ly extends from the other senses to vision: 
regular knocks on the table were clearly 
heard and distinguished while small grey 
round discs appeared before the stb 
eyes. They remained after the knocking ha 
ceased, representing by their size, s 
tensity of their knocking, and by their dis- 
tance the duration of the intervals between 
the knocks, thus transforming time p 
space. In another subject musical soun T 
were accompanied by lateral lights i7 
pearing at the temples and unifying e 
central very strong light in front 0 ii 
eyes, when the tone volume came pi: 
maximum. Or again another example fr 
Beringer’s monograph : 


“Whenever I touch anything I have a pr 
tion of light.” While these interrelations pa 
relatively simple and perspicious, ot “cated 
aesthesiae have a much more Leer. si 
character : When a mouth organ was Pei 
"This is painful as if worms were kai E 
through my body. I see the lower p 
body from the loins downward a torsions 
lacquered conical trunk with spira ain, 0f 
The sounds of the mouth organ or the P 
both, I see and feel as luminous MU 
trating the spiral torsions of my The loud 
solidifying in it." Another example : 
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bark of the dog seemed to shake all I saw and 
made my right foot tremble. This was so clear 
that I believed the dog and its barking being 
identical with my right foot." 


The involvement of the body image, the 
visualisation of abstract thought—all this 
points to dissolution of inhibitory controls, 
but at the same time the coming into 
play of some interrelation at a lower level 
which is held ready for such an emergency. 
It is for the neurophysiologist to find this 
"centrencephalic" regulator coming into ac- 
tion under the drug. If we consider the 
reticular system as a secondary centre of 
exchange of energy, we may witness its 
function in these experiences. 


PHASIC VARIATIONS 


Work on the sensory threshold during 
mescaline intoxication revealed an unex- 
pected phasic variability of thresholds as 
measured by quantitative methods such as 
v. Frey's hairs or weights (Hitzig’s balls). 
Sensitivity was sometimes restored abnor- 
mally quickly after a test so that the refrac- 
tory phase of sensory fatigue was almost ab- 
sent; this condition changed without tran- 
sition into the opposite when the recovery 
after stimulation was extremely slow and 
took a much longer time than normal 
Both findings were present in the same 
subject, consecutively, alternating at about 
every 5 to 10 minutes, at the height of in- 
toxication. This phasic change of response 
Concomitantly expressed itself in a number 
of other phenomena: for instance, in the 
seeing of imaginary movements of real or 
hallucinatory objects. At one phase they 
appear persistently moving, constantly 
whirling round or changing shape and dis- 
tance; in contrast there exists a phase of 
Complete stillness, apparent movement has 
Stopped and what really moves is split into 
still pictures appearing one after the other. 

Concurrently time is experienced in a 
dual way : time sequences seem to be dis- 
Continuous and in fragments, time some- 
times does not exist or stands still, or time 
May be experienced as racing and hours 
as minutes. Body feeling, body image and 
dgperent movements may be included in 
ae phasic deceptions, while objectively 

e intoxicated subject remains passive and 
Shows very little motor abnormality. 


PASSIVITY, STATE OF CONSCIOUSNESS, 
“COSMIC CONSCIOUSNESS” 


You will ask me if the subject in this state 
of passivity absorbed by strange experi- 
ences can be accessible to experimental 
tests, measurements of sensory thresholds ? 
Will not the completely changed general 
state—what one may call the “psychosis”— 
prevent experimentation, cooperation in 
tests, or perhaps, communication and use 
of speech ? 

Here we meet the first of the limitations 
of the model psychosis ; its application de- 
pends on the state of consciousness : mes- 
caline modifies the subjects mood and also 
in some characteristic way his state of 
consciousness. There is, of course, under 
mescaline and LSD 25 no narrowing or re- 
duced clearness, on the contrary an un- 
usually wide and clear horizon of awareness 
has been felt and described. Subjects may 
observe the hallucinated pattern in the 
dark of the closed eye or together with the 
real environment, watch themselves ex- 
periencing the unusual state as an onlooker 
and take account of all that is happening 
at the same time. One can doubt if this 
multi-sided awareness may not be a self- 
deception, the result of the euphoria and 
the dynamic feeling of energy ; at any rate 
it is experienced as real and well described ; , 
all observations point to a state of extreme 
wakefulness and clear awareness. 

Similar changes of consciousness are ap- 
parently experienced after excessive use of 
stimulants like amphetamine or in psy- 
choses resulting from their misuse, That, 
immediately following the increased 
breadth, detachment and capacity of con- 
sciousness, the subject under mescaline may 
feel his awareness narrowed to one small 
impression as if the whole world was con- 
tained in a bunch of keys on a nurses apron, 
makes the abnormality the more impressive 


and plausible. 


I am deeply immerged into the appearance 
of the object . .. I forget myself and every- 
thing around myself . . . All sense of time is 
lost to me. It is neither short nor long mor 
endless, but simply timeless. The pure being 
of the object rules me, object and self and 
everything is one. The feeling can be com- 
pared with contemplation of an Egyptian 
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sphinx. One is dominated by timeless monu- 
mental existence . . . 


The subject seemed inexhaustible in his 
description of these "sphinx experiences" 
in which he identified himself with a heap 
of coal, the dimple in a woman's face or the 
chimney of the hospital (Beringer, 1927). 

Here we meet another limitation of the 
model psychosis: while over long periods 
the subject seemed emotionally rather cool 
and the content experienced in a neutral, 
almost impersonal atmosphere, quite un- 
expectedly the subject may be affected by 
most personal, mystic experiences with a 
high feeling tone, far removed from daily 
life and from the sober indifference re- 
quested from the scientific observer. The in- 
tuitive gain of insight into unsolved prob- 

- lems, into the riddles of life, the evidence of 
unknown and unthought of relations be- 
tween objects and problems, or between 
subject and object, is experienced in an ec- 
static state. Bucke (1901) speaks of “cosmic 
consciousness” as a step in human evolution. 
The significance and importance of the ex- 
periences for the subject may be felt so 
strongly that it will persist beyond the in- 
toxication itself. This applies to feelings of 
extreme happiness in which entirely new as- 
pects of the world have been revealed by 
the drug—as well as to anxieties, fears, 
estrangements of the real world and deper- 
sonalisation. Not rarely it results in a re- 
luctance or refusal to repeat the experience 
or to have its personal value tested, 

The following story of Humphrey Davis’ 
experiments with nitrous oxide throws some 
light on such an experience: On one oc- 
casion he felt that the mysteries of life 
were being progressively revealed to him, 
past, present and future, the whole meaning 
of the cosmos. He realised that he must not 
fail to transmit these revelations to human- 
ity—if only he could write down the clue 
before his consciousness ebbed away! He 
reached for his pad, and with what strength 
remained to him he wrote down words 
which he was certain would record these 
truths ; then he sank back happily into a 
coma. When he awoke he eagerly picked 
up his pad, and to his disappointment he 
read the words : “A strong smell of turpen- 
tine prevades everything," 

This mixture of the sublime and the 
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ridiculous, brings the model close to the 
original psychosis and makes the analysis 
of its components even more of a challenge 
to the research worker. If we could achieve 
control of the symptoms of “cosmic con- 
sciousness” in a model, we may deprive the 
acute psychosis, say : acute paranoid schizo- 
phrenia of its sting, preserve the patient's 
insight and power of control over the de- 
lusional experiences and misapprehension 
of the world. In fact, this is where the 
model differs entirely from the original 
even when the subject is deeply touched 
and impressed by his new experiences 
They remain without factual, adaptive in- 
fluence on his life when they have passed 
—nothing but a merely theoretical change 
has so far been observed. Viewed from this 
angle of the persistent after effect, all paral- 
lels of so-called identical symptoms of 
schizophrenia and mescaline psychosis re 
main superficial They are nothing but 4 
signpost of possible analogous causative 
factors. 


OTHER STUDIES OF AWARENESS 


Is there any method to examine disturb- 
ances of consciousness in a model ? Hypo 
glycaemic coma introduced by Sakel i 
daily repeated therapeutic procedure : 
combat early schizophrenia was an e 
model, especially as it was found hu: 
effective if the hypoglycaemia was of su 
a degree that serious psychological e 
toms appeared. It gives the physi of 
practicing the treatment the oppor a i 
observing the same patients for wee a 
der identical conditions. From te ee 
published data on symptoms and pat a : 
I would like to present a few pero x 
servations illustrating the use of a mo 
this kind. 

The most characteristic sign of gh 
glycaemia is clouding of consciou í 
sometimes with automatic excitation al 
motor restlessness. Amnesia is à ets di 
symptom, even in milder hypoglyca e pr 
diabetics, Clouding sets in without x into 
tient being aware of it; many SIÐ 
unconsciousness without waking me 
preceding sleep. No feeling of a if the 
hypnagogic phenomena occur, € produ? 
insulin dose is still too small RC how 
coma. During the waking-up 
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ever, after dispensing of sugar, conscious- 
ness often returns before other symptoms 
disappear. 

The following are observations of a doc- 
tor-patient recovering from his first attack 
of schizophrenia during insulin coma thera- 
py. They are written down the afternoon 
after one treatment : 


I heard very distantly the voices of the doc- 
tor and sister. I do not now remember what 
they were saying. I saw the doctor's and sister’s 
faces. Doctor asked me repeatedly if I was 
awake and slapped me lightly on the left 
cheek, as he usually does when I am recover- 
ing from a coma. I could not speak and I felt 
very helpless and confused mentally. The next 
recollection I have is of the nurses white 
worried face with its distended "arteries and 
forehead veins looking down at me and asking 
me if I was all right. He asked me this question 
two or three times but I could not answer him. 
He felt my pulse and arranged my bed-clothes 
rapidly—very rapidly—it seemed to me, two or 
three times. I was conscious of a tremendous 
effort I seemed to be making to avoid slipping 
into a land which was different from that of 
the nurse's, as being a land or "life" of no 
Movement. The nurse seemed to me to be 
making also a terrific effort to help me, to bring 
me back to his life. I felt fully conscious of this 
intensive and combined effort and strove or 
seemed to strive with all my powers to drag 
myself back from this abyss of "no move- 
ment." I do not recollect moving my limbs, on 
the contrary I seemed to be paralysed in my 
voluntary movements. After a long struggle in 
Which at times I thought that I could not 
make the effort any longer, I found that I 
could speak, and I felt an overwhelming sense 
of gratitude to the nurse whom I hailed as my 
rou I had an intolerable thirst and also 
a very hungry. I asked the nurse for sweet 
ernks and he brought me a glass of tea and 
Mn wiches of which I ate three or four. I in- 
h ra on the nurse having a sandwich which 
x id to please me. I also insisted that he 
Should have a drink, but he replied that he 
Would have one later. Sister came in then and 

discussed the question of glucose and its 
Telation to obesity... 


si Ne characteristic points in these re- 

ections deserve discussion : 

‘ l. Stage of “akinetic mutism.” The pa- 
ent sees and hears, but is unable to 

aoe or move. This condition is more often 

Observed objectively than remembered by 
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the patient ; it occurs on going into a coma, 
lasting often for half an hour, as well as 
during the waking period. The patient fol- 
lows with his eyes slowly, seems to look at 
the person approaching him, but remains 
mute and without movement. If touched 
or pricked he moves purposefully in small 
movements, away from the stimulus. Since 
Cairns and his collaborators (1941) have 
reported a similar condition in a girl with 
a cyst in the hypothalamic region I tried 
to get an account of subjective experiences 
in this akinetic state by rousing the patient 
quickly with intravenous ‘glucose. The de- 
scriptions received were not conclusive, 
and were reminiscent of what one hears 
from some patients coming out of a cata- 
tonic stupor. Some say they did not realise 
that they were akinetic ; one that he found 
it impossible although he did try hard to 
respond, another that he did not care to 
move, and still another that he felt too 
weak. The condition may be compared with 
that which Economo described as “body 
sleep” in encephalitis. 

2. Sensory anomalies. The majority of 
the visual sensations are similar to those 
observed in falling asleep or in other states 
of clouded consciousness (Benedek and 
Angyal, 1939), One of the rarer sensory 
anomalies was our patient's observations 
that the nurse's movements when arranging 
the bedclothes appeared to be very rapid to 
him. This phenomenon of increased speed 
of seen movements was described by Poetzl 
(1928) in a patient with an occipital lesion 
and called "quick motion picture illusion." 
A number of identical observations have 
since been reported, most of them in hypo- 
glycaemia (Weil, 1941). Against Poetzl’s 
theory suggesting an insufficient co-opera- 
tion of timing between the two hemi- 
spheres, it has to be remembered that our 
patients often have staring eyes and little 
movements of the eyeball. Physiologists 
have shown how much our judging of the 
speed of movements depends on our eye 
movements following the moving object, 
and recourse to a central disturbance there- 
fore seems unnecessary. 

3. The struggle for consciousness. Many 
patients speak of the enormous effort they 
are making to drag themselves back to 
reality. Our doctor projects this to the 
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nurse in whose face he believes he sees the 
same exertion he himself is experiencing. 
This effort to pull oneself out of the grave, 
away from the dark, is sometimes expressed 
in dreams and fantasies ; a young man de- 
scribed it as a "fight against the devil," he 
had to make his way through different 
stages against the powers of darkness "like 
Dantes journey through the circles of hell." 
A more sober-minded curate of the Church 
of England had to count the lights in the 
room and make sure that they were all 
present and fixed at the right places in 
order to convince himself that he was alive 
and in the same world as before. 

4. The struggle is followed, as in the 
doctors description, not only by a feeling 
of relief, but of happiness, elation and some- 
times by a euphoric over-valuation of the 
patient's mental and physical faculties, A 
fellow-feeling with other patients, with 
everything and everybody, and expressions 
of over-flowing sympathy are frequent. As 
one would expect the opposite sometimes 
occurs, viz. as a feeling of strangeness, of 
inability to get in touch with reality which 
appears distant and inaccessible. In three 
cases derealisation lasting for several hours 
after treatment was encountered. 

If one considers the struggle for con- 
sciousness during awakening, together with 
the psychological picture of akinetic mut- 
ism one is tempted to speculate about the 
role played by the cortex in hypoglycaemia. 
It is the first to be affected by the with- 
drawal of fuel, but it seems that when the 
abundant supply of glucose is returning in 
the blood stream recovery does not follow 
the reverse order, but instead the lower 
centres return to function later, The cortex 
with its rich vascularization seems to re- 
cover first and the restored consciousness 
looks on as the spectator trying to help the 
restitution of motor and sensory normality. 
(Mayer-Gross 1943). 

Observations on the return of speech 
function (together with Dr. Stengel 1945) 
in hypoglycaemia suggested a similar type 
of gradual recovery of function of the cen- 
tral nervous organ. 

Hypoglycaemia used as a model psycho- 
sis gives also the opportunity of studying 
objective motor signs of which I have 

chosen as an example climbing movements, 
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a frequent symptom in the later stages of 
hypoglycaemia, when decortication has 
progressed further. Combined with reflex 
grasping of fingers, sometimes of toes, the 
symptoms usually begin with alternating 
movements of arms and legs. Later the arms 
reach above the head, the body is doubled 
up, and if possible the patient pulls him- 
self headwards. The fully developed symp- 
toms include the arc-de-circle posture al- 
ternating with flexion of the body. All this 
reminds us of our tree-dwelling forbears, 
but also of kicking and related movements 
of the young new born infant. His groping 
has been thought of as a stage when the 
feeding young ape had to hold on to the 
mother's hairy breast. Phylogenetic inter- 
pretation is legitimate because of the 
striking similarity of the posture and move- 
ments with "congenital athetosis". 

In Foerster's (1921) illustrated article on 
the movements of athetotic patients the re- 
semblance with what is seen in hypogly- 
caemic subjects is striking. Foerster thinks 
of it as a regression to anthropoid or simian 
forms of behaviour. The site of the wc 
is the striatum which normally contro 
the phylogenetically older pallidum. pe 
this control is established the human infant 
is a grasping-climbing pallidum Pee 
tion. The patient with "athetose double 
remains so all his life because his striatum 
does not mature. Hypoglycaemia proc 
a reversible regression to the stage because 
the pallidum is more resistive to hypogy 
caemic anoxia than the striatum. 


MODEL PSYCHOSIS AND PERSONALITY 


Of general significance for the valu ud 
the method will be the influence of 7 
basic personality on the symptoms S 
model psychosis. This can  easuy A 
would think—be assessed in the ail 
hypoglycaemia: what is the contri er 
of the schizophrenic illness to what Me i 
scribed and observed ? One can safe en: 
that this influence is insignificant ; At 
depressives, psychopaths and vn 
in hypoglycaemic coma, have s d E: 
same type of disorder of awarni T 
motor behaviour. Oral movements, d 3i 
ing pouting, in hypoglycaemia ‘a other 
more frequent in catatonics ipt 
types of schizophrenia. On the o! 


e of 


p” 
Em 
as many have described the acute schizo- 

ic attack may be revived in hypogly- 
caemia after it has subsided. 

The question is less easily answered 
for model psychoses induced by mescaline 
or LSD 25. Beringer (1948) who had by 
far the greatest experience with mescaline 
intoxication, insisted that he was unable to 
predict the kind of mescaline reaction in 
any one of his friends and acquaintances. 
He brushed aside the idea of the pharma- 
cological analysis of personality or of men- 
tal constitution, certainly for a drug such 
as mescaline. 

Closely connected with this problem is 
the question of the choice of suitable sub- 
jects, for such experiments. How are we to 
decide beforehand that we are experiment- 
ing with a “normal” person, or that we 
are not dealing with a prepsychotic ? Here, 
a certain clinical acumen is required—and 
an enquiry for predisposition in the family 
should be the rule. 

_ After the subject has been accepted, the 
important factor of suggestibility, personal 
affective interplay” (Rinkel 1952) has to 
be taken into account and one has to be on 
one's guard against the attitude of the ob- 
Server determining the reaction of the sub- 
ject—as in so many other scientific experi- 


ments. If the subject has to undergo test - 


after test, fill in questionnaires and answer 
questions by the observer without interrup- 
tion, the spontaneous and imaginative side 
of the experiment will not unfold itself. 
Similarly, analytically trained psycho- 
therapists such as Frederking (1955) and 
Sandison (1954) have used LSD 25 in 
small doses for psychotherapeutic purposes. 
Sandison insists that it brings up forgotten, 
Tepressed material and revives memories 
Tom earliest childhood. The scenes de- 
Scribed resemble the trauma of the “paren- 
tal scene" for which the early Freud fell 
Credulous, These kinds of phantasies seem 
to be always bound up with the presence 
of a trained analytical therapist. While in 
Schizophrenia Freudian material and me- 

anisms sometimes appear spontaneously 
and are obvious for the unbiased observer, 
Nothing of a similar kind has happened in 
My experience in drug induced model psy- 
choses. Mescaline and LSD 25 often pro- 
duce euphoria as one of the first symptoms 
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—most certainly helpful for psychothera- 
peutic induction; but they also often 
leave a hangover behind. 

As to emotional involvement most ob- 
servers point to the detached, rational and 
sophisticated character of the experiences 
under mescaline and LSD, remote from 
primitive emotions, from sexual desire, 
anger, fear, hunger or thirst. The Heidel- 
berg experiments extending over a whole 
day included a meal—the subject's reactions 
were complete indifference, almost with- 
out exception. This seems not to depend 
on the selection of professional subjects ; 
students, workmen and apprentices of all 
kinds, which I tested later, were found to 
be similarly unaffected by primitive emo- 
tions. Here seems to exist a clear contrast 
to drugs like opium, hashish or cocaine 
which are all reputed to favour sexual 
dreams or phantasies. The problem of 
aphrodisiac drugs, some of which are 
chemically closely related to psychotomi- 
metics, deserves new and more scientific 
study. Manfred Bleuler (1954) recently 
pointed out that we have no reliable 
knowledge even of the aphrodisiac effects 
of sex hormones. 

Concluding the psychological remarks of 
this survey, the question of "induced psy- 
choses" for purposes of political indoc- 
trination has to be touched on. The spirit of 
the times, "Zeitgeist", has some bearing on 
the model psychoses as it has on thinking 
and behaviour in the natural mental dis- 
order. There is in the large collection of 
published observations very little that points 
to deliberate psychogenic modification of 
the effect of drugs such as those discussed 
here. In fact, the individual variability of 
their effect makes them not very reliable 
and less useful for procedures like “brain 
washing" than depressants such as barbitu- 
rates or stimulants that deprive the victim 
of sleep. The idea that witnesses in politi- 
cal trials or prisoners of war had been con- 
verted to certain opinions by mescaline is 
improbable by itself and certainly not 
proven. 


CEREBRAL MECHANISMS AND LOCALIZATION 


The predilection of model psychoses 
produced by drugs for the optic sensory 
system. deserves as Klüver (1958) has 
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pointed out, much more attention than it 
has received so far. Not only mescaline and 
LSD 25 but marihuana (hashish), three 
chemically very different agents, show this 
predilection while cocaine and atropine- 
like substances seem to affect the acoustic 
and skin senses. It is not easy to form a 
satisfactory hypothesis accounting for this 
difference in functional disturbance, but it 
is worth while to remember how frequent 
visual abnormalities are in delirium and 
similar psychoses and how rare in the syn- 
dromes of schizophrenia, 

The possible role of structures like the 
reticular formation in synaesthesiae and for 
the phasic alternation of function has been 
mentioned. The dissociation of emotion 
and emotional expression, the feeling ex- 
tremes, including body feeling, point to 
the involvement of thalamic and hypo- 
thalamic structures. All this happens in a 
state of clear awareness with the cortex 
apparently unimpaired in its function. 

Altogether, the recent discoveries of 
chemical localisation in the central nervous 
system and of neuronal secretion of a speci- 
fic nature seems to open up much better 
access to understanding of the cerebral 
mechanisms responsible for artificial psy- 
choses and to a formation of fruitful hypo- 
theses. The idea of the neurophysiologist 
of the last generation of the brain "acting 
as a whole" was never satisfactory to the 
psychiatrist when he thought of his pa- 
tient’s symptoms in concepts of cerebral 
pathology. It has become even less applic- 
able since the recent experimental studies 
on chemical substances influencing neuro- 
psychiatric function, 

I have discussed some of the mechanisms 
possibly underlying sensations and psycho- 
motor behaviour in hypoglycaemia where 
the cortex is deprived of fuel. By the re- 
moval of its inhibitory influence, certain 
subcortical systems become active, Com- 
parative studies of the many drugs inter- 
fering with awareness should in the course 
of time disclose the interaction of the sys- 
tems controlling awareness on different 
levels by observing the forms of disintegra- 
tion. 

Moreover, the Parkinsonian state follow- 
ing the therapeutic application of Rauwolfia 

drugs and chlorpromazine, introduced by a 
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peculiar state of inner restlessness, “turbu- 
lence”, seems a challenge for clinical obser- 
vation combined with neuropathological 
analysis. We seem to know very little of a 
similar motor effect in the animal, a reason 
more to include this syndrome with the 
studies of model psychoses and compare it 
with Parkinson’s disease, which in itself is 
still a challenge to pharmacotherapy. 


BIOCHEMISTRY AND PHARMACOLOGY 


There is no doubt that progress in 
the biochemistry of brain metabolism dur- 
ing the last 20 years will make some con- 
tribution to our knowledge of. the model 
psychoses and of their originals. Most of it, 
however, is still an unfulfilled promise and 
we are in expectation of more help from 
biochemists in the near future. Kraepelin 
in one edition of his textbook in the nine- 
ties of the last century classified schizo- 
phrenia and affective psychoses as “meta 
bolic diseases” without a much clearer idea 
than that of a toxine arising out of the in- 
termediary metabolism in the body. If Bes 
compares this hypothesis with Hoffer, E 
mond and Smithies theoretical M-sub- 
stance being the result of adrenaline p 
bolism, one becomes aware of the slow 

rogress through biochemistry. 

r If I may te permitted to embe 
prophesy in retrospect, one could pre ad 
that a more intensive concentration on 
nature of the substance mescaline, a 
of on the descriptive analysis of sympto 2 
could have led us to an aetiological pic 
thesis 30 years ago. The discovery, drug 
ever, of LSD 25 as the most powerful | Wy 
with almost identical effect, but chemi¢ nd 
entirely different, and the anal bave 
psychotomimetic principal in has m sd 
added new problems for the theoris E 
ing on chemical constitution for gui 

The clue of the problem recedes as ? 

we seem to it. y ió 

Blaschko (1958), the Cambridge ke 
chemist, recently demonstrated t A the 
ence of certain amine ony dass rice 
lar oxydases. Among them 
oxidase which is absent in ue 
long as it suckles its mother's mil ge 
as it begins to ruminate, per has de- 
appears. Blaschko suspects that i 
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veloped phylogenetically because it pro- 
tects ruminants against certain plant poi- 
sons. Spermine oxydase, however, is almost 
specific in its reaction to mescaline. 
Returning to our subject, biochemistry 
may not have given many answers, so far, 
to the problems of model psychoses, but 
the possibility of experimentation and com- 
parative studies with a great variety of sub- 
stances is a most tempting prospect for 
psychiatry. Here are a few impressive facts : 
the psychological effect seems restricted 
to one of 4 isomers of lysergic acid die- 
thylamide ; the closely related analogue of 
of the latter: Brom—LSD can block its 
psychological effect, also reduces the psy- 
chotomimetic action of mescaline; but it 
has no influence on hallucinations in schizo- 
phrenia, Chlorpromazine, on the other 
hand, which can abolish hallucinatory epi- 
sodes in schizophrenics equally suppresses 
mescaline and LSD hallucinations. 


SUMMARY OF THERAPEUTIC APPLICATIONS 


The use of drugs in medicine has always 
been linked up with the idea of treatment 
and we shall be asked what experimental 
psychoses have so far contributed to the 
relief of the widespread mental health 
problems which occupy by far the largest 
number of hospital beds in Britain, in fact 
over 40% of the total. The very modest re- 
sults of earlier and recent experiments I 
have already given and have tried to ex- 
plain the limitations of the method. 

On an earlier occasion I suggested as a 
general principle that pharmacological psy- 
chiatry should aim to abolish by drugs at 
least those symptoms which can be repro- 
duced by chemicals. I referred to some 
obvious examples such as depression, motor 
excitement, euphoria and depersonalisation. 

Applied to model psychoses this can 
hardly mean that as one drug induces it, 
our aim should be to find another to avoid 
or abolish it in toto. This is one of the short- 
comings of using a “generic” concept such 
as psychosis, as if it were one circumscribed 
clear entity while in reality it not only 
Tepresents a great variety of psychotic syn- 
dromes, but also each psychosis seems à 
mixture or conglomeration of abnormalities. 
I have given a few examples how the phe- 
nomena may be analysed and have de- 
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liberately avoided the use of such larger 
clinical categories as "exogenous reactions" 
or "organie psycho-syndrome," etc. These 
general classifications, including "psycho- 
sis" are, if anything, in the way of prog- 
ress in dealing with psychological condi- 
tions by means of pharmacology. 

Symptomatic therapy in psychiatry is not 
the same as in general medicine; this can 
best be illustrated by the following: the 
combined physical, mental and social fac- 
tors have had such astonishing effects as 
the opening of doors in mental hospitals 
and the increased tolerance of relatives 
towards their psychotic members ; but only 
after the introduction of chlorpromazine 
and similar drugs into the treatment of the 
chronic schizophrenic. Pioneers of hospital 
administration reform would be crying in 
the wildemess without the socalled tran- 
quilizing drugs. — : 

Adolf Meyer, the great American psy- 
chiatrist, whose name and memory is hon- 
oured by this lecture would certainly have 
asked the question of the practical 
therapeutic significance of experimental 
psychoses. He saw all scientific effort of 
psychiatry in connection with the social 
challenge represented by chronic mental 
illness in our civilisation. In spite of his in- 
sistance on environmental and social fac- 
tors for the understanding and treatment of 
mental patients, he was too open-minded 
a scientist not to have approved of the 
renewed modern approach in psychophar- 
macology. 
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THE INFLUENCE OF FERTILITY CONTROL UPON 
PSYCHIATRIC ILLNESS * 


ALAN F. GUTTMACHER, M. D.* 


The title of my discussion is misleading. 
It connotes that the whole matter has been 
extensively investigated and all that re- 
mains is the announcement of profound 
conclusions. This is not the case. As far 
as I am aware, published investigations 
of the effect on psychiatric illness of the 
control of conception do not exist. The 
neglect of so important a topic is the fault 
of your discipline, as well as mine, obstet- 
rics and gynecology. 

I know that psychiatrists frequently ad- 
vise and even warn disturbed women that 
conception should not occur, yet naively 
fail to supply the precise means to imple- 
ment this proscription. On the other hand 
you may correctly charge that obstetrician- 
gynecologists are too often specialized 
mechanics for female organs with little 
interest in the whole vehicle. Their na- 
tional meetings have programs replete with 
obstetric hemorrhage, toxemia, erythro- 
blastosis and female cancer, but not a 
Paper on contraception or sterilization, and 
few if any on therapeutic abortion. 

I should like to discuss three methods of 
conception control in the following order : 
contraception, sterilization and therapeutic 
abortion. 

General acceptance of the two contra- 
Ceptive methods given greatest medical 
approval, diaphragm and condom, is severe- 
ly handicapped by complexity of the 
former, and the necessity to make adjust- 
ment of the latter coincide with the coital 
act. Studies in our contraceptive clinic at 
The Mount Sinai Hospital in New York 
have shown that a high degree of motiva- 
tion is required to use either method con- 
Mee for : long period, a degree of 

vation a i i 
lack(1), arge proportion of patients 

Today we are on the threshold of a 
promising era in contraception, the era of 


———— 

1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, 
May 12-16, 1958. 

? From the Department of Obstetrics and Gynecol- 
ogy of The Mount Sinai Hospital, New York City. 


the simple contraceptive. Many of these 
simpler methods are so new that one can 
only give preliminary appraisal and must 
withhold final judgment. 

The recently developed steroid pills, 
Enovid and Norlutin, bestow a high degree 
of protection against impregnation. These 
steroids inhibit ovulation by primary action 
on the anterior pituitary. They also exert 
an estrogenic effect, so that when discon- 
tinued withdrawal bleeding sets in 3 days 
later, the woman does not remain 
amenorrhoeic, an intolerable state, for in 
the non-psychiatric verbiage of my revered 
teacher, Whitridge Williams, “women re- 
gard menstruation as a decorative process.” 
One 10 mg. pill is prescribed every morn- 
ing from day 5 to day 25 of each pseudo- 
menstrual cycle. Pincus and Rock(2) report 
side-effects, such as nausea and headache 
in 12%; Tyler(3) in a larger proportion. 
Tyler also found many younger women 
prone to worrisome, irregular, vaginal 
bleeding while on the pill and loss of 
libido in some. 

Endocrinologists have warned against 
the possible deleterious effects such a 
potent pituitary inhibitor may have on 
other endocrine functions beside ovulation ; 
thus far none has been described. At this 
time it appears safe for women to take 
Enovid or Norlutin for as long as 2 years. 
Whether more sustained administration 
lead to organic damage none can say. In 
summary then, “the pill” is a potent con- 
traceptive, its side effects and its potential 
dangers compel one to view its full ac- 
ceptance with caution. 

Segal and Nelson of The Rockefeller 
Institute(4) within the month have re- 
ported experimental work in the rat with 
an orally active nonsteroidal compound 
possessing significant antifertility proper- 
ties, The female rats were fed the chemical 
the day of mating and for 3 days thereafter. 
Conceptions occurred but the eggs never 
left the fallopian tubes, degenerating there 
in 10 treated females. The next matings, 
with the drug omitted, exhibited normal 
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fertility. The drug, ME. 25, has not been 
tested for contraceptive value in the human, 
though it has been used as an experimental 
anticarcinogen. 

Theoretically it is safer and more de- 
sirable to have the uterus, tubes or ovaries 
the target organ rather than to mediate 
action through the pituitary, adrenal or 
other endocrine gland. 

Another of the simpler methods of con- 
traception is the intravaginal insertion of 
a tablet 5 to 15 minutes before coitus. The 
tablets are of two varieties, foaming and 
non-foaming. Neither has had sufficient 
critical evaluation to make specific state- 
ments in regard to effectiveness. However, 
our clinic is experiencing promising results 
with a non-foaming tablet Delfen, which 
probably will be marketed in 1959. 

Spermatoxic creams and jellies in meas- 
ured amounts inserted intravaginally just 
anterior to the coital act give significant 
protection against pregnancy. As yet it is 
impossible to calibrate their degree of pro- 
tection in comparative terms with the effec- 
tiveness of either the diaphragm or condom. 

There is a growing thesis that slightly 
less effective methods of contraception, ac- 

_ ceptable for uninterrupted use, are superior 
to more effective methods used intermit- 
tently or soon discarded. Today we are 
approaching the highly advantageous posi- 
tion of being able to individualize contra- 
ceptive advice. Soon physicians will possess 
à varied armamentarium of contraceptive 
methods so that they can select the one 
Which best suits the emotional make up of 
the marital partners, as well as their sur- 
roundings, An emotionally stable, Park 
Avenue matron presents a different prob- 
lem in the choice of a contraceptive than 
an ambulatory schizophrenic living in a 
tenement, who shares her bedroom with 5 
children and her bathroom with 3 other 
families. 

Sexual sterilization has become a relative- 
ly simple surgical procedure. In the male, 
bilateral vasectomy can be done under 
intravenous anesthesia or local infiltration ; 
post-operative convalescence requiring ap- 
proximately 48 hours. Most sterilizations 
of the female are puerperal, done 30 min- 
utes to 30 hours after delivery, A bilateral 
Pomeroy tubal procedure is usually per- 


formed. Under conduction or general 
anesthesia a knuckle of fallopian tube is 
raised in its midportion, the base of the 
knuckle ligated and the portion of tube 
forming the knuckle cut off. The operation 
is done through a short, infra-umbilical, 
midline incision; the whole procedure re- 
quiring less than 15 minutes. Tubal steril- 
ization does not add materially to a 
woman's hospital stay and she may be dis- 
charged on the fifth or sixth post-operative 
day. Critical studies of Pomeroy steriliza- 
tions show a failure rate of 4 per 1000(5). 
Prystowsky and Eastman reported 3 deaths 
in a series of 1,830 puerperal sterilizations 
done at The Johns Hopkins Hospital ; one 
from a ruptured ectopic and two from 
pulmonary embolism late in the second 
week(6). The two latter fatalities may or 
may not have been associated with the 
sterilization procedure. We have done 830 
puerperal sterilizations on the obstetric 
service of The Mount Sinai Hospital dur- 
ing the past 5% years without a known 
fatality. However this may not be b- 
meaningful, since admittedly the series, 
small, and the follow-up shorter and not so 
complete as Eastman's. "m 

A lesser number of women are steriliz 
when not puerperal ; in the last few be 
their number is too small to yield relia é 
modern risk figures. Despite e 
rumors to the contrary there is no met M 
of surgical sterilization which is consisten s 
reversible for male or female and there m 
sterilization must be viewed as per 
and irrevocable. Therefore the physici? 
must weigh very carefully the wisdom 
sterilization in each case. mee 

Laws and mores concerning steriliza a 
vary from country to country, even n 
to hospital. Twenty percent of women 
tween 15 and 45 have been "m ally 
sterilized in Puerto Rico(7), but vit i 
none has had legal abortion. In Swe 
physicians therapeutically < 
pregnancies, one-quarter of the a * 
being accompanied by sterilization 
sterilize relatively few patients bs pe 
livery(8),. The Japanese, as part of @ a 
attack on the population problen a in 
out sterilization by cornual coagula $ 
the physician's office either moi 
after legal abortion or in the non-P 
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state(9). A special curved electrode is 
introduced through the cervical canal to 
the fundus and rotated to impinge on each 
cornual region. The electric current coagu- 
lates and scars the opening of each tube 
into the uterine cavity. Enthusiasm for 
sterilization by intrauterine coagulation is 
tempered in America by the pain of its 
performance without anesthesia, and by its 
relatively unreliable results. 

I can not review the different laws and 
attitudes concerning sterilization which 
exist in each of 48 states, and in the 
scores of hospitals within each state. I 
shall therefore center attention on the hos- 
pital I know best, The Mount Sinai Hos- 
pital in the Borough of Manhattan. 

The State of New York has no specific 
law permitting or forbidding sterilization. 
Therefore it is assumed that the procedure 
is legal if the physician believes further 
pregnancies pose a threat to the patient's 
well being. The Hospital Accreditation 
Board is neither for nor against steriliza- 
tion, but insists that each hospital have a 
fixed, written policy and that the indication 
for every sterilization be clearly recorded 
on the chart(10). 

At present The Mount Sinai Hospital 
has 4 rules governing sterilization : 

l. All patients are treated alike, whether 
private or service. 

2. After signed permission from the 
couple, any patient irrespective of age may 

ave puerperal sterilization performed if 
the delivery yields 6 or more living chil- 
dren ; when 30 to 35, 5 or more living 
children, and when older than 35, 4 or more 
living children, 

3. Sterilization may be performed in the 
course of a gynecologic operation or Ce- 
sarean section at the discretion of the op- 
erator, 

4. All other cases of sterilization on a 
female must first have the approval of the 
chief of obstetrics and gynecology. Patients 
who do not qualify for sterilization on the 
basis of parity but who present conditions 
making additional pregnancies medically 
ill advised, conditions such as tremendous 
Varicosities, serious cardiac disease or re- 
Current puerperal depressions may be 
Sterilized postpartum only when depart- 
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mental antepartum permission has been 
obtained. 

These rules may appear conservative but 
are the most radical of any large teaching 
institution in the area. Their radicalism 
resides in the fact that we recognize as 
indication for permanent conception con- 
trol a multitude of children without con- 
comittant illness of the mother. In the be- 
ginning, sanction for puerperal sterilization 
on the basis of parity alone, primarily 
motivated by socio-economic considera- 
tions, was restricted to clinic patients, but 
the complaint of unjust discrimination by 
private patients soon led to amendment 
to include them on equal terms. 

In its first 5 years of existence, 1953 to 
1957, the obstetric department of The 
Mount Sinai Hospital delivered 21,169 
women; 796 were sterilized at or after 
delivery (1% of private and 9% of clinic 
patients). Five hundred and eight, or 77% 
were sterilized because they satisfied age- 
parity criteria. 

One hundred sixteen women were steri- 
lized for reasons other than parity; 10 
(8.6%), 2 on the private and 8 on the ward 
service, for psychiatric indications. 

The following case illustrates certain 
points in regard to both contraception and 
sterilization. 


Mrs. R., a 26-year-old Puerto Rican, after 
having 5 children, last August married the 
33-year-old father of her sixth and current 
pregnancy, as well as of her more recent 
children. The husband, also a Puerto Rican, 
a chauffeur, must pay $15 of his $60 weekly 
pay toward the support of 4 children sired in 
a previous union. The couple have a fourth 
floor walk-up, the parents and one child sleep 
in one room, the 4 other children in another. 

Mrs. R. delivered her fifth child at The 
Mount Sinai Hospital in 1955 and was pro- 
vided contraception at the 6 weeks postpartum 
visit. She returned frequently to the contra- 
ceptive clinic and switched back and forth 
between a tablet insert and the vaginal dia- 
phragm, the former she claimed caused itch- 
ing, the latter she disliked. Some months, 
particularly after the delay of a period, the 
husband used a condom from lack of faith in 
other methods, After 23 months of variable 
and irregular contraception her sixth unplanned 
conception occurred, due to terminate May 
25. It is impossible to know whether contra- 
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ceptive failure was due to omission from a 
lapse in motivation, or failure of the method 
itself. 

The resident staf was worried by the 
patients groundless, somatic complaints and 
during the fourth month of pregnancy referred 
her to the obstetrical-psychiatric clinic con- 
ducted weekly in the antenatal clinic by the 4 
liaison psychiatrists. No abnormal behavior had 
been noted by the obstetric staff during the 
1955 pregnancy. We quote from the biweekly 
psychiatric notes. "In 1957, behavior diagnosed 
at another hospital, 'pseudo hallucinations on 
an hysterical basis. She is a euphoric girl who 
denies all problems except repeating many 
times that her large number of children give 
her headaches and will drive her crazy. This 
is expressed in the most cheerful manner... 
Any attempt to explore specific areas is met 
with evasiveness, and denial; nevertheless it 
is clear that there are many ideas of reference, 
paranoid ideations and both auditory and visual 
hallucinations. Sterilization was discussed and 
patient was most eager and says husband 
wants this too. This is a schizophrenic woman 
who is overtly psychotic with only a tenuous 
hold . . . Now complaining of intractable 
headaches . . . extremely histrionic in manner, 
To us this is a grave sign in a schizophrenic 
and frequently signifies an incipient, overt, 
psychotic break. Admission to Bellevue dis- 
cussed with the patient . . . Thorazine given 
... Under threat of advised hospitalization at 
Bellevue, patient has managed to exploit her 
limited emotional resources and control her 
more flagrant and histrionic symptoms . .. 
The headache has left but is displaced by 
dizziness and blurring of vision . . . Symptoms 
have abated, has continued Thorazine. Re- 
maining hysterical symptom difficulty in focus- 
ing eyes." Today's note reads, "Patient shows 
surprising amount of composure. I believe it 
stems from the knowledge that she will be 
sterilized after this delivery." 


If we had been omniscient we would 
have suggested puerperal sterilization to 
her after the fifth child ; then perhaps the 
upsurge of emotional difficulties in the 
current pregnancy would have been 
eliminated or postponed. What will steri- 
lization accomplish ? Will it contribute to 
the maintenance of Mrs. R. in her ambula- 
tory status ? Will it create religious guilt 
feelings to embarrass further her tenuous 
adjustment ? Who can tell At least it 
will prevent the exposure of additional 
children to this disturbed environment. 


THE INFLUENCE OF FERTILITY CONTROL 


There is as much, or more variation in 
the performance of therapeutic abortion 
from country to country and hospital to 
hospital than is the case with sterilization, 
Abortion on demand is the virtual pattern 
for more than a billion of the world's 9X 
billion population : Red China, Russia, the 
satellite countries and Japan. In the latter, 
1,143,059 legal abortions and 1,700,000 
viable births were officially reported for 
1954(11), the latest figure to which I had 
access. Contrast this to the legal prohibi- 
tion of any therapeutic abortion in Catholic 
Spain. 

There is extreme variation in the fre 
quency of therapeutic abortion among non- 
Catholic hospitals in the United States 
This variation may occur in the same state 
under the same state law. Russel reports 
one abortion to every 52 deliveries in à 
private California hospital in contrast to 
one abortion to every 8000 deliveries at 
The Los Angeles County Hospital( 12). 

Let me tell you how therapeutic. po 
tion is practiced at The Mount Sinai Hos- 
pital. Since it operates under the lr 
The State of New York, I shall quote s 
statute. “A person who, with ea 
procure a miscarriage of a women ii ie 
the same is necessary to preserve the. 
of the woman . . . is guilty of abortion, 
etc." : ] cases 

At The Mount Sinai Hospital à c ; 
for whom therapeutic abortion 1s es 
must be first reviewed and acted upon A 
a committee of the staff. The abortion “ il 
mittee system was introduced in puc 
1952, at the inception of the obia i 
service. The director of the gyneco n 
and obstetrical service is permanent y 
man, the other 4 members being te lot 
of psychiatry and a designated, di 
physician from the departments p: d 
cine, surgery and pediatrics or "^ 
ternates. The committee meets once d 
at a fixed hour. Affirmative letters E: 
consultants in the particular me Y^ 
involved must be presented ant tricia 
the authors, as well as the Mer d 
gynecologist who plans to ES the 
therapeutic procedure must à he ¢ 
committee meeting. Also when t depart 
man feels an expert from another CE ine 
ment, hematology or radiotherapy 
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stance, may be helpful in arriving at the 
correct decision, he is requested to attend 
as advisor. The case is freely discussed and 
if one of the 5 committee members opposes 
therapeutic interruption, the procedure is 
disallowed. No termination of pregnancy 
may be carried out in any of the operating 
rooms of The Mount Sinai Hospital unless 
an affirmative decision of the abortion com- 
mittee has been previously filed with the 
director's office. 

When the results of the committee's 
work are presented you may be surprised 
at the high proportion of cases validated 
for abortion. This is due mainly to the fact 
that its policies are well known to the staff ; 
therefore, a staff member who feels his 
case will be rejected is unlikely to present 
it. When in doubt he may seek a curbstone 
opinion from the chairman or some other 
committee member, and if the off-record 
opinion is unfavorable usually drops the 
matter. 

From November 1, 1952, until March 1, 
1958, approximately 22,000 women were 
delivered at The Mount Sinai Hospital. 
During the same period 125 therapeutic 
abortions were validated by the committee 
and performed, a proportion of one to 
every 175 deliveries ; 21 cases were re- 
jected. 

The three most frequent indications were 
psychiatric, 42%; eugenic, 26%, and past or 
present malignancy, 10%. These three condi- 
tions accounted for almost four-fifths of 
the cases relegating the old, orthodox trio 
of two decades ago: heart, lung and kid- 
ney, to minor importance. I shall focus 
attention on the psychiatric group and 
refrain from discussing other indications. 

A total of 61 psychiatric cases were 
Presented and 52 validated for abortion. 
What were the grounds ? Upon the advice 
of Dr, Ralph Kaufman, chief of psychiatry, 
the committee established two basic pro- 
cedural rules for dealing with patients in 
this category, A patient must have received 
treatment from a recognized psychiatrist 
Previous to the onset of the current preg- 
nancy; this to reduce likelihood of ma- 
lingering. Second, the two psychiatrists 
advocating interruption of pregnancy must 
declare the patient suicidal, thus allowing 
the committee to act within the framework 


of the law of New York, “to preserve the 
life of the mother.” 

The restraint which these two criteria 
for a psychiatricaly indicated abortion im- 
pose upon the committee is illustrated in 
the current case : 


Mrs. L., a 32-year-old American Jewess 
married an Iranian Moslem, while he was here 
on a student visa. After marriage they moved 
to Iran. Unable to adjust to life in Persia, 
Mrs. L. returned to the United States when 8 
months advanced in an unplanned pregnancy. 
The child, delivered June 1956, had bilateral 
club feet. The husband joined Mrs, L. a few 
months later. Mrs, L. had had behaviour 
problems in adolescence resulting in a brief 
admission to Bellevue Hospital. Two months 
postpartum a psychiatrist saw her because 
she was acting in an agitated manner, had hit 
the new baby and tried to attack her mother. 
The psychiatrist's impression was schizo- 
phrenia, thought to have long antedated preg- 
nancy. Mrs. L. became pregnant again 3 
months postpartum having used no contra- 
ceptive. She requested therapeutic abortion 
at the hospital where she delivered her first 
child ; on being refused, registered for prenatal 
care at Mount Sinai, but did not discuss 
abortion. A month earlier she had spent two 
weeks on a psychiatric ward of Bellevue Hos- 
pital. When 6 months pregnant she was seen 
by a liaison psychiatrist because of colitis and 
depression. Diagnosed “schizophrenic mixed 
with paranoid elements,” she was given Mil- 
town with good therapeutic response, Never- 
theless she was fearful of “cracking up” and 
feared she would be unable to care for a 
second child. She mentioned suicide and 
threatened to abandon her first-born. - 

Two weeks before delivery, through the 
social service department, a homemaker was 
obtained who remained with the family for 
3 months. Mrs. L. tolerated delivery well. Pa- 
tient was seen in the postpartum contra- 
ceptive clinic and prescribed an intravaginal 
tablet insert. Lacking confidence in the method 
the couple switched to a condom on occasions. 
The husband, a good looking, articulate, well 
educated man was hostile toward his wife 
for being ill and probably would have left 
her were it not for the two children. Patient 
had her last menstrual period January 20, 1958, 
6 months after the birth of the second child 
and 18 months after the first. As soon as the 
third pregnancy was verified the couple urged 
its therapeutic termination., The husband was 
angry at his wife blaming her for the preg- 
nancy since she was supposed to have been 
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the one to use a contraceptive. When it was 
explained that no medical grounds existed 
for legal abortion Mrs. L. became severely 
depressed. She is continuing to receive psy- 
chotherapy on an ambulatory basis, though 
hospitalization has been recommended. Pa- 
tient functions poorly at all times, but better 
between pregnancies, for when pregnant she 
is wholly unable to think about any one except 
herself. 


Should the second pregnancy have been 
aborted ; if not the second, then the third ? 
According to procedural rules neither could 
be done at The Mount Sinai Hospital since 
there was no serious threat of suicide and 
thus no life to preserve through abortion. 

Should Mrs. L. be sterilized this Octo- 
ber after delivery, despite only 3 living 
children ? I may authorize it after psychi- 
atristic advice. 

To an obstetrician, probably to a psy- 
chiatrist, psychiatric cases are the most 
difficult in which to determine the wisdom 
of terminating pregnancy, How accurately 
can one foretell suicide ? Admittedly it is 

extremely difficult. What proportion of 
these 52 women whom the abortion com- 
mittee judged suicidal and for whom they 
authorized abortion would have taken their 

_ lives if not aborted ? Dr. Milton Halpern, 
the experienced Chief Medical Examiner 
of New York City, states that he can hardly 
recall an autopsy on a death by suicide dur- 
ing the last 95 years which revealed 
pregnancy ( 13). 

What does pregnancy interruption ac- 
complish in a patient with psychiatric ill- 
ness who threatens suicide ? It is purely a 
destructive, emergency measure; surely 
not a constructive therapeutic agent. What 
alternatives are there to abortion in such 
cases P Prolonged hospitalization for self 
protection in the case of a psychotic woman 
who remains compensated when ambula- 
tory. Many psychiatrists feel this risks a 
break in compensation which may change 
an ambulatory illness to a chronic hospital 
disease. 

As stated earlier, research is urgently 
needed in this area. We should do a follow- 
up study on the 52 women who were abort- 
ed on psychiatric grounds and the 9 

rejected by the committee, 

Twenty-one of the 52 patients aborted 
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for psychiatric reasons were sterilized at 
the same time. The committee often advises 
sterilization in such cases, but never makes 
abortion dependent on a patient's accept- 
ance of this advice. It was felt that ob- 
ligatory sterilization might be misconstrued 
by the patient as a punitive measure if 
bound together with abortion in an all or 
none package-deal. 

Before closing, I should like to refer to 
the Scandinavian experiment in therapeutic 
abortion. In Norway, Sweden and Den- 
mark laws were passed in the middle 
1930s to broaden the indications for legal 
abortion hoping to reduce the incidence of 
illegal abortion, As a result, approximately 
5% of pregnancies in these 3 countries are 
therapeutically terminated. Each country 
is divided into several districts with its own 
abortion board of state appointed phy- 
sicians, social workers, geneticists and 
jurists. They have to authorize each case 
and the abortion must be performed in a 
public hospital. ; 

Of 8,844 legal abortions performed in 
Denmark during 1950 and 1951, 76% were 
terminated on psychiatrie grounds, 16% on 
medical indications, 7% for eugenic reasons 
and less than 1% for humanitarian reasons 
(14). By the latter is meant pregnancy 1 
girls less than 16, rape and other cases Of 
sexual assault. The term psychiatric de 
dication is used very loosely for it inda s 
the large category of “worn out” mothers, 
those women in whom another pregnancy 
is ill advised for socio-economic, or gene 
health reasons. ies 

The indications for the 5,889 legal à Ad 
tions performed in Sweden in 1950 kc 
divided as follows(8) : 30% an 
psychiatric disease, 60% physical or m iie 
health, 9% eugenic and less than 
manitarian. 

The large e 
is "physical or menta 
uni whose physical or mental p 
will, or might be impaired by either 
ing or caring for another child. — , 1 & 

How well does the Scandinavi? dill 
periment work ? Illegal abortions m dc 
done, it is estimated in the propor ably a 
4 illegal to one legal abortion, ley 
far smaller ratio than exists in this 
(15). 


n this classification 
health." These a? 


x Furthermore, at least some doctors are 
dissatisfied ; they feel that the Scandinavi- 
"un law is too permissive. Per Aren concludes 
a special 70-page supplement to the Acta 
Obstetrica et Gynecologica Scandinavica, 
*On Legal Abortion in Sweden," received 
in America recently, with the italicized 
sentence : "Judging by the observations set 
forth above, a more restrictive attitude 
should be adopted in the evaluation of the 
grounds for legal abortion( 16 )." 

I think it can be stated without refuta- 
tion, that at present, the ideal abortion 
law is yet to be written. That does not 
mean that we should be satisfied with the 
anachronistic statutes now extant in this 
country. I for one am not. It is urgent 
that physicians, jurists, religionists, poli- 
ticians and sociologists give induced abor- 
tion their joint and immediate concern. 

In conclusion I apologize for not spelling 
out more clearly the influence of fertility 
control upon psychiatric illness. I have 
discussed the tools, I have isolated the prob- 
lems—perhaps some of you will supply the 
answers. 
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DISCUSSION 


Rosent W. LamLaw, M.D. (New York 
City).—We owe a very real debt of gratitude 
to Dr. Guttmacher for taking time away from 
his busy schedule and traveling 3,000 miles 
to present to us this valuable and thought- 
provoking paper. Every word of it is of con- 
cern to us as psychiatrists. In my discussion, 
however, I propose to limit myself to those 
portions dealing with the problem of abortion. 

First, I wonder whether Dr. Guttmacher 
is not overstating the case when he speaks 
of therapeutic abortion in a psychiatric case 
as being "a purely destructive, emergency 
measure, surely not a constructive therapeutic 
agent." I would agree with him wholeheartedly 
were he referring to criminal abortion. When, 
however, we are dealing with a therapeutic 
abortion in a case where psychiatric indica- 
tions are clear, where the patient has been 
well prepared for the procedure, and where 
she and her family are earnestly and desper- 
ately asking for it, the carrying out of this 
procedure can and does have, in my experi- 
ence, a major therapeutic impact. This is 
particularly true if the woman is unmarried. 
Certainly we as psychiatrists seeing a patient 
weighed down with the despair of an agitated 
depression, unable to eat, unable to sleep, 
preoccupied with thoughts of suicide as the 
only solution to a truly intolerable situation, 
and seeing this same patient immediately after 
a therapeutie abortion has been successfully 
carried out—relaxed, calm and with new cour- 
age to face the future—must strongly affirm 
that this procedure has been a therapeutic 
agent. This is in marked contrast to stories 
we often hear in our consultation rooms 
from women who previously, in desperation 
and without psychiatric help, have undergone 
a criminal abortion. Here the furtiveness of 
the act and the sordidness of the atmosphere 
in which the procedure is usually carried out 
may leave a lasting emotional scar. 

Criminal abortion is something for psy- 
chiatry to combat in every way possible. 
Certainly existing legislation, with all its penal- 
ties, has proven to be a very ineffective means 
of control. In the book Therapeutic Abortion 
edited by Harold Rosen, Russell Fisher esti- 
mates that in the United States there are 
300,000 criminal abortions performed an- 
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nually, with convictions for these acts prob- 
ably less than 1,000. He goes on to say, “It 
is doubtful if any other felonious act is as 
free from punishment as criminal abortion." 
In a work entitled, Pregnancy, Birth and 
Abortion soon to be published by Dr. Kinsey's 
Institute for Sex Research, detailed data are 
given on a series of 5,000 women. Among 
the married women in this group, 23% of the 
pregnancies ended because of an induced 
abortion, and among the single women 86% 
of pregnancies were terminated by abortion. 
In this entire series all but 2% of these inter- 
ruptions were criminal abortions. 

Many criminal abortions are carried out on 
women whose clinical picture psychiatrists 
would feel to merit interruption on psychiatric 
grounds were the laws subject to broader 
interpretation. With psychiatry's increasing 
interest in preventive medicine, it is imperative 
that abortion laws, such as the New York 
State statute which Dr. Guttmacher quoted, be 
changed. If the New York law, instead of 
reading "to preserve the life of the mother," 
were to read "to preserve the life or the health 
of the mother," this would enable ethical 
physicians, operating in a panel in a grade A 
hospital such as Dr. Guttmacher describes, to 
study and weigh the indications for interrup- 
tion in cases where a threat of imminent sui- 
cide does not exist, Such material would 
include women with psychoses who would be 
incapable of adequately caring for the child, 
and where the additional burden would further 
aggravate the psychotic process. It would in- 
clude cases of rape, cases of incest, and cases 
of hereditary disease where interruption would 
be indicated on the grounds of eugenics. It 
would also include cases of mothers whose 
physical strength and whose economic re- 
sources are strained to the utmost in caring 
for the present-sized family, so that the addi- 
tion of another child would create a threat to 
the entire family. This latter category repre- 
sents an example of the so-called socio-eco- 
nomic indications, a concept perhaps the 
furthest removed from the original legal per- 
mission to preserve the life of the mother. But 
in our complex society, socio-economic factors 
are important and often critical in evaluating 
the need for therapeutic interruption. The field 
of modern psychiatry is reaching beyond a 
strict focusing on psychopathology to a con- 
sideration of the social aspects of mental 
health. If, as Dr. Guttmacher indicates, socio- 
economic factors now constitute grounds for 
sterilization, a permanent form of fertility 
control, should they not rightfully be in- 
cluded among indications for therapeutic abor- 


tion, which is a temporary form of fertility 
control ? The decision regarding the therapeu- 
tic interruption of pregnancy is a medical 
decision. This decision should rest in the hands 
of the medical profession, unhampered by re- 
strictive legislation. 

Dr. Guttmacher has mentioned the Scan- 
dinavian experiment in therapeutic abortion, 
An example of this is a recommendation which 
originated among various religious bodies in 
Norway in 1935 to recognize, as legal, abor- 
tions on the following grounds: 1. Medical 
conditions, including exhaustion, in housewives 
with many children; 2. Pregnancy resulting 
from rape or incest ; 3. Pregnancy in unmarried 
girls below the age of consent of 16 years; 
4. Eugenic. In such cases there would also be 
compulsory sterilization of the eugenically in- 
ferior person.* : 

It is noteworthy that even with the backing 
of the Lutheran State Church of Norway, to 
which 97% of the population belong, these 
recommendations, which were proposed in 
1935, have not yet been enacted into law. 
How much more difficult may it be to effect 
new legislation in this highly controversial 
and emotionally-charged field in this country 
with its many diverse religious groups. An 
I am sure that among members of our own 
specialty there are widely divergent views on 
the subject. We need to debate and talk about 
it among ourselves, both in our local societies 
and at this Association level, if we are ultimate- 
ly to exert a directive force toward better 
legislation. tic 

To my own mind the question of te s 
interruption of pregnancy is closely allie E: 
one's philosophy of life and to ones cone 
of the rights of the individual. Certainly 
present laws in this country reflect the sr: 
that a woman, regardless of her own fee Ec 
must be made to bear a child, unless in 
process of so doing her own life is in joopa 
It is an all or nothing principle, rather d 
the balancing of many diverse pros ane è 
as regards the continuing life of the indivi 
Why must a woman be forced to give i 
an unwanted child? Does not a "b 
which every child is a wanted chil ‘al fot 
within itself a much greater poten wê 
mental health than the society in whic? . 
live ? It is the quality of a population, 

uantity, that counts. . one 
E Dr. Guttmacher’ position as to indication 
for sterilization and his delineation M pei 
requisite steps and procedures invo ps , 
clear and in harmony with psychiatr de- 
cepts. However, the attitude which 


Ae i is 
scribes as existing among certain of h 


not its 
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cological colleagues in insisting that, if a 
therapeutic abortion is performed, a steriliza- 
tion should accompany it, is to my mind 
questionable. This attitude carries with it in 
many instances a certain punitive attitude 
toward the woman. Of course, if the patient 
is nearing the end of her child-bearing era 
and if she already has children, such a recom- 
mendation would have merit; but if the pa- 


* See chapter "Abortion in the Scandinavian Coun- 
tries," in Abortion in the U. S., edited by Mary S. 
Calderone, New York : Harper-Hoeber, 1958. 
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tient is young, to sentence her to a lifetime of 
childlessness is going far indeed. Circumstances 
in life and the course of mental illness are so 
unpredictable over a span of years that we 
would in many instances be assuming God-like 
prerogatives in saying that because this patient 
today should have a therapeutic interruption, 
she should never at any time in the future be 
allowed to have a child. 
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PATTERNS OF PSYCHIATRIC PRACTICE! 


JOHN MACIVER, M. D.? Aw» FREDRICK C. REDLICH, M. D. 


Aside from a few examples of by-the- 
"way and informal commentary scattered in 
the literature, little attention has been 
paid to the sociological aspects of psychi- 
atry and psychiatric practice. Kubie's study 
(1) of psychoanalytic practice is note- 
worthy, as is the survey by Muncie and 
Bilings(2). H. Weinstock(3) has also re- 
ported interesting material on psychoanaly- 
tic practice, which so far has not been 
published. Blain(4), Davidson(5), and 
Smith(6) have made contributions. Ruesch 
(7) has published an overview of the field 
which includes some original work. 

The present study was initiated as a seg- 
ment of Redlich's and Hollingshead's(8) 
longterm project on psychiatry and social 
class. Some of the data and findings in this 
report can be found in their recently pub- 
lished volume, Social Class and Mental 
Illness. However, the scope of the original 
study has been considerably enlarged, and 
new data are presented here for the first 
time. 

__ In order to delineate characteristic pro- 
fessional and psycho-social life patterns, 
40 psychiatrists in private, university, and 
state hospital practice were interviewed, 
and a 10-part schedule was completed. In- 
cluded were questions in these areas : 
l. Parents and siblings. 
2. Wife and her parents, 
3. Education and research experience. 
4. Children. 
5. Vacations and use of leisure time. 
6. Conceptions of class status. 
T. Participation in community or- 
ganizations. 
8. Income. 
9. Professional practice. 
0. Opinions on psychiatry and psy- 
chiatric patients. 
interviews, which were 
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structured, were l to 2 hours in length, 

About half of the questions required factu- | 
al answers; the other half called for the : 
expression of opinion. An attempt was — 
made throughout to elicit responses in the — 
psychiatrist’s own frame of reference. The 
data collected were then tabulated and - 
appraised. | 

The psychiatrists, all but two of whom 
were male, fell into 2 groups : 1. Twenty- 
four with analytic and psychological ori- - 
entation (termed the A-P group), and 2. 
Sixteen with directive and organic orienta- 
tion (termed the D-O group). The division 
into A-P and D-O groups was based on2 - 
criteria : 1. The principal methods of thera- 
py and 2. The training for administering 
such therapy. 

In the A-P group, composed of psycho- 
analysts and practitioners trained and in- 
fluenced by psychoanalysts, the theres 
approach is almost entirely psychologica 
and non-directive, The emphasis is on 
the gaining and application of insight 
Whenever physical examinations or organie 
treatments are necessary, even within the 
field of psychiatry, patients are referred to 
another specialist. Es 

The approach of the D-O practitioners 
is quite different, and consists in chan 
patient attitudes and behaviour by mea 
of directive methods (such as sgg i 
reassurance, advice, and reproof) and OF 
ganic therapeutic measures. The latter in-i 


i ina- 
clude medical and neurological ps 


ments. The D-O practitioners h 
or no interest or training in ps 
theory. 

In this series, the university psychiatrist 
were all in the A-P group, while ke s 3 
hospital psychiatrists were all in t e d 
group. As for the psychiatrists 1n r 
practice—some were in the one group, 
in the other. two 

The findings are presented under 
headings : 1. Professional, and 
social. 
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PROFESSIONAL 

All 40 psychiatrists were graduates of 
approved medical schools. Everyone in the 
A-P group had completed approved psy- 
chiatric training programs; while 50% of 
thóse in the D-O group had incomplete 
psychiatric residencies, or none at all. 

With the exception of the university 
psychiatrists, whose extra stint of evening 
work raised their work week to 60 hours, 
the psychiatrists had a fairly standard 50- 
hour week. The D-O private practitioners 
also handled occasional after-hour psychi- 
atric emergencies in the community. 

In general, the state hospital practitioners 
did not see patients in individual psycho- 
therapy, and the university practitioners 
saw about 2 patients a day. The A-P private 
practitioners saw 7 patients each day ; and 
the D-O private practitioners from 10 to 12. 
The D-O private practitioners spent less 
time with each patient, from 15 to 40 
minutes, while among the A-P practitioners 
a 45 or 50-minute session was standard, 
Contrasts also appeared in the number of 
times patients were seen each week, and 
in the total duration of therapy. The D-O 
private practitioners saw patients on the 
average of once a week ; while among the 
A-P practitioners, frequency of visits aver- 
aged almost 3 times a week. The average 
duration of therapy in the D-O group was 
6 months ; in the A-P group, 18 months. 

Differences were found in diagnostic 
classifications and procedures, and declared 
modes of therapy. The most commonly 
used diagnosis in the A-P group was char- 
acter neurosis; among the D-O private 
practitioners, the most common diagnosis 
was anxiety state and depression; and in 
the state hospital group, of course, the 
most common diagnosis was schizophrenia. 
Without exception, the form of treatment 
employed in the A-P group was given either 
as psychoanalysis or as psychoanalytically- 
oriented psychotherapy. Forms of treat- 
ment in the D-O group were varied. In- 
cluded were supportive therapy, discussion, 
drugs, and electroshock. The state hospital 
Practitioners contributed, in addition, in- 
sulin, occupational and team therapy. 

The A-P group did physical and neu- 
rOlogical examinations only rarely; the 
D-O group did so almost routinely. 


Eighty percent of the A-P group (those 
in practice as well as those in the univer- 
sity) had carried out psychiatric research, 
and had published scientific articles, con- 
trasted with 20% of the D-O group. 

Income data are stated for 1954. The 
lowest income levels were found among 
the state hospital practitioners, where the 
median income was $9,000 and the range 
of income was from 6 to 15 thousand 
dollars. Next came the university psychi- 
atrists, who had a median income of $15,- 
000 and a range of from 8 to 25 thousand 
dollars. The A-P private practitioners had 
a median income of $22,000 and a range of 
from 15 to 30 thousand dollars. The highest 
income levels were found among the D-O 
private practitioners, where the median 
income was 25 thousand dollars and the 
range was from 15 to 40 thousand dollars. 
Of these 4 sub-groups, the A-P private 
practitioners were the most nearly satisfied 
with their incomes. Among all the private 
practitioners, the median fee-per-visit was 
17 dollars. A sliding fee-scale was universal- 
ly employed, and the average range of the 
individual psychiatrists fees—from lowest 
to highest—was 17 dollars. 

Interesting contrasts emerged between 
the A-P and D-O. psychiatrists in their 
responses to a variety of questions which 
called for the expression of opinions on 
psychiatry and psychiatric patients. 

The question was asked : "What are the 
rewarding aspects of psychiatric practice P 
The responses of the A-P group were al- 
most uniformly intellectual in nature.. These 
were some of their responses : 

"Learning how people think" 

"The novelty of each problem you 
encounter" 

“Gaining knowledge of personality" 

“Supervision of psychotherapy and 
psychoanalysis" 

"Working with patients I like" 

Those in the D-O group indicated that 
on the whole they were rewarded in seeing 
their patients improve. Some of their re- 
sponses Were : 

“Seing patients progress" 
"Getting close to patients" 
“Curing patients" 

“Relieving patients’ symptoms" 
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“Observing the patient's response to 
insight" 

A similar contrast appeared in response 
to the question : "What are the disappoint- 
ing aspects of psychiatric practice ?" From 
the A-P group : 

"Patients are so resistant" 

"I still have a long way to go in train- 
ing" 

“The isolation is wearing" 

"Sitting down all day long" 

"The gap between theory and practice" 

From the D-O group: 

"The lack of improvement in patients" 
` “So many don’t get well" 
“Treatment failures are many” 
“There aren't too many out-and-out 
cures” 

The D-O group were enthusiastic about 
organic therapies. Some of them said : 

"I'm very much for them" 

"It would be difficult without them, 
but they have their limitations" 
"Insulin and EST are a great, great 
help" 

The A-P group, on the other hand, felt 
differently : 

"I've no experience with them" 

"I know little about them ; I'm skepti- 
cal of their efficacy" 

"They're used much more than justi- 
fied" 

The two predominant responses to the 
question, "Why can't psychiatrists help 
some of their patients ?" were : 

1. The lack of scientific knowledge 
2. The fixity of illness 

However, in each group there was one 
response which was exclusive to it. In the 
A-P group, the personality of the psychi- 
atrist and his personal problems were fre- 
quently suggested as a factor in treatment 
failure. In the D-O group, there were 
several implications that some patients 
just don’t want to be helped. 

Finally, the question was asked, “Why 
did you become a psychiatrist ?” Responses 
to this were notably vague and unrevealing. 
There was, however, one striking contrast. 
No one in the D-O group related becoming 
a psychiatrist to his own life situation and 
needs, past and present, whereas almost 

everyone in the A-P group did so, 


PSYCHO-SOCIAL 

As measured by Hollingshead’s Index of 
Social Position, 95% of the psychiatrists are 
categorized as Class I, and 5% as Class II, 
depending on differing areas of residence, 


However, no psychiatrist was a member of — 


the core group within Class I. 

Only 8% of the A-P group were from old 
American stock, while almost half of the 
D-O group came from old American stock. 
There were significantly more first and 
second generation persons in the A-P group 
than in the D-O group. Eighty percent of 
of the A-P group were of Jewish origin, 
while the D-O group were predominantly 
of Protestant origin. Only 3 psychiatrists in 
the series came from Catholic homes. 

Only one psychiatrist in the A-P group 
had a currently active religious affiliation; 
few declared even a nominal affiliation. 
In contrast, a sizable minority of the D-O 
group were currently active. Moreover, 
there was more determination in the D-0 
group to provide religious training for their 
children. Questioning on this score pro- 
voked considerable anxiety, in the AP 
group especially. In both groups, long 
pauses before answering were not uncom- 
mon. One response on providing religious 
training, "I won't, but I should," seem 
to reflect a feeling which others had as 
well. 

In terms of social mobility, the A-P group 
had moved much farther upward in the 
class structure than the D-O dt. 
Seventy-five percent of the A-P grown 
moved upward one or more chee 
the positions occupied by their fa : 
while only 40% of the D-O group had A: 
up. The A-P group had outdistance $ 
of their brothers and brothers-in-law f 
their ascent of the class ladder, while 
comparable figure for the D-O group 
30%. 

The A-P group were acutely aware of 
social stratification, and eagerly ro pre 
to questions on their notions of o sd 
minants of social class, On the vr e 
D-O group denied the existence O 
class and tended to react with em Lu 
ment when the question was brought " 
Some of their responses to the que om 
“Are there social classes where you 
were : 
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"I'm not very class conscious" 

"I can't say—only lived here a year" 

"I don't like to think too much about 
this" ` 

"They're prejudices and biases from a 
bygone age" 

The predominant determinants of social 
class were given as money and family back- 
ground, and the predominant class self- 
placement was upper-middle class. 

The psychiatrists were all family men ; 
all were married. While only 2 of the 40 
parental marriages had been between 
spouses of different religions, 60% of the 
A-P group had made mixed marriages 
(mostly practitioners of Jewish origin to 
women of Protestant backgrounds), as had 
40% of the D-O group (mostly Protestant 
men to Catholic women). Analysis of the 
class position of the wife's family in the 
mixed marriages revealed that her family 
was one class above that of her husband's 
but that her husband at the time of mar- 
riage had achieved a still higher class posi- 
tion than the wife's family of orientation. 
In short, in these mixed marriages both 
husbands and wives were highly upward 
mobile. 

All the psychiatrists had high ambitions 
for their children. In the A-P group es- 
pecially there was commonly an intellectu- 
al conception of permissiveness in the 
supervision of their childrens’ careers, but 
the tendency to take charge and push 
could not be suppressed. For example, an 
illustrative response to the question “How 
much education do you want for your chil- 
dren P" was “As much as they want; col- 
lege is a minimum.” Among those with 
children, over half in both groups planned 
to send or were sending their children to 
private schools. 

There was a marked contrast in political 
affiliation. Sixty percent of the A-P group 
were Democrats; the remainder had no 
affiliation. There was not a single Republi- 
can among the A-P psychiatrists. In the 

-O group, 20% were Democrats, 30% were 
Republicans, and 50% had no affiliation. 

Neither group was accustomed to taking 
much part in community activities, and the 
Psychoanalysts were the most isolated of 
all. Sixty ‘percent had no memberships 
whatsoever, except for the necessary pro- 


fessional affiliations. The reasons given for 
non-participation in community organiza- 
tions were very similar : 

"Ive no interest” 

"I don't have the time" 

“Tm not a joiner” 

Several state hospital psychiatrists stated 
that they would have been more active 
had it not been for their geographical 
isolation. 

Vacation and leisure-time patterns were 
consistent throughout both groups. Except 
for the D-O private practitioners, whose 
yearly vacation was 2 weeks in length, the 
average vacation was 4 weeks. At that, 
half of the psychiatrists were dissatisfied 
with the shortness of the vacation period. 
Leaving home during at least part of the 
vacation was a universal practice. Vacation 
and daily leisure-time activities and hobbies 
were plentiful and varied; indeed, these 
activities appeared to be almost as form- 
alized as work schedules. 


COMMENT AND SUMMARY 


The basic purpose of this study has 
been to explore the profession of psychi- 
atry from the point of view of sociology, 
an area heretofore largely untouched. 
Much of the data is, we believe, of intrinsic 
interest. Some of the findings—whether on 
income, social class mobility, community 
affiliations, or various of the opinions held, 
for example-lead to further questions, and, 
perhaps, to future studies. Alfred North 
Whitehead has said that it is the first 
task of the scientist to ask the right ques- 
tions, and we hope we have come close to 
doing that. We have attempted to order 
the data as objectively as the material and 
the method allowed, and certain conclu- 
sions would probably meet with consider- 
able agreement. 

First, in this series, there appear to be 
distinct differences between the A-P and 
D-O groups of psychiatrists as persons, and 
a wide breach in their theory and practice 
of psychiatry. In other communities, in 
other regions, patterns of practice may 
vary. Psychiatrists with somewhat different 
backgrounds, outlook, and values—the city, 
county or state mental health officer, for 
example—may come into greater promi- 
nence. What is undeniable is that a com- 


696 


monly accepted and unified scientific psy- 
chiatry does not exist today. 

The data presented are subject to various 
inferences. That the directive psychiatrists 
state they like to see their patients im- 
prove, while the analytical oriented take a 
more intellectual stand, does not mean that 
the former are necessarily unscientific or 
that the latter are indifferent to their pa- 
tients welfare. Indeed, an intellectual, re- 
search-oriented approach is one of the 
major contributions of psychoanalysis. 
Other speculations might be made—that 
psychiatrists are upward mobile, but per- 
haps no more so than, say, lawyers or archi- 
tects or other physicians. We do not know ; 
data about this need to be collected. Simi- 
larly, keeping at a distance from community 
activities may be a necessity for some 
psychiatric research and practice, particu- 
larly psychoanalytic. It might be said in 
this connection that one cannot explore the 
caves of the unconscious and sit on the 
public green at the same time. 

A second conclusion seems permissible : 
The particular persons who become psy- 
chiatrists, and the organizational structure 
and belief systems which prevail in psy- 
chiatry will have a profound influence on 
the kind and quality of preventive pro- 
cedures and therapies. In psychiatry more 
than in any other branch of medicine it 
would seem appropriate to devote intensive 
study to the question, “Who become psy- 
chiatrists, and why ?” It would seem highly 
desirable as well to strive towards a con- 
ceptualization of theory and practice which 
would meet with wide acceptance. 

There are many areas of contrast between 
the analytically-oriented psychiatrists and 
their colleagues in private practice and in 
the public hospital who have a directive 
and organic orientation. The analytically- 
oriented psychiatrists, with few exceptions, 
are culturally and socially uprooted per- 
sons who are highly upward mobile. By 
this we do not mean to imply that they are 
displaced persons, but they have exchanged 
one cultural climate for another. They are 
far removed from their families of orienta- 
tion and their subcultures of origin, To 
these individuals, the relativistic and dy- 
namic concepts of psychoanalytic 
are most congenial. The D-O psychiatrists, 
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on the other hand, have not travelled so 
long a road, and are more representative 
of the status quo and conservative elements 
in current medical practice. 

Concluding our remarks, we should like 
to comment on why we have not mentioned 
the so-called "eclectic" practitioner of psy- 
chiatry as a distinct category. We did not 
because we believe that he is the "rara avis" 
—the rare bird—of psychiatric practice. We 
are aware that there are practitioners, in- 
vestigators, and teachers in the psychoso- 
matic field who fall into this group. There 
are also some psychobiologists who could 
be classified as eclectics; but they are 
few. True, some of ‘he pillars of the 
Meyerian Temple aro still standing, but 
many of the followers of this great man in 
American psychiatry huve joined one camp 
or the other. Ir most cases, the word 
"eclectic" is just-a camouflage for a direc- 
tive-organic orientation ; some of these men 
are simply not well trained. In this respect, 
unfortunately, they are matched by some 
A-P practitioners. There is probably no 
clinical field in which ignorance can be 
more easily covered up than psychiatry. 
There are, nonetheless, psychiatrists-un- 
fortunately, only a handful—who have a 
title to the word, "eclectic" We refer to 
them as “individualists.” These are the 
men who are well-trained in the essenti 
of our profession, but who have retained r 
independence and originality of though 
which has not permitted them to join am 
conform. These men may master only one 
segment of the field—and who masters ; 
of it today ?—but they show toleranta dt 
other theories and practices. Among t 
are men who are the hope of our profession, 
men who will build by their basic at 
clinical research a sturdy road towar 
unified and scientific psychiatry. 
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SURVEY OF PSYCHIATRIC DEPARTMENTS IN MEDICAL SCHOOLS *? 


KENNETH E. APPEL, M. D. anp MANUEL M. PEARSON, M. D.’ 


The effectiveness of medical education, 
its subdivisions and specialities, involves 
many factors. Personnel, space facilities, 
financial resources or budgets are obviously 
of great importance. Hours afforded for 
medical instruction are extremely signifi- 
cant. The persons giving courses are im- 
portant so that students may identify with 
their attitudes, spirit and points of view 
or clarify their own. The attitudes of the 
rest of the faculty, of the non-psychiatric 
members, for example, are of great conse- 
quence because these help mould facilita- 
tions and resistances. The attitude of the 
administrative officers is tremendously 
meaningful. The apportionment of space, 
time, personnel and budgets are often un- 
voiced expressions of attitudes of encour- 
agement or disapproval, an atmosphere 
which students, colleagues at other uni- 
versities and fund-granting boards are not 
slow to see, 

This paper presents a survey of depart- 
ments of psychiatry in 30 medical schools. 
Its purpose is to discover what can be 
considered a standard, appropriate and 
realistic structure for a department of psy- 
chiatry in a medical school in the United 
States today. Such standards can be used 
as guides for plans for development of a 
modern department of psychiatry. 

Methods used in this study consisted of 
personal visits by senior staff members of 
the Department of Psychiatry of the Uni- 
versity of Pennsylvania, with departmental 


1Read at the 114th Annual Meeting of the 
American Psychiatric Association, San Francisco, 
Calif., May 12-16, 1958, 

2 This report contains the work of many men of 
the senior staff of the Department of psychiatry of 
the University of Pennsylvania ; especially Doctors 
Peltz, Holt, Ecker, Ewing, J. M. Myers, Emily 
Mudd and Morris. We are appreciative of the time 
and effort that were spent in making this work 
possible and especially are we grateful to the Chair- 
men and Deans of 30 medical schools who have 
contributed a considerable expenditure of 
to make this study possible. 

3 Medical School, University of Pennsylvania, Phila. 
lelphia, Pa 
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chairmen and deans of other medical 
schools. Approximately one-third of the 
medical schools in the United States plus 
one in Canada were represented—a total of 
30. 
The essential data obtained include the 
budgets for medical schools and depart- 
ments of psychiatry, both including and 
excluding grants. It covers the number of 
teaching hours, the number of full-time 
and geographical full-time men on the staff, 
the number of volunteers, of residents, of 
beds available and used for teaching in 
the teaching hospitals, the number of beds 
in the affiliated hospitals, the research 
staffs and the budgets for research. Table 1 
presents this summarized information. The 
medical schools are codified to hide a 
identity. Although figures were obtain 
from 30 medical schools, they are Latin 
for only 28 in the summary table in or Fa 
to preserve anonymity. In 60% of 
schools, both deans and professors ks 
chairmen requested that their schools not 
be identified. . f 
Since many officials do not like their 
figures made public for definite and v d 
reasons, the only way we were able to di 
them was by guaranteeing anonym A 
Questionnaires were filled out in wi 
sonal interviews. The cooperation m 
ceived was surprising. The findings, 


z f in the 
in detail under the headings listed, E 
summary sheet, are as follows. The 
tables represent 28 schools. 
TABLE 2 
TorAL MEnicAL SCHOOL poni 
Table A ie Gasol 
Excluding Grants Inclu ri 
Number of Number o 
Schools ML Schools under 1 
7 under 1 2 12 
10 1-2 5 23 
8 2.3 7 34 
2 3 4 45 
1 information 6 "m 
incomplete - over Ó 
1 information 
incom) 
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Table 2 shows the total medical school 
budgets—Table A excluding grants, Table B 
including grants. Excluding grants, budgets 
run from less than 1 million up to 3 million 
dollars. Including grants they range from 
under 1 million to 7X million dollars. 


TABLE 3 


A. Proportion or MEDICAL ScHooL BUDGET 
TO PSYCHIATRY EXCLUDING GRANTS 


Number of Percent of Numberof Percent of 
Schools Total Budget Schools Total Budget 
10 0-4 18 0-9 
8 5-9 4 10-19 
3 10-14 2 20-29 
1 15-19 3 30- 
1 20-24 1 information 
1 25-29 incomplete 
3 30- 
l information 
incomplete 


Table 3 shows in summary the propor- 
tion of the medical school budget to psy- 
chiatry, excluding grants. ( Eighteen schools 
have up to 10% of their medical school 
budget devoted to psychiatry, 6 schools 
from 10 to 30%, and 3 schools 30% or more. ) 


TABLE 4 


B. Proportion or Menica ScHooL BUDGET 
TO PSYCHIATRY IncLupinc GRANTS 


Number of Percent of | Numberof Percent of 
Schools Total Budget Schools Total Budget 
5 0-4 12 0-9 
7 5-9 6 10-19 
3 10-14 6 20-29 
3 15-19 3 30- 
3 20-24 1 information 
3 25-29 incomplete 
3 30- 
1 information 
incomplete 


. Table 4 shows in summary similar figures, 
including grants. (The right hand column 
shows that 12 schools have up to 10%, 12 
schools have between 10 and 30%, and 3 
schools have 30% or more of their budget 
devoted to psychiatry.) 

It is of special interest to note that the 
percentage of the total budget for psy- 
chiatry rises when grants are included. This 
could be expected because grants are avail- 
able to them for training, teaching, service 
and research. It would appear that psy- 
chiatry in general seems to be proportion- 
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ately more dependent on grants for its 
budgets than on medical school funds. 


FACULTY 
TABLE 5 
SUMMARY OF STAFF 


Number Full. Geograph- Part- Volunteer 
of Time ical Time 
Staff Full 
Time 
0 10* 8 4 4 
1-5 6 5 4 1 
6-10 3 4 6 H 
11-15 3 3 0 3 
16-20 H 3 1 1 
21-25 1 2 3 
26-30 l 1 l 
31 & over 3 6 
Information 
incomplete 3 2 6 12 


* Entrees represent number of schools, 


Table 5 shows the staff of the depart- 
ments of psychiatry divided into full-time, 
geographical full-time, part-time, and 
volunteer. Full-time faculty range from 0 
to 26, geographical full-time range from 
0 to 27, part-time faculty range from 0 to 
81, and volunteers range from 0 to 60. 


BEDS 


TABLE 6 
A. BEDS IN B. RESIDENTS 
TEACHING HOSPITAL 
Numberof Numberof Numberof Number of 
Schools Beds Schools Residents 
3 0 2 0 
7 1-49 9 1-14 
8 50-99 8 15-29 
4 100-149 6 30-44 
5 150 & over 2 45 & over 
1 information 1 information 
incomplete incomplete 


Table 6 shows the number of beds avail- 
able at teaching hospitals of the medical 
schools. In the teaching hospitals, beds run 
from 0 to 848 ; when affiliated hospitals are 
added, the range is from 0 to 12,177. 


RESIDENTS 

Table 6 also shows the number of resi- 
dents in various psychiatric faculties. (Two 
faculties have no residents. Of the 28 
schools reported, 16 have over 15 resi- 
dents.) 


TEACHING 
The number of hours devoted to the 
teaching of psychiatry in 28 medical schools 
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varies from 135 to 500. Seven medical 
schools have under 200 hours, while 8 have 
400 or more. The type of teaching is ob- 
viously very important and varies greatly. 
There is an increasing tendency to teach on 
medical and surgical wards and this is often 
not indicated in the catalogue number of 
hours devoted to psychiatry. In one medical 
school the hours have increased from 32 to 
280 in 25 years. This is a general tendency 
in the country. However, in this school, 
even with such an increase, only 5% of the 
total teaching hours is devoted to psy- 
chiatry. 


RESEARCH 


The number of men involved in research 
in the various psychiatric faculties varies. 
Four medical schools studied had no full- 
time men in research. One school said re- 
search was a very major activity of all the 
staff. At one important school all the re- 
search men are full-time. As for budget, 
3 schools have no budget for research, as 
is shown in Table 7. Five schools have 


TABLE 7 
Researcu BUDGET ror PSYCHIATRY 
Number of 
Schools Budget 
0 
1-99 M 
100-199 M 
200-299 M 
300 M & over 
5 information 
incomplete 


budgets from $300,000 to $800,000 for 
research, 

Information from The National Institute 
of Mental Health (1957) presents a de- 
sirable and realistic structure for a depart- 
ment of psychiatry in a modern medical 
school. The budget of such a department 
as they depict it is $200,000; and if 20 to 
30 residents are added, it is $300,000. This 
does not include research, which, of course, 
is highly recommended. (See Table 8.) Of 
6 well known departments of psychiatry 
in our survey (as shown in Table 1), 5 met 
this recommendation having budgets from 
$200,000 to $321,000 without grants. 

Highlights from the survey are the fol- 
lowing : 

1. Nearly all medical schools have beds at 
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their teaching hospitals—from 25 to over 
100. 

. The nucleus of full-time or geographical 
full-time men run from 4 to 8 to 10. 

3. This nucleus of full-time men (mostly on 
hard money) is guaranteed by the ma- 
jority of the schools. 

4. Many schools have a large number of 
residents : 13, 20, 40; 50. 

5. The progressive schools are emphasizing 
research and are conducting important 
research programs. 

6. The progressive schools are devoting an 
increased number of teaching hours to 
psychiatry. 

7. They are depending more on full-time 
men than volunteers for teaching. 

8. Many schools either have private pa- 
tient fees turned into the departmental 
budget or, in the case of low salaries, 
they permit the staff to collect their own 
fees with office space in the clinic or 
hospital where they do their teaching, 
training and research. In many cases the 
University Hospital supplies the space 
and secretarial services. 


t2 


PUBLIC HEALTH IMPLICATIONS 


There is a public health aspect to this 
which is illustrated in Tables 9 and 10. 
These tables show that three-quarters of the 
schools in an important economic and medi- 
cal area had 6 or fewer beds in psychiatry, 
and half had less than 3 residents in psy- 
chiatry. In this area studied only 45 of 
3,043 teaching hospital beds were for psy- 
chiatric patients. 

In one medical area with the second or 
third highest concentration of medical 
schools and medical students in the country, 
the budgets contributed in hard money by 
the medical schools averaged $29,500. 

If 49% of the total hospital beds of the 
country are devoted to psychiatric illness, 
if 20 to 30% of the practice of medicine has 
to do essentially with emotional and per- 
sonal factors, if 4.5% of doctors are psy- 
chiatrists and supposed to look after psy- 
chiatric problems of 170 million people, if 
in the course of life of an individual today 
(70 years) between 8 and 12 million people 
will be hospitalized in psychiatric hospitals 
(larger than many European countries )— 
this is the “mental illness—out of work— 
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TABLE 8 
PSYCHIATRY DEPARTMENT For Mepicat Scuoor or 400-500 STUDENTS 
Number of 
Staff Salary 
Positions Range 
1. Professor and chairman of department (executive officer) 1 $20-25,000 
2. Professor 1 15-20,000 
3. Associates (one of these should be a child psychiatrist) 2 12-15,000 ea. 
4. Assistants g 10-12,000 ea. 
5. Social scientist, level of an associate professor 1 8,000, 
6. Instructors 2 8-10,000 ea 
T. Clinical attending psychiatrists (these are part-time in- 
dividuals employed at a specified salary, recruited 
from the outstanding psychiatric leadership in the 
community) 8 2,000 ea. 
8. Clinical psychologist, associate professor or professor 
range 1 8-10,000 
9. Clinical psychologist, assistant professor 2 6- 7,000 ea. 
10. Psychiatric social worker, associate professor 1 7- 8,000 
ll. Psychiatric social worker, assistant or instructor rank 4 6- 7,000 ‘ea 
12, Non-professional personnel, including secretarial, clerical 
and other technical assistants 30,000 
13. Total over-all minimal cost—$200,000 
14. With resident program—add $100,000 
15. Should train 20 to 30 residents 
TABLE 9 
PSYCHIATRIC FACILITIES IN AN IMPORTANT Economic AND MEDICAL AREA ® 
Puja School or Center A B c D E F 
: Number of beds in psychiatry in 
teaching hospital at medical school 6 25 12 0 2 Jud 
2. Number of outpatients that are 4,044 350 480 335 
Seen per year at medical school 
3. Visits per year of outpatients at 13,291 2,053 3,091 4000 500 a 
medical school 0 0 
4. Number of residents in psychiatry 5 2 Tt ji 
TABLE 10 
5. Number of bed. iatri 
s/Psychiatric beds 807/6 860/25 501/12 100/0 568/0 207/2 
d In area studied, of 3,043 beds there are only 45 psychiatric beds in teaching hospitals. 
2 U. S. Public Health Service recommends a ratio of 1 psychiatric bed to every 10.. 
9. Eighteen psychiatric residents (some part-time) in teaching hospitals of medical gend 
eevee: medical school teaching hospitals in other areas have 40 or more ph ier c 
O medical schools in related areas are not included : one well supported in psychiatry an x i 
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economic load" our country will have to 
carry. If many medical schools are giving 
10% or less of their budgets to psychiatry 
(grants excluded), if many medical schools 
are devoting only 5 to 8% of their curricu- 
lum hours to teaching psychiatry, if a 
considerable number of schools have in- 
adequate teaching beds and teaching per- 
sonnel, if many schools have such inade- 
quate personnel for teaching that there is 
little or no time left for research, then the 
question arises as to whether medical stu- 
dents in large areas of the country are not 
being short-changed or deprived of a fund 
of knowledge and training important for 
the practice of medicine, and whether many 
communities are not needlessly deprived of 
modern psychiatric treatment. As Woodger 
(1) puts it : 


We have two states of affairs : a medical train- 
ing which is overwhelmingly physical, and a 
sick population containing a high proportion 
of cases which are not classified as physical. 
The possibility suggests itself that this high 
proportion of mental illness may not be al- 
together unconnected with lopsidedness of the 
doctor's training. Otherwise, it would be sur- 
prising that a type of illness which occupies 
so little of the time of training should in fact 
form a large proportion of all sick people. 


He quotes M. Balint as follows ; 


It is generally agreed that at least one-quarter 
of the work of the general practitioner consists 
of psychotherapy pure and simple. Some in- 
vestigators put the figure at 50% or even 
higher ; but, whatever the figure may be, the 
fact remains that the present medical train- 
ing does not properly equip the practitioner for 
at least one-quarter of the work that he will 
have to do. 


With regard to how basic funds or hard 
money are raised, the information can be 
summarized most strikingly in 3 sentences : 
l. Over half the chairmen were not ex- 

P to raise hard money (items 2, 
2. Half the departments reported there 

were University administrative officers 

who were expected to raise funds for 
basic budgets and provide adequate 
space. 

3. The majority of departments needed 
funds from outside grants. 
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The impression of the head of a pro- 
gressive department is quoted as follows : 


I am expected and it is necessary that I 
l. Administer the department, promote 


2. Plan and supervise buildings, addi- 
tions and alterations. 

3. Teach and be responsible for the en- 
tire educational program from the first 
year of medicine through the fifth 
year of residency as well as for psy- 
chologists, social workers, nurses, social 
Science students and part-time psy- 
chiatrists. 

4. Stimulate, promote funds for, plan and 
build buildings for, staff and administer 
research. 

5. Earn from private practice. 

In addition to the above, of course, I am ex- 
pected to take active part in medical school, 
university, state and national committees and 
Societies and to publish papers. The expecta- 
tions today are not only impossible but un- 
realistic. The development of a business man- 
ager and an assistant is a step in the right 
direction so that the chairman is not afflicted 
with “everything-itis.” Actually, people are 
selected to head departments today theoretical- 
ly to give academic and research leadership 
and are immediately buried in a mountain of 
administrative detail which absorbs so much 
energy that the major functions mentioned 
above become impossible. 


CONCLUSIONS 


l. There is great variation in support of 
psychiatric education and community serv- 
ice by medical school facilities. This ranges 
from superb with 17 full-time teachers, 100 
to 200 beds in teaching hospitals, one-half 
to nearly a million dollars for research, and 
40 residents at one medical center ; to poor 
with no beds in a teaching hospital no 
full-time men on the faculty, no funds for 
research, 7 to 20 thousand dollars hard 
money from the medical college to the de- 
partment of psychiatry, and no residents. 

2. Psychiatric education and medical 
education are not able to keep up with 
community demands for psychiatric treat- 
ment-the newer drugs notwithstanding. 
The responsibility for this is multiple: a 
small number of psychiatrists (10,000), 
much inadequate training in psychiatry for 
physicians in general, inadequate psychi- 
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atric leadership in many schools, deficient 
budgetary and space resources, negative 
attitudes toward psychiatry on the part of 
many medical men and administrators, in- 
ordinate claims of results compared with 
fulfillment in some areas of psychiatry, lack 
of community demands and support for 
better psychiatric education in many medi- 
cal schools. 

3. The lack of opportunities in many 
medical schools for adequate psychiatric 
training has in part led to: (a) the de- 
velopment of a demand for psychotherapy 
from non-medical people. (b) the develop- 
ment of psychoanalytic training outside of 
the medical schools. 

4. In many schools, departmental and ad- 
ministrative functions swamp psychiatric 
leadership and creativity. 

5. In many medical schools students are 
deprived of psychiatric knowledge and 
training important for the practice of medi- 
cine through lopsided medical training 
which disproportionately emphasizes the 
physical when a high proportion of the sick 
population are not classified as physical. 

6. There is inadequate communication 
between departments of psychiatry through- 


out the country in respect to facilities, 

budgets, procedures and standards, includ- 

ing specific sources of income for staff mem- 
ers. 

7. There is a general lack of information 
concerning the overall aspects of medical 
education and the proportionate part of 
this borne by departments of psychiatry. 

8. Medical schools which have partici- 
pated in this survey now have available to 
them comparative information regarding 
their own facilities and those of other 
departments. 

9. Research activities and budgets in de- 
partments of psychiatry vary greatly from 
none to outstanding programs. 

10. Finally, this study suggests the de- 
sirability that teachers, educational direc- 
tors and medical school administrators 
come together for conference to discuss 
medical education, psychiatric education 
and training, and community service in 
which billions of dollars are involved. 
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UNITY AND DIVERSITY OF SCHIZOPHRENIA : 
CLINICAL AND LOGICAL ANALYSIS OF THE CONCEPT OF 
SCHIZOPHRENIA * 


HENRI EY, M.D.? 


TRANSLATED By Bruno Ruepa, M.D. AN» Tuomas B. EYL 


The definition of schizophrenia depends 
naturally on its delimitation, and its de- 
limitation depends on its definition, It is 
so for this concept as for all others, and 
it is a question of replying at the same 
time by induction and by deduction to the 
empiric and logical necessities of the 
validation of the concept. We will there- 
fore examine methodically : 

1. The mass of facts (the material to 
classify, which poses the problem). 

2. The problems of the differences which 
separate the facts or of the resemblances 
which bring these facts closer to the 
general idea which they present (in other 
words, what diversities the concept will 
admit without its unity being compro- 
mised), 

3. The problem even of the definition 
of schizophrenia regarded as a species 
distinct from other species of the same 
genus. Without doubt, it is dangerous 
to attempt thus to introduce too much 
geometry into the clinical mind; but it 
appears to me indispensable, in order to 
inject a bit of order into the present dis- 
order, to envisage this problem of classi- 
fication, of definition, of extension and of 
comprehension of the concept with a cer- 
tain logical rigour. I ask you to permit 
me, who am French, to be, for once, 
Cartesian ! 


INVENTORY OF CLINICAL MATERIAL 


My logical analysis, therefore, will rest 
first on the clinical material which forms 
the basis of my experience. This experi- 
ence I have acquired since 1933 in the 
same hospital service (women's ward). 
I have already published in 1938? with 


Mrs. Bonnafous-Serieux, the first statistics, 


1 Presented at the Symposia in the International 
Congress at Ziirich, Sept. 23, 1957. 
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dealing with 128 cases. The present statis- 
tics deal with 344 cases observed personal- 
ly over a period of 12 years, and including 
at least 5 years of catamnestic recession. 
These cases have been chosen without 
any preconceived idea other than to make 
a statistical group, presenting the mass of 
dementias precox or of schizophrenias ac- 
cording to the most classic or to the most 
widespread notions. 

In order to understand the table which 
summarises these statistics, it is necessary 
to explain the background in which I have 
placed myself in order to establish them. 
I have simply followed the historic path 
of the evolution of the concept. Kraepelin 
began with the severe forms and those 
leading more or less rapidly to dementia 
(hebephrenia, catatonia and paranoid 
dementia). Therefore, I have grouped first 
under this heading of “severe forms” the 
cases which seemed to me best to corres- 
pond with the Kraepelinian description. 
I added afterwards, following the research 
and analyses of Bleuler and various con- 
temporary schools, a large number of 
cases which, without ending in dementia, 
are characterized by an autistic disintegra- 
tion of the personality. Since this form of 
disintegration seemed to me the most fre- 
quent, as well as the most typical subject 
of clinical, psychopathological and pheno- 
menological contemporary analyses, I have 
designated these cases under the heading 
of medium forms. 

Finally, I have been forced by the 
clinic itself to add * to these first two 
groups, 3 other groups of cases which 
effectively pose the problem of their be- 
longing to the first two groups. 

1. The delusional marginal forms which 


*Or more exactly to notice myself that of the 
344 cases of D.P. or schizophrenia in the classic 
meaning, a certain number pose 3 problems of 
delimitation, 


E 


- pose the problem of delimitation of the 


schizophrenic group with regard to the 
other chronic delusions. 

9, The marginal schizoneurotic forms 
which pose the problem of delimitation of 
ihe minor schizophrenias with regard to 
the neuroses. 

3. The acute or cyclic forms which pose 
the problem of delimitation of schizo- 
phrenia (defined previously as a form of 
chronic and progressive psychosis) with 
regard to those psychoses which are neither 
chronic nor progressive. 

l Severe forms, Kraepelin 
type (Hebephrenias 26,—Hebe- 
phrenic-catatonic 32,—Paranoid 
dementias 16) ....:.: Se. 

2. Medium forms, Bleuler 
type (Paranoid psychoses with 
chronic autistic disintegration 
with typical Defekt) 

3. Delusional marginal forms, 
(Systematized and fantastic de- 
lusions without marked disinte- 
BERO) i. 0s EUER TEUER 

4. Marginal ^ schizoneurotic 
forms, (Minor schizophrenias, 
"Pseudoschizophrenic neuroses”) 43 12.5% 

5. Acute or cyclic forms .... T9 22.6% 


344 


21.7% 


36.2% 


94 71% 


This table summarizes the entire history 
as well as the problem of the definition and 
of the delimitation of the concept of schizo- 
phrenia, It indicates clearly that the central 
nucleus of the group is constituted by the 
124 cases which correspond to the medium 
forms and by the 74 cases which constitute 

severe forms. These are in effect the 
cases which, I think, all psychiatrists would 

© unanimous in designating as “true 
schizophrenias.” The cases which I desig- 
"ah as medium correspond to a medium 
poverishing disintegration ( Defekt) ( dis- 
Sociation, disturbances of thought and 
tent primary signs of the Bleulerian 
“see ah: and to the constitution of an 
sa ic delusional world, with its hal- 
arane » magical concepts, the al- 

n Pi 

id d 3. system of the personality 
e severe forms which Kraepelin was 

the first to describe, seem to coni only 
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complications or aggravations of this 
medium form; in effect, they all passed 
through this “medium” type at the begin- 
ning of their evolution. This degree of 
severity comes from the evolutionary po- * 
tential proper to the illness or also from 
bad conditions of therapy and care. 

Here I may indicate : 1. That these forms 
represent only 28% of the group of schizo- 
phrenias evolving in my service during 
12 years since 1938, while they represent 
38% of the cases evolved between 1924 
and 1938; 2. That the total number of 
schizophrenic patients in my service has 
diminished by 50% during the last 20 years. 
This difference in severity gives to the 
central group the general sense of a pro- 
gressive deterioration, without dividing it 
into distinct species. 

As for the other case groups (24 cases 
of systematized or fantastic delusions with- 
out notable defect alteration, 43 cases 
posing an extremely delicate problem of 
diagnosis between schizophrenia and neu- 
rosis, and 79 cases of single or multiple 
crises posing the problem of their inclusion 
as schizophrenias), they constitute margin- 
al or problematic forms with relation to 
the central group. It is definitely with 
regard to these cases that the classical 
discussions have been held in the schools 
of psychiatry during the last 50 years, 
and that clinical discussions are held among 
us every day concerning the diagnosis and 
prognosis of our patients. 


WHICH ARE THE CLINICAL FORMS THAT DO OR 
DO NOT ENTER INTO THE CONCEPT,OF SCHIZO- 
PHRENIA ? 

If from the beginning, we restrict our- 
selves logically to the consideration of the 
central group, the clinical nucleus which 
represents the “significant content" of the 
concept of schizophrenia in the strict sense 
(corresponding to 58% of the 344 cases 
closely grouped as a first approximation of 
the problem), then we must ask ourselves 
if in this group there are distinct species, 
or if it is merely a question of varieties 
within the same species. 

We must first specify that until the 
present time nothing has appeared to con- 
tradict what E. Bleuler wrote (and con- 
firmed in his famous revue g of 
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schizophrenia in 1950 by M. Bleuler) : 
the idea of attaching "schizophrenia" to 
a specific somatic process is scarcely ten- 
able. It seems that the same is true of the 
idea of a genotypical affection in the sense 
of Rudin and Luxemburger. The conclusion 
then is, that whatever may be the eventual 
discoveries which one day may permit the 
attachment of schizophrenic evolution 
either to hereditary-degenerative affections 
or to some endocrine illness, etc., we must 
first of all consider the schizophrenic psy- 
choses (as all mental illnesses) on an 
essentially clinical plan and outside of 
every etiopathogenic prejudice. Schizo- 
phrenia is not a simple non-specific syn- 
drome nor a simple reaction (A. Meyer and 
Hoche), but a clinical form, a semeiologi- 
cal complex which has a structure and an 
evolution typical enough to have its place 
—not in a nosography of entities or a 
pathology of specific affections-but cer- 
‘tainly in a clinical . classification sure 
enough and clear enough to pose correct- 
ly the problems of diagnosis and prognosis 
among the morbid genera and species.’ 


WHICH ARE THE CLINICAL FORMS SUFFICIENT- 
LY SIMILAR TO ENTER INTO THE CONCEPT OF 
SCHIZOPHRENIA ? 


This question reverts naturally to the 
question of whether the various clinical 
tables which fit more or less well into the 
comprehension of the concept are hetero- 
geneous or of the same nature, with rela- 
tion to the central group. Let us look at 
the evidence derived from our own ex- 
perience with the sub-groups on our central 
group as we have just defined it above. 

The central group includes, 1. The severe 
forms (hebephrenia, catatonia, paranoid 
dementia of Kraepelin) with rapidly im- 
poverishing evolution (74 cases)—and 2. 
The medium paranoid form characterized 
by a state of disintegration typical of 
schizophrenic dissociation (124 cases). 

Since Bleuler, indeed, the most typical 
are not the severe forms with a large 
terminal deficit ; for the center of gravity 


5 A more extensive discussion of the concept of 
schizophrenia is to be found in my articles on this 
pointe in Traité de Psychiatrie de l'Encyclopédie 
Médico—Chirurgicale—Vol. I. 
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of the group, let us recall, is displaced 
toward those cases in which hallucinatory 
delusions, disturbances of thought and 
language, represent a rupture of existential 
communications and a fall into an imagi- 
nary world. 

We must first ask ourselves if the severe 
forms and the medium form constitute 
different species. Certain authors (Claude, 
Berze, Kahn, etc.) have attempted to dis- 
tinguish these two groups of cases in 
opposing the symptomatic and acquired 
demential character of the severe forms, 
to the non-demential, constitutional en- 
dogenous and reactional character of the 
medium forms. But I do not think (in the 
light of my own clinical material) that 
this fundamental distinction imposes it- 
self, for there are analogies and even an 
identity of structure between the severe 
and the medium cases. One thing alone 
separates them, namely, the rapidity and 
the depth of the rupture of communication 
with others. The clinic teaches us, in fact, 
that the severe forms begin with the symp- 
tomatology which characterizes the medium 
form, and that in the long run the medium 
form sometimes arrives at a terminal stage 
analogous to that which the severe forms 
attain more rapidly. Let us recall moreover 
that what Clérambault called the law of 
age and massivity governs precisely the 
evolutionary potential of the psychosis 
(the average age of its beginning is 21 
years for the severe forms and 27 years 
for the medium form). 

As for the second aspect of the problem, 
that of the profound differences which 
separate the various hebephrenic, catatonic 
and paranoid clinical pictures, I must say 
that the time appears to have passed for 
research of particular symptoms (catatonic 
symptoms, of mimic, thought, affectivity, 
etc.) which characterized some species of 
distinct illnesses in the family of schizo- 
phrenic affections. 

I must state my position with regard 
to the deep semeiological studies and the 
ingenious interpretations which we owe to 
Kleist and his school (Leonhard, Faust, 
Meyer), and which have been confirmed 
by Knauf and Sarro Burbano (1950). 

I have tried to classify the terminal 
stages of 100 schizophrenias in my clinic 
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according to the criteria of Kleist and his 
school. 
Catatonic Forms (18%) 


1. Manierism type 1 
9, Parakinetic type 0 
3. Negativistic type 7 
4, Parakinetic 0 
5. Hypophemic type 8 
6. Paraphemic type 2 
—— 18 
Hebephrenic Forms (16%) 
l. "Lappissche hebephrenia 8 
2. Depressive and bizarre H 
3. Apathic 2 
4, Autistic 5 
— 16 
Forms with I:^0-Verbal Incoherence (17%) 
l. Paralogic 6 
2. Incoherent 7 
3, Schizophasia 4 
— 17 
Paranoid Forms (48%) 
1, Phantasioparenia 1l 
» Progressive confabulosis 10 
3, Progressive somatopsychosis 12 
4, Progressive hallucinosis 6 
» Expansive 10 
v— 49 


But I must point out that even if the 
terminal stages can be fairly well dis- 
ttibuted among these various headings (al- 
though more than 30% could enter under 
Several headings), the evolution of the 
Psychosis has not always been the same 
or each of these terminal stages, I think 

t if the terminal forms resemble one 
another and if each one is, so to speak, 
Specialized or stereotyped in a rather 
te facteristic clinical picture, it would be 

isleading, in the present state of affairs, 

y reason of the multiple mixed forms and 

e diversity of the stages of the illness, to 
E ere any very distinct species. I would 
bid "i point out that the delusional para- 

orms constitute 48% of these terminal 
Stages, 
E conclusion, I must say that the differ- 
which between all these clinical pictures 

form the “group of schizophrenias” 
in ^s me less than the resemblances, for 
"d e end, these "species" combine and 
e transformed as if they were truly of 


the same family and the same species. 


We must consider also a related problem, 


that of the "simple schizophrenias." In my . 


statistical material they are counted either 
in the hebephrenic group (simple de- 
mentia) or in the group of “minor forms.” 
But, I know of not a single case where 
under this apparent simplicity I have not 
been able to reconstruct either in the 
initial development of the psychosis or 
even in its actual infrastructure the funda- 
mental disturbances of delusional autism. 

Thus our conclusion will be categorical 
concerning the problem of the sub-groups 
or species of schizophrenias; it is a ques- 
tion simply of varieties of evolution or of 
symptomatology which form in fact the 
group of schizophrenias, but do not affect 
the unity of the species. What has been 
regarded as differences in nature are noth- 
ing more than differences of degree or of 
phase in the evolution of the “schizophrenic 
psychosis." Therefore, we can now ap- 
proach with greater confidence the ex- 
amination of the second point. 


WHICH ARE THE CLINICAL FORMS THAT RE- 
SEMBLE SCHIZOPHRENIA, BUT WHICH CAN BE 
DISTINGUISHED FUNDAMENTALLY ENOUGH SO 
THAT THEY CANNOT ENTER INTO THE CON- 
CEPT OF SCHIZOPHRENIA ? 


It is a question here of the "borderlines," 
the Grenzgebiete of schizophrenia, these 
clinical forms which are disputed as to 
whether or not they must be included in 
the group of the schizophrenic psychosis. 

Of our 344 observations, 144 (approxi- 
mately a third) pose this próblem. In 
other words we call "schizophrenias (or 
if you wish, true *schizophrenia") only 
198 of our 344 cases. What, therefore, are 
the other 144 cases, and why are we re- 
luctant (we and, I believe, most of the 
authors who are really familiar with the 
total clinical mass which poses this prob- 
lem) to include them in the definition of 
the concept of schizophrenia? They are 
divided into 3 groups, each of which poses 
in effect a distinct problem as regards the 
delimitation of the domain of schizophrenia. 


pO ALL CHRONIC DELUSIONS ENTER INTO THE 
CONCEPT OF SCHIZOPHRENIA ? 
We have grouped 24 cases which consti- 
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tuted delusional “marginal forms" of 
schizophrenia.* That is, these cases in their 
total semeiology (hallucinations, delusional 
ideas, interpretative conception, delusional 
intuition, syndrome of mental automatism 
of Clérambault, etc.) resemble in effect 
the typical forms of schizophrenia. They 
resemble them to such an extent that since 
Kraepelin and Bleuler, most authors (ex- 
cept in France), discouraged by the 
subtlety of the diagnosis, have elected to 
include them all. Nevertheless, I think, 
with my French colleagues in general, that 
these forms of systematized delusions, para- 
noias, chronic hallucinatory psychoses with 
systematic evolution, etc., constitute one of 
the types of chronic delusion which do 
not enter into schizophrenia. Having per- 
ceived—as I have just done in the dialectic 
movement of this demonstration—that 
schizophrenia was defined in and through 
its central nucleus as a deficitary and pro- 
gressive psychosis which, even when it 
does not attain the demential deficit, leads 
to a progressively closed form of existence, 
we can no longer call “schizophrenic” those 
delusions which have, so to speak, a dif- 
ferent evolution, sense and destiny. 

It is proper in this regard to distinguish 
two important extra-schizophrenic forms of 
chronic delusion : the systematized and the 
fantastic delusions. 

The systematized or paranoid delusions 
are characterized by the formula of Krae- 
pelin (development in order and clarity). 
These are the delusions which Jaspers 
considered as developments of the per- 
sonality. In France 3 varieties are classical- 
ly described: delusions of passion, de- 
lusions of interpretation and chronic 
hallucinatory psychoses with systematic 
evolution. They are formed of sentiments, 
faulty perceptions, hallucinations, illu- 
sions, intuitions or convictions which form a 
fixed system. Their phenomenology is that 
of a romantic theme sometimes reduced to a 
simple formula and properly *monomaniac" 


98 In our total statistical material, we have much 
more among these cases (about 120). But as I began 
from a "schizophrenic group" excluding by defini- 
tion the systematized delusions and the paraphrenias, 
the cases entering in our statistic here show only 
the need of being pointed out, not at all their natural 
percentage. 
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(erotomania, jealousy, persecution, am- 
nesia for marriage and children, etc.). 

The fantastic delusions which corres- 
pond to the concept of paraphrenia are 
characterized by a large mass of delusional 
ideas, and of hallucinations which form a 
myth juxtaposed to reality. 

In both cases these delusions, which may 
hinder only a part of reality (paranoia) 
or may superimpose themselves on reality 
(paraphrenia), leave intact the relations 
of the Self and of the World at the level 
of “daily” existential relations. It is in this 
sense that one may say of these patients 
that they suffer from no intellectual deficit 
and no disintegration of the basic system 
of reality. 

In thus showing how they are not schizo- 
phrenic, we define a bit more exactly 
schizophrenia as a pathological form of 
existence which alters a person to the point 
of constituting a progressive rupture with 
reality. It is in the measure that these 
delusions are different from that progres- 
sive regression that they do not enter into 
the concept of schizophrenia. But since it 
happens that the structure of these de- 
lusions modifies itself and that a system- 
atized „delusion, for example, falls into 
disintegration, or that on the contrary a 
fantastic delusion emerges from a schizo- 
phrenic psychosis, one understands that 
these delusions can not be radically sepa- 
rated from schizophrenia. We shall see 
later that the most correct way of regard- 
ing their interrelationships is to consider 
them (schizophrenia, paranoia and para- 
phrenia) as species of a genus, that of the 
chronic delusions. 


DO THE MINOR OR SCHIZONEUROTIC FORMS 
ENTER INTO THE CONCEPT OF SCHIZOPHRENIA? 


We are all familiar with the problem of 
the schizoid “neurotic” individual. He pre- 
sents a clinical picture which is obses- 
sional, hysterical, hypochondriacal, etc. 
These symptoms tend to progressively cut 
him off from social life and to express 
deep affective conflicts. Such are the 4 
practical criteria which make us think on 
the one hand that it is a neurosis (affective 
backwardness, abnormal character, con- 
version symptoms or compulsion symptoms, 
etc.), and on the other hand that it is à 
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minor schizophrenia (tendency to rupture 
with reality and to dissociation). 

Let us add that to these "macroscopic" 
clinical signs are added theoretical and 
doctrinal considerations (developed spe- 
cially in the Anglosaxon and psychoanalyti- 
cal schools). The result is that first the 
pseudo-neurotic aspects of the schizo- 
phrenic “borderlines” (affective schizo- 
phrenias, schizoses), later the neurotic as- 
pects of the schizophrenias themselves, 
considered as narcissistic neuroses, have 
imposed more and more the idea that the 
center of gravity of the problem should be 
displaced not only from Kraepelin to 
Bleuler, from dementia to dissociation, but 
from Bleuler to Freud, from autistic dis- 
sociation to sociopsychogenic neurosis. Such 
is, in fact, the present state of these prob- 
lems, 

In my statistics, the cases which have 
posed this problem are rather few (12.5% 
-and if I count only those cases which I 
have observed since 1938, when we began 
to receive many more neurotics, 27%-a 
Proportion which Cabaleiro Goas also in- 

icates in his monograph). 

Naturally, everything depends, for the 
appreciation of these percentages, on the 
schizophrenic” nature of these tleurotic 
and schizoneurotic forms, and on the sub- 
Jective appreciation of each observer in 
the domain of his own definition. 

But since we are in the act of searching 
or an “objective” definition which can be 
accepted by all or even which must impose 
itself on all, we must distinguish that which 
in this group of cases conforms to the con- 
cept of schizophrenia as it is progressively 
exposed to our eyes in this discourse, and 
that which is distinct from it. 

The neurotic cases which form this mar- 
gina] region of schizophrenia are cases 
in which the schizoid character is nearly 
Constant, and in which the conflicts and 

e defenses against anxiety lend to the 

nical picture a character of ambivalence 
and magical thought which approach de- 

Usion (sentiments of depersonalisation, of 
ascendancy, of possession, ritual or bizarre 
acts, etc. ). 

i e the other hand, these cases have 
n ^ e appearances of schizophrenia, 
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1, There is no delusion, the reality 
either experienced or thought being altered 
only “metaphorically” and symbolically—a 
clinical trait which is recognized in the 
“theatrical” and artificial expressions of 
acts, of ideas and of sentiments of the 
neuroses. 

2. The possibilities of interhuman rela- 
tionship and of rapport with reality exist 
and permit, notably, psychotherapeutic 
relations. It is this which indicates to psy- 
choanalysts that the ego remains fairly 
strong or is not psychotic. 

3. The affective structure of the dis- 
turbances is fundamental and can be re- 
duced in each particular case to a conflict 
or a typical affective complex which con- 
stitutes the nucleus of the neurosis. 

4. The evolution is not progressive and 
does not lead to autistic disintegration. 
These criteria, without doubt, are not all 
easy to grasp in the clinic, but they can 
constitute in any case the conceptual basis 
of differential diagnosis, the necessity of 
which is evident for the clinician. In fact, 
it is impossible not to see, nor even to 
accept as evident, that there are cases 
which correspond to the notion of schizo- 
phrenia, as well as others which corres- 
pond to the notion of neurosis. The 
border cases of which we are speaking here, 
even if we hesitate to classify them, are 
always classifiable in one or the other of 
these two categories of disturbances. 

My experience in this regard agrees with 
that of many others in showing me that 
generally the schizoneurotic states—the 
preschizophrenias—evolve less often than 
we think or fear towards a schizophrenic 
dissociation, But it is sufficient here that 
we take note of this evidence and say that 
the concept of schizophrenia is not con- 
fused with that of neurosis, but is opposed 
to it by the very structure of schizophrenia, 
of which the two chief characters are that 
it is a delusion and a delusion which 
evolves towards a closed and deficitary form 
of existence, a character which the neu- 


roses do not have. 


DO THE ACUTE DELUSIONAL PSYCHOSES ENTER 
INTO THE CONCEPT OF SCHIZOPHRENIA ? 


In order to understand the problem, we 
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must again refer to the clinic, which teaches 
us: 
l. That the most authentic forms of 
schizophrenia and notably the medium 
forms have rather often a cyclic or inter- 
mittent evolution in the first 3 or 4 years 
of their evolution (35% in our group of 
patients with spontaneous evolution, and 
100% in the group of treated patients). 

2. That we observe acute delusional psy- 
choses appearing as fits which do not 
recur, or which recur without leaving 
after-effects. It is this double fact which is 
illustrated by the following statistics in 
which we have studied 120 cases of acute 
delusional psychoses that were diagnosed 
as schizophrenic (with a follow-up of at 
least 5 years) : 


—single crises 53 (44%) 

—multiple crises 26 (21%) 

—chronic schizophrenias 41 (35%) 
120 


Thus 44% of the cases which were diag- 
nosed as acute schizophrenia, schizophrenic 
outburst, etc., have been recovered with- 
out leaving after-effects for at least 5 
years Further, 21% showed other crises 
without chronic organization of the mental 
disturbances. Finally, 35% evolved as 
chronic schizophrenias 8 with characteristic 
"Verblódung" or "Defekt," and are entered 
in the group of schizophrenias which we 
have enumerated above. (One-third of 
these cases, however, evolved in the form 
of minor schizophrenia or schizoneurosis). 

If we purely and simply incorporate all 
of these cases in the groups of schizo- 
phrenias, that is, if we consider as schizo- 
phrenics the 344 patients (if they truly 
correspond to a univocal definition of the 
concept of schizophrenia and form the 
totality of our statistics), we conclude that 
22.6% of the "schizophrenias" are acute 
schizophrenias which have shown one or 
several critical episodes, and we come very 
close to the figures of 25 to 35% indicated 


TOf these 120 cases, 43 never were treated and 
26 among them (6096) have got an evolution on 
one isolated crisis (22) or on multiple crises (4). 
Among the treated cases, the percentage of single 
or multiple crises is just a little higher (6996). 

9In the group of treated cases, there were only 
15% of chronic severe forms against 40% in the 
untreated group. 
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by M. Bleuler in his famous statistics of 
1941, in which he grouped more than 1,100 
patients (some of whose clinical histories 
are very similar to our own material) and 
heading VII (evolution of single or multi- 
ple crises with recovery) counts in effect 
as a percentage of 25 to 354. It is neverthe- 
less, a higher percentage than Wyrsch in- 
dicated (1937), since among his 200 chronic 
schizophrenias he grouped under headings 
II and III, 134 cases (about 64%) which 
correspond to those acute schizophrenias 
without chronicity. But the problem as a 
whole rests intact, for we must know 
whether that 30 or even 60% of “schizo- 
phrenias" of acute form are to be placed 
“in the same bag” as the chronic schizo- 
phrenias. In short, the question remains 
of whether we must make the same diag- 
nosis when the prognosis is so different. 

I have spent a long time on the observa- 
tion of my 120 patients, attempting to 
discover signs which would have allowed 
me, even after the fact, to find differences 
between the patients who became chronic 
schizophrenics, and those who were cured. 
Without a doubt, the most pronounced 
disturbances of consciousness, the strong 
dramatisation of the hallucinatory and de- 
lusional experience, the most oneiric aspect 
of the delusion, the characters of the pre- 
psychotic personality, the elements of 
prognosis so well indicated by Mauz, etc., 
allow a glimpse of the fact that we can 
resolve this clinical problem, which is the 
most difficult one in the field of psychiatry. 
But for the moment, I am unable to indi- 
cate with precision what I only feel con- 
cerning the differences which here separate 
the pathology of the consciousness ® whose 
destructuration is characteristic of the acute 
delusional psychoses, from that pathology 
of the personality which constitutes the 
very basis of schizophrenia. I will therefore, 
confine myself here to excuses for not being 
able to go further, and I regret as well that 
this practical problem has not received 
from psychiatrists the attention it merits. 
The reason for this is simple, however: 
for some psychiatrists (in the French 


See volume 3 of my Etudes Psychiatriques 
(Structure des Psychoses aigues et Déstructuration 
de la Conscience), Ed. Desclée de Brouwer, Paris 
1954, p. 787. 
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school in general), delusional and hal- 
lucinatory outbursts are never schizo- 
phrenias, and for others they always are. 
Now, it is precisely because the relations 
between the two groups of facts are not 
those of "all or nothing" that the problem 
is posed, and that it must be resolved. But 
this requires that the notion of schizo- 
phrenia be purged of the idea of crisis or 
acute outburst which threatens to ruin it. 
The argument which generally comes to 
mind in this regard is that all the same, 
there are acute tuberculoses and chronic 
tuberculoses, and “there is no reason" not 
to think that there can be acute schizo- 
phrenias and chronic schizophrenias. But 
then we simply forget the most important 
thing: that tuberculosis is defined as a 
specific illness in its etiological, anatomical 
and clinical nature. Now, the concept of 
“psychosis,” as we pointed out earlier, 
refers only to clinical criteria (structural 
more than semeiological certainly, but 
furnished only by clinical analysis). In this 
regard, the form of the mental illness is 
profoundly different according to whether 
it is a question of “short madnesses” or the 
madness of a lifetime,” and all the phe- 
nomenological and anthropological analyses 
of schizophrenic existence (Binswanger) 
are marshalled against the idea of an 
Acute schizophrenia” in the very measure 
in which to be schizophrenic only for some 
Moments (mescaline) or some weeks or 
months (oneiric states of Mayer-Gross) is 
not to be schizophrenic at all or at least 
Not yet. 
, In other words; if (to return to our 
Beometrical" demonstration) we find our- 
selves forced by clinical observation to 
escribe a group of patients as schizo- 
Phrenics, we simply cannot introduce into 
this concept the idea of an acute psychosis 
Without contradicting ourselves. This is 
true to such an extent that when we speak 
of acute schizophrenic outbursts, we have 
in the back of our minds” an unfavorable 
Prognosis. Now, this unfavorable prognosis 
ry been disproved in 44% of the cases 
Where I expressed it... As for myself, I 
simply draw the conclusion that I was 
mistaken, and that of these patients 79 
ved in 119 were not or did not become 
izophrenic. This brings me to say that 
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I am taking the chance (of being mis- 
taken) in posing the theoretical and 
conceptual need of a differential diag- 
nosis between schizophrenia, psychosis 
with chronic evolution involving a certain 
"Defekt" or “Verblédung,” and the false 
acute schizophrenias. On the contrary, to 
admit that schizophrenia can be acute or 
chronic is to remove even the possibility 
of being mistaken. A comfortable position 
but, you will agree, rather absurd ! More- 
over, it is sufficient to observe that the 
acute delusional psychoses are, in fact, 
not always or necessarily “outbursts” which 
inject rhythm into the evolution of the 
schizophrenias. By this fact, the entire 
theoretical and practical problem posed 
by the non-schizophrenic, acute delusional 
and hallucinatory psychoses becomes in- 
contestable. 

Since there are no pathognomonic signs 
of schizophrenia (as indicated by Bleuler 
on page 223 of his book Dementia Precox 
or Groups oj Schizophrenias, and in spite of 
the efforts of all those others who have 
failed in the search for a fundamental 
disorder), it is logically impossible to main- 
tain that it is the same schizophrenia 
which is found in the short and false 
schizophrenias as in the long and true 
schizophrenia. This is not only illogical, 
but also empirically false if the phenome- 
nological criterion of am existential dis- 
organisation, that is, of a form of vital 
disaster (vital here envelopes the German 
terms Erleben and Geschehen), confers on 
the concept of schizophrenia its true mean- 
ing, excluding at the same time the idea 
of "acute schizophrenia." 


DEFINITION OF SCHIZOPHRENIA 


In order to know what "species," or 
“sub-groups” the concept of schizophrenia 
admits, we have been logically constrained 
to seek, in the mass of cases which super- 
ficial observation places in the nebulous 
terrain of schizophrenia, what is the central 
clinical nucleus which forms the basis of 
the concept. 

We saw in the first part of our clinical 
and logical analysis that the concept 
schizophrenia includes the cases which 
result in the constitution of an autistic 
world resulting in a dislocation of the 
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psychic being which tends to continue and 
grow worse (medium or typical forms 
corresponding to the descriptions of Krae- 
pelin). Within this group exist "varieties" 
of evolution and symptomatology which 
do not compromise the unity of the 
group (classic forms; paranoid, hebe- 
phrenic, catatonic). 

The second part of our clinical and 
logical analysis was concerned with the 
extension of the concept, that is, with the 
problem of its delimitation with respect to 
the marginal clinical groupings and ad- 
jacent concepts. That is to say, it is a 
question—in order to know exactly what 
schizophrenia is—of opposing it to that 
which it is not. The very fact that there 
exist problems of diagnosis and prognosis 
in relation to the other forms of chronic 
delusion, the neuroses and the acute de- 
lusional psychoses, has thus permitted us, 
by limiting it, to give to the notion of 
schizophrenia a greater density, a stronger 
consistency. 

In this regard, schizophrenia should in 
fact be defined as a chronic delusional 
psychosis (different from the "genus" of 
acute delusional psychosis and from the 
“genus” of the neuroses) which progres- 
sively destroys the system of reality, the re- 
lations of the Person and his world (a de- 
lusion which is different from the other 
species of chronic delusion, from the syste- 
matized and fantastic delusions). 

Schizophrenia is, then, a species of 
chronic delusion, inasmuch as it is a form 
of existence which alters the permanent 
system of the reality of values of co- 
existence. 

The acute delusional psychoses and the 
neuroses do not belong to this genus, as a 
result, even if the differential diagnosis 
is sometimes difficult, it imposes itself as 
a practical need of great importance. On 
the contrary, the differences which separate 
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schizophrenia from paranoia and the para- 
phrenias are nothing more than the dif- 
ferences of species within the same genus, 
and their practical meaning is therefore 
much weaker. 

Once those cases which belong to the 
other genera and other species are elimi- 
nated, we find ourselves face to face with 
the true schizophrenia: a process of de- 
lusional transformation of the person and 
his world, a progressive overthrow which 
at one and the same time is both the 
inability to build reality or maintain rela- 
tions of coexistence, and the need to destroy 
the world of others, in order to bury oneself 
in an autistic world which closes progres- 
sively around the self. 

The sub-groups, the varieties of this 
process are nothing more than degrees, 
phases, steps or different itineraries of 
that regression into autism, that is, in the 
strict sense of the word, into a delusion 
in which the person tends to alienate 
himself completely. 


SUMMARY 


l. This clinical and logical analysis of 
the concept of schizophrenia is drawn from 
a statistical work on 366 cases studied for 
an average of 15 years, with a catamnestic 
period of 5 years at least. 

2. As a chronic psychosis, schizophrenia 
must be separated from acute delusional 
psychoses. 

3. As a chronic delusion tending to dis- 
sociation of the ego (with breaking of the 
communications with others and alteration 
of the reality) schizophrenia is different 
from the other forms of chronic delusions 
(paranoia and paraphrenia ). 

4. As a delusion, schizophrenia is dif- 
ferent from the neuroses. 

5. It is only these delimitations that will 
enable us to define clearly the group of 
schizophrenias. 


A CLINICAL STUDY OF GILLES DE LA TOURETTE'S DISEASE 
(MALADIE DES TICS) IN CHILDREN ' 


LEON EISENBERG, M. D., EDUARD ASCHER, M. D., anv LEO KANNER, M. D.? 


Gilles de la Tourette, in 1885, delineated 
a distinctive clinical syndrome, based on 
his experience with 9 patients who dis- 
played “motor incoordination” (multiple 
tics), coprolalia, and, less consistently, 
echolalia and echokinesis(1). The recent 
medical literature has been reviewed by 
Ascher(2). Its rarity is attested to by the 
infrequency of case reports. Yet it con- 
stitutes a striking instance of a neuropsy- 
chiatric entity which has, unlike most psy- 
chiatric disorders, a predictable history, 
course and outcome. 

The typical case history reveals the 
following course with almost undeviating 
regularity. The illness begins in childhood, 
usually before the age of ten, with tics of 
the upper part of the body : face, shoulder, 
or arm. The tics are explosive in nature, 
initially transient, and noted to be worse 
under stress, fatigue or excitement. As the 
disease progresses, intervals of relative free- 
dom from the tics become less frequent 
and the tics spread to involve the trunk 
and legs. Ultimately there may be in- 
voluntary movements of the entire body, 
including kicking, hopping, skipping and 
jumping, grinding of the teeth and pro- 
ttusion of the tongue. At some stage, 
Marticulate cries, which may resemble 
throat rasping, barking or quacking, ac- 
Company the convulsive movements. The 
cries then become articulate and consist of 
Single words or phrases, often echolalic. 

e final feature, whose appearance is 
pathognomonic for the syndrome, is copro- 
toad the sudden uncontrolled and repeti- 

ve utterance of obscenities. 

s outcome reported in the early lit- 
Te was uniformly poor, usually ter- 
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minating in deterioration of the personality 
and commitment to a mental hospital, None 
of Gilles de la Tourette’s original cases 
showed sustained improvement(1). Itard, 
who described a case with similar fea- 
tures in 1825, reported that she died at 85 
“still pouring forth the grossest obscenities” 
(3). In Kinnier Wilson's textbook, the out- - 
look is described as "sinister"; the syn- 
drome is said to end characteristically in 
insanity, though the scarcity of followup 
studies is noted(4). 

The relentless clinical course as well as 
the predominant motor features of the 
disorder have led most authorities to as- 
sume the existence of organic pathology. 
Wechsler, for example, stated : "The condi- 
tion is no doubt based on organic cerebral 
changes, but the nature of the pathology 
is unknown"(5). We are familiar with onl 
two autopsy reports. The first, by DeWu 
and van Bogaert, revealed no CNS patholo- 
gy (6). The second report, that of Balthasar, 
noted no significant gross pathology(7, 8) ; 
the findings of interest were limited to the 
microscopic structure of the striatum. On 
careful cell count, the ratio of small to. 
large neurocytes was found to be twice 
that of a control specimen, while the glia 
remained unchanged. This ratio was similar 
to that obtained in the striatum of a one- 
year-old child. Following the terminology 
of C. and O. Vogt, Balthasar classifies this 
as a "primary relative cytohyperplethora" ; 
that is, an arrest of development or dwarfed 
growth. Balthasars cell counts on the 
striatum of the patient of DeWulf and van 
Bogaert were, however, within normal 
limits(8). 

In the past two decades there have ap- 
peared clinical reports of periods of sympto- 
matic remission in cases identified with 
this syndrome. In 1943, Mahler and Rangell 
described a boy, first seen at the age of 
11, who showed marked improvement after 
2% years of intensive psychotherapy(9). In 
1946, Mahler and Luke described the ont- 
come of 10 cases of “tic syndrome” fol- 
lowed for periods of 1% to 11 years(10). - 
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One of 6 patients who had reached young 
adulthood had achieved an excellent 
symptom-free adjustment and one, a pre- 
sumably good one. Four, who were then 
adolescents, displayed clinical improve- 
ment that was rated fair or good. In 1948, 
Ascher reported the case of a patient with 
an excellent outcome one year after out- 
patient psychotherapy(2). In 1953, Mazur 
reported a 15-year-old boy with a clinical 
- remission after one year(1l). In 1957, 
Michael described a patient who under- 
went a spontaneous remission of 4 years’ 
duration ; after a return of symptoms dur- 
ing the next 4 years, he became largely 
symptom-free for 18 months after a course 
of CO, inhalation(12). 

The significance of these reports is 
somewhat uncertain. Mahler and Luke 
suggest that “tic syndrome” may be equated 
with maladie des tics, but do not provide 
detailed case data. Ascher’s case does not 
appear to have been a true case of maladie 
des tics. The onset at 35, the absence of a 
prior history of tics, and the lack of true 
coprolalia make the diagnosis question- 
able; in retrospect, it is probably better 
classified as an obsessive-compulsive dis- 
order, Mazur’s case, while typical of mala- 
die des tics, has been followed far too 
briefly to ascribe much confidence to the 
reported remission. Michael's case fits the 
diagnostic criteria ; the duration of the re- 
mission is as yet brief and should be fol- 
lowed closely, but is nonetheless heartening. 

It therefore seemed to us to be of in- 
terest to review our own clinical experience 
with 7 cases; we wish to place particular 
emphasis on one patient, now 22, who is 
currently a well adjusted young man, with 
only very minor residua of an earlier severe 
case of maladie des tics. 


CASE REPORTS 


Case 1.—Morton C. was first seen when he 
was 17 years old. He gave a history of having 
suffered from a variety of tics for over 10 
years. The illness began with compulsive 
pulling on his penis which was dealt with by 
having him circumcised. His tonsils were re- 
moved at the same time. He awoke from the 
anesthesia frightened that his penis had been 
cut off. He also developed a feeling that his 
“words were stuck” in his throat. Subsequently 
tics of slapping his mouth and abdomen be- 


came apparent. At the age of 10, while listen- 
ing to his father tell a long story he had an 
“irresistible impulse” to say “shit.” When he 
continued to say it, his father beat him severe- 
ly but the symptom persisted. Between co- 
prolalic words he made peculiar guttural 
sounds which were quite disruptive in the 
classroom and resulted in his expulsion from 
school after 6 grades. It was at that time that 
he was first admitted to a mental hospital 
where, during an amytal interview, he made 
seductive gestures to the female interviewer. 
Attempts at therapy through subcoma insulin, 
ECT and “reconditioning” were without suc- 
cess. Whenever he saw a woman he had an 
irresistible impulse to coprolalia. 

When admitted to the Henry Phipps Psy- 
chiatric Clinic in 1951, the patient was over- 
active and showed a variety of compulsive 
gestures. He pulled on his penis, grimaced, 
made coughing sounds and exhibited copro- 
lalia, especially while the therapist was talk- 
ing. Orientation, memory and judgment were 
intact. No physical abnormalities were found 
and EEG was within normal limits. 

The patient was an only child with a normal 
early childhood except for a brief period of 
jaundice at 4 months of age. His father was a 
quiet, simple man who drank heavily. Mother 
was a heavy drinker as well Her husband 
made all the decisions. Neither of the parents 
had been excessively strict but his father had 
beaten him often since the onset of the 
coprolalia. 

During 8 months hospitalization, little 
change in the patient's condition occurred. 
He was exhibitionistic, disruptive of routine 
and occasionally destructive. He made many 
sexual advances to both women and men. At- 
tempts to reduce his tics by muscular relaxants 
failed and so did 50 insulin comas. A pre- 
frontal lobotomy was proposed but his parents 
declined and arranged for his transfer to a 
state institution, 


Case 2.—Warren H. developed muscular tics 
when he was 5 years old consisting of jerking 
movements of the head and extremities in 
addition to compulsive acts such as touch- 
ing the ground twice. He soon began making 
guttural noises which did not turn into dis- 
tinct words and become coprolalic until 4 
years later following an obscure febrile illness. 
The boy felt that the coprolalia began when 
he was very disturbed over the death of his 
mother. 

When he came to our attention at the age 
of 11, he showed the previously described 
tics as well as thrusting movements of his 
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head, facial grimaces and sticking out his 
tongue. He spoke freely about his past life 
and family relations. He was very fond of his 
mother but complained that his father was 
very rough with him. On many occasions he 
had felt like killing him but he actually never 
fought back when his father hit him. He also 
expressed dislike for his school teachers whom 
he considered too strict. 

EEG studies elsewhere were interpreted as 
indicative of "post-infectious cerebral changes." 
Psychological tests pointed to the presence of 
à severe neurotic conflict around an unhappy 
relationship with a father who was seen as 
suppressing all aggressive impulses. 

The father failed to respond to letters of 
inquiry about Warren's progress and has since 
moved from the community. 


Case 3.—Tom A., 12% years, was referred for 
consultation in 1954 because of “jerking all 
over, making noises like an animal” and com- 
pulsive iteration of stereotyped phrases. The 
first sign of compulsive behavior appeared at 
4 when, while walking, he was observed to 
Stop stark still and “stare at his feet.” He 
would repeat this a half dozen times in several 
minutes, the whole sequence occurring 4 or 5 
times a day. This was then replaced by a 
Second tic consisting of a sudden outward 
thrust of both arms. Over the next 7 years a 
Variety of tics were observed ; they included 
head bobbing, eye blinking, grimacing, jerk- 
ing of the trunk, and kicking himself. At 
about 9 or 10 impulsive verbal ejaculations 
appeared, described at different times as 
Quacking, barking or ungodly noises. Over the 
Past year he repeatedly uttered the phrase 
Sic em, sic "em" followed by a bark or “for 
Christ sake amen.” Occasionally he persev- 
erated on words or phrases in his speech ; at 
these times he would touch his cheek and 
then be able to resume a normal flow of speech. 

spite this bizarre behavior he was main- 
taining an average of 90 in school, was active 
extracurricular activities and was said to be 
Popular with other children. 

i Conceived after great difficulty, Tom was 
n only child born 2 years after a miscarriage. 
"ire d and delivery were said to be 
Med » but from the start Tom was a poor 
A ad and sleeper and vomited frequently. 
ee months he began to rock and continued 
éi © so until he was 2, At 3, he had an 

were appendectomy and at 9, a T&A. 
fearful e school at 6 he was quite 
dida € bere hide on the playground in 
Sion « into school at the last minute. 

er learned to fight back when attacked. 
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His mother described herself as overpro- 
tective toward the patient. The father, a suc- 
cessful attorney, was perfectionistic, tense and 
impatient. As a child he had similar “habits” : 
facial grimacing, eye blinking, nail-biting and 
compulsions to touch and to avoid. All dis- 
appeared at 14 except the eye blinking. 

Tom was a pleasant, cooperative adolescent 
who was normal to physical examination ex- 
cept that he was small for his age. He ex- 
hibited fluttering of his eyelids, jerking of his 
shoulders and blowing and grunting respira- 
tory tics. Nonetheless, he was able to con- 
centrate well and achieved a M.A. of 16 for 
a Binet I.Q. of 127. He exhibited perfection- 
istic and obsessive trends. His main pre- 
occupation was with gaining weight so that he 
might be as big as his classmates and able to 
hold his own in football. He described only 
positive feelings toward his parents and re- 
garded himself as happy, despite the tics 
which he ignored until directly questioned 
about them. 

At 13 his parents reported some slight im- 
provement in his tics but noted the addition. 
of somatic preoccupations and a phobia about 
polio. Out-patient treatment was regarded by 
the parents as helpful to themselves but of 
little value to the patient. Over the next year, 
the family physician tried mephenesin, reser- 
pine and chlorpromazine, all without benefit. 

At 15 the patient entered puberty with 
marked growth in size and weight and deepen- 
ing of his voice ; at 16 he was 6 feet in height 
and weighed 150. With this, he gained in self- 
confidence. During the summer he was com- 
pletely free of tics for several months. With 
the resumption of the school year the symptoms 
reappeared and resumed full intensity. In the 
10th grade he had done extremely well in 
school and made the honor society. By mid- 
term of the 11th grade, however, his parents 
noticed that he was becoming more and more 
preoccupied with his difficulties, had become 
morose, and complained of being confused. 
He fell from his previous position in the 
upper 10% of the class to the lowest third. 


Case 4.—George T., 11%, was referred in 
1953 because of "shaking his head and holler- 
ing out." Tics had begun at about the time he 
started school; the earliest symptoms were 
described as grunting noises and sudden thrusts 
of his arms. Coprolalia first appeared at 10 
with exclamations of "you damn bastard" as 
often as once or twice a minute during his 
most difficult periods. The obscene phrase 
was said to be slurred in public situations 
and at times replaced by a grunt or the shout 
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of “help.” On certain days, the compulsion 
to shout led George to run off to an open field 
where he cursed explosively for hours at a 
time. 

George was an only child ; his 31-year-old 
mother had persistent nausea during the first 
trimester of pregnancy. There had been dif- 
ficulty with feeding when he was changed 
from breast to bottle at 2 months. From the 
moment he could walk at one year, he was 
“constantly on the go.” Between 2 and 6, he 
had recurrent throat infections, one of which 
was thought to be diphtheria. At 6, he had a 
tonsillectomy. He was extremely fearful of 
school during the first two grades and had 
to repeat the second grade because of time 
missed. His symptoms had been rather toler- 
antly accepted by the local school where he 
had been placed in the back of the classroom 
to minimize the distracting effect on his 
classmates. 

His mother, a graduate nurse, had been 
quite apprehensive because of his frequent 
illnesses during his first 6 years of life. The 
present illness had brought her to her wits end. 
His father, a mechanic, was quick-tempered 
but lenient with the patient. Both parents 
were obviously devoted to George and under- 
standably perplexed by his condition. The 
most difficult issue for them was the question 
of George's responsibility for his actions. 

George was an attractive, robust youngster. 
He exhibited sudden head-turning and body 
twitching accompanied by a barking noise. 
Occasional echolalia and echokinesis were 
observed during the interview. He described 
his family situation in glowing terms and 
denied any problems except for his “hollering.” 
He stated that he tries hard to hush it but 
most often cannot do so. He achieved an I.Q. 
of 115 on the Stanford Binet, He was extreme- 
ly eager to do well and emphasized his desire 
to go on to college. 

He was then followed briefly at a local 
child guidance clinic but became progressively 
more reluctant to return. His symptoms now 
included spitting and dancing movements. 
Dilantin and reserpine proved ineffective. In 
1955, he was examined at a prominent mid- 
western clinic where the neurological findings 
including EEG were negative and the diag- 
nosis of Tic de Gilles de la Tourette was con- 
firmed. Chlorpromazine was prescribed but 
without benefit. He continued to progress in 
school but in the 10th grade at the age of 
16, his verbal tics had reached such intensity 
that he has been excluded from further at- 
tendance, much to his and his parents’ distress. 


Case 5.—Malcolm D., 12%, was brought to 
the clinic in 1953 because of “spasms of all 
parts of his body and barking and screaming 
noises.” He exhibited tics of the eyelids, nose 
and mouth, elbow bending and arm thrusting 
as often as 20 times a minute, and jumping 
movements which frequently resulted in falls. 
Barbiturates and bromides had little effect 
in controlling his symptoms. The present ill- 
ness was said to have begun at the age of 8 
following intestinal flu when he began to 
stutter and then to show facial grimaces at 9. 
At about 10% the barking noises first appeared. 
There had never been any recognizable verbal 
ejaculations. 

The mother suffered from nausea and vomit- 
ing throughout the pregnancy with Malcolm, 
but he was delivered normally. He had con- 
siderable feeding difficulty and was:described 
as a hyperkinetic baby but development pro- 
ceeded normally. He remained enuretic until 
9. He enjoyed school from the beginning and 
did well. 

The mother described herself as nervous, 
tense and jittery. Her own childhood had been 
marred by severe financial distress. The father 
was described as tense and irritable but a 
devoted family man. He had been an itinerant 
machinist; the marriage had been marked 
throughout by considerable financial stress 
and many moves in search of better jobs. 
Malcolm’s brother, 1 year younger, was de- 
scribed as easygoing, calm and well liked. 
The relationship between the brothers was 
said to be average. 

Malcolm was an attractive youngster of 
normal physical development. He exhibited 
multiple tics and grimaces and sudden jump- 
ing movements accompanied by barking noises. 
His intellectual function was amazingly un- 
impaired by these compulsive noises. He could, 
for example, repeat 5 digits reversed despite 
the frequent interruption of his response by 
barks, He achieved a Stanford Binet 1.Q. of 
120, His main expressed concern was over 
the family financial difficulties. He seemed 
quite devoted to both parents and expressed 
normal resentment of his brother. The EEG 
was interpreted as revealing more slow waves 
than normal for his age, but the record, taken 
during explosive tic outbursts, exhibited no 
electrical phenomena that could be correlated 
with his clinical behavior. Skull x-ray, neu- 
rological examination, spinal tap and blo 
chemistries were within normal limits. 

Malcolm was hypnotized easily. As he 
passed into a trance, all movements disap- 
peared completely, as did the barking and 
the stuttering. All returned the moment 
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was awakened. During the week he was in 
the Harriet Lane Home, hypnosis was induced 
on 5 occasions. Post-hypnotic suggestions that 
the symptoms would be diminished seemed to 
have a definite effect for several hours after 
hypnosis but on the several occasions when 
medical investigations were scheduled shortly 
after the hypnotic session, symptoms broke 
through floridly. Efforts to investigate possible 
psychodynamic themes in the trance state re- 
vealed only some expressed concern about his 
mother’s health. Efforts at symptom substitu- 
tion proved unsuccessful. 

Unfortunately, the family left town before 
treatment plans could be formulated. A brief 
note 3 months later reported some improve- 
ment in his symptoms. Strenuous efforts to 
locate the family have been unsuccessful. 


Case 6,—Stanley R., age 12, was brought to 
the children’s psychiatric service by his mother 
because of “silly talk.” When he was 8 years 
old he developed jerky movements of his 
head and body. Some movements were of a 
masturbatory nature in which he hit himself 
against the penis and exclaimed : “My jiggy- 
joe sticks." More recently while watching TV 
or playing alone he would suddenly blurt 
out: "Oh put your foot in your mouth, you 
fart-face |” 

The patient is the oldest of 4 children. 
Birth and early development were uneventful 
but he soon became a feeding problem. Toilet 
training began at 2, bowel training was com- 
plete at 5, but he is enuretic to the present. 
At 2 he had a tonsillectomy without apparent 

-effects, 

He did poorly in school, failing the first 2 
grades, and was beaten by his father because 
of his bad performance. Upon transfer to 
Parochial school, he had difficulties with an 
QVerstrict teacher, He was returned to public 
School and barely managed to pass. 

The boy's mother was a voluble, assertive 
and intelligent woman who seemed to have 
understanding of his problem and tried to 
s her husband when he beat the boy for 
ga talking,” The father was much interested 

is children and they respected him. He 
Was strict but generally fair. 
e his first interview the boy was 
Cnm Y tense. He spoke explosively and 
shta many muscular tics especially when 

: ntrating on a test problem. He stated 

. € Was nervous and that he was upsetting 

mother by his “silly talk.” Even though 
said he could control his movements and 
* his mother denied it. The patient felt 


that his symptoms began right after his sister 
was born. ; í 

A Stanford Binet test revealed an I.Q. of 
91. As the test progressed, the tics increased 
in severity and frequency. 

One of the authors had the opportunity to 
observe the patient at monthly intervals for 
a period of 2 years. At first, an attempt was 
made to control his anxiety by reserpine but 
it produced no change. Fairly large doses of 
meprobamate did not reduce his anxiety, mus- 
cular movements or explosive utterances. 
Marked improvement resulted from supportive 
psychotherapy during which the boy freely 
discussed his relationship with his siblings and 
parents. His mother was seen regularly also 
and this helped to reduce some of the pres- 
sure on the boy. His school performance also 
improved until the recent birth of a baby 
brother. He has now lost interest in his school 
work at the age of 14 and has been passively 
rebellious to any form of pressure or per- 
suasion. This recent setback did not produce 
an exacerbation of his tics or coprolalia. 


Case 7.—Allan D., 11, was seen in consulta- 
tion in 1947 because of multiple severe pro- 
gressive motor tics and coprolalia. The tics 
were said to have begun at the age of 6, 
several weeks after the sudden cessation of 
thumbsucking under the threat of having de- 
formed teeth if he did not stop. During the 
same period Allan's 2-year older brother, 
Daniel, was suffering from chorea; Allan's 
early facial and shoulder movements were 
thought to be in imitation of Daniel's. The 
tics subsided, only to reappear with new in- 
tensity following a prolonged febrile illness 
diagnosed as pertussis. When he began school, 
the tics were aggravated, and again following 
a series of intercurrent respiratory illnesses. 
At 7, arm jerking and head turning were 
prominent. At 8, throat clearing and coughing 
tics appeared. At 9, he became more restless 
in school, talking out of turn, calling out and 
distracting the class. For the first time, com- 
pulsive shouting appeared; at bedtime he 
would call out *momma" or "daddy" in stac- 
cato fashion for as long as an hour. In the 
presence of a piano teacher, a small woman, 
he could not control the urge to shout "you're 
little” "you're little” followed by "I love you 
“I love you" during his lessons. At the age 
of 10, he was taken for treatment by a compe- 
tent psychiatrist at the local child guidance 
clinic; his parents were interviewed by a 
psychiatric social worker. Allan scored an LQ. 
of 142 on the Stanford Binet ; projective tests 
revealed obsessive traits and suppressed hos- 
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tility toward his parents and his brother. In 
his words : "I never really let out my whole 
temper or I would do something drastic." 
After some initial relief and report of improve- 
ment, his parents became progressively more 
discouraged and terminated psychotherapy 
when coprolalia appeared just before his 11th 
birthday. Allan would at times stuff a towel 
in his mouth or bite his tongue in unavailing 
efforts to refrain from shouting obscenities. 
The persistence of the coprolalia necessitated 
his withdrawal from school. 

Allan was taken to a residential treatment 
center, where the following findings were 
noted. He achieved an I.Q. of 155 on the 
Stanford Binet and 129 on the WISC. He was 
described as an unusually creative youngster 
with marked obsessive-compulsive traits. Dy- 
namically, he was viewed as in the midst of 
an unsuccessful struggle to control aggressive 
impulses against parents for whom he had deep 
affection at the same time. He exhibited a 
great variety of tics, with barking, gurgling, 
and grunting noises, exacerbated by fatigue, 
pressure, anger and frustration. Persistent 
coprolalia and occasional echolalia were ob- 
served. 

Shortly thereafter, he was seen at our hos- 
pital. He was a personable, highly intelligent 
youngster with remarkable social poise despite 
the multiple tics. Meticulous perfectionistic 
strivings for a high standard of achievement 
were prominent. He viewed his symptoms as 
ego-alien, something that possessed him despite 
his efforts at control. In his words: "I pick 
up a word and it sticks. I have to use it over 
and over. At the end I picked up curse words 
: « » I've stopped using the words except when 
I get stirred up." Thorough neurologic study 
revealed no pathology. 

Past medical history revealed that the 
pregnancy with Allan had been marked by 
toxemia severe enough to lead to a recom- 
mendation for abortion, which the parents 
had rejected. Mrs. D. had had to be hos- 
pitalized 3 times for intravenous feeding. How- 
ever, his birth was unexceptional and his early 
development was described as entirely normal. 
When Allan was 2, Mrs. D. was diagnosed as 
having Hodgkin's disease on the basis of 
prominent mediastinal nodes; she was told 
that she would not survive for more than 2 
years. The shadow of illness and impending 
death hovered over the household for the 
next few years until it became apparent that 
her condition was chronic in nature. For 
most of this period, the children were reared 
by the grandparents who demanded quiet in 
the household or “you will lose your mother." 
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Allan at 3 was terrified of the dark and suf- 
fered from asthma attacks which required 
adrenalin. When Allan was 3%, his brother 
had his first episode of chorea and was bed- 
ridden for a year. Allan commented : “I hate 
Daniel I wish I could be sick" He got on 
well with other children but quarrelled con- 
stantly with his brother. At 4, he had a tonsil- 
lectomy. With the onset of his tics at 6, the 
center of family attention shifted to Allan 
who nevertheless continued to resent any in- 
terest his mother displayed in anyone else. 

Mr. D. was an intelligent conscientious driv- 
ing person who was away a good part of the 
time on business trips. He had been extremely 
religious, of a fundamentalist persuasion, until 
his wife's illness when he became as rigidly 
opposed to religious ritual as he had been 
devoted earlier. His traits of personality were 
strikingly similar to Allan's. It is of consider- 
able interest that the father reported having 
had tics similar to the patients as a child, 
though compulsive verbalization and coprolalia 
had never been present. The tics remitted 
at about the age of 11 shortly after the death 
of a favored elder brother. 

Mrs. D. was a tense individual with high 
standards of judgment. Her physical illness 
kept her chronically fatigued. She suffered 
from periods of depression in which she 
would berate herself as “of no use to anyone.” 
She described the marital situation in terms of 
sweetness and light with only occasional refer- 
ences to tension between her husband and 
herself. She was constantly involved with Al- 
lan, managing every detail of his daily life. 
This was repeatedly called to her attention 
during case work but with little change in 
this behavior. 

Although residential treatment was recom- 
mended, financial limitations precluded such 
care. The family responded by sending the 
older brother, Daniel, to live with his grand- 
parents in a distant state. Mother devoted her- 
self entirely to Allan, tutoring him 5 hours 
daily by the Calvert system. Increasing doses 
of phenobarbital were employed in the begin- 
ning but abandoned when 2 grains daily 
proved no longer effective. By 12, the oral 
tics had disappeared entirely and it was pos- 
sible to reenter him in the 7th grade. He did 
exceptional well, taking part in the school 
band, being elected class representative, and 
achieving excellent grades. Occasional eye 
blinking and head rolling were still present, 
as well as rarer episodes of hopping, particular- 
ly so under stress or fatigue. During the next 
2 years, Allan continued to attend school but 
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would withdraw for a week or two at intervals 
when his tics became more marked. His 
scholastic progress did not suffer, however, 
because of his excellent endowment and his 
mother's dedicated tutoring at home. 

At the age of 16, his father brought him 
back to the clinic for additional help because 
Allan was having difficulty in falling asleep. 
Tics were limited to blinking of the eyes and 
jerking of the head. Projective tests were 
evaluated as indicating an inhibited, con- 
stricted, introverted youngster in good contact 
with reality. Allan and his mother were seen 
in 50 interviews over a 16-month period. Allan 
verbalized many feelings of conflict with par- 
ticular reference to his mother’s demanding 
and somewhat seductive behavior and to his 
own exacting high standards. His mother 
formed a very intense attachment to her case 
Worker, so much so that termination was 
quite difficult for her. While Allan still ex- 
hibited some tics under pressure at the time 
he decided to end treatment, his general ad- 
justment was markedly better. The family was 
agreed that psychotherapy had been of definite 
value. 

Allan graduated from high school with a 
Straight "A" record. He delivered an original 
address at graduation with apparent ease. He 
Was, however, still subject to minor tics when 
fatigued or under stress ; rarely, he made rasp- 
Ing sounds in his throat. He entered college and 
Was a Sophomore majoring in physics at a 
leading academic institution when he was 
again seen in 1956 at the age of 20. 

Allan was quite willing to be interviewed 
p to cooperate in any way that would 
pe knowledge of his rare illness. He knew 
hg to be one of a very few cases of Tie 
m de la Tourette with so excellent an 
"Apa and was quite familiar with the clini- 
Eo "n of the disorder. Yet he did not seem 
: uly apprehensive about a recurrence. He 
eported occasional minor tics when fatigued, 
ENS rane was in evidence during the inter- 
bin e was doing well in college, had many 
Fa ed was active in sports, and participated 
youn (hepa events, He was going with a 
RR re y who was entirely acceptable to his 
ria s. He was a well put together, intelligent 

ung man, well mannered, personable, and 
socially poised, 
ri e y. response to an inquiry, Allan 
bons LB i that he was about to graduate 

ege, marry the young lady, and to 


ens on a pre-doctoral fellowship in theoreti- 
physics. 
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Discussion AND SUMMARY 


In his search of the literature for cases 
of a similar nature, Gilles de la Tourette 
was much impressed by reports of analog- 
ous syndromes in other cultures : “latah,” 
“myriachit” and "jumping" (13). “The term 
latah conveys to the Malays a curious be- 
havioral quirk, or aberration, normal, and 
yet not quite so." (14). The latah reaction 
consists of a severe startle reaction, imita- 
tive behavior, automatic obedience, and 
coprolalia. The victim is compelled "against 
his will'(15) to imitate the speech and 
behavior of others and to obey their com- 
mands, even though his tormentors clearly 
intend to degrade and ridicule him. He 
may even injure himself in the compulsion 
to mimic a self-destructive gesture only 
partially demonstrated by the person who 
“teases” him. For example, if the tormentor 
makes a sudden movement as if to place 
his hand in a fire, the latah victim may 
burn his own hand(16). *Myriachit" is 
the transliteration of a Russian word for 
an identical syndrome, one of a group 
classified as “arctic hysteria"(14, 16). The 
“Jumpers” of Maine, also known as 
“Shakers” or “Barkers,” were members of 
a deviant Methodist sect who practiced 
celibacy and communal living after their 
migration to New England(14). Church 
ceremonials reached a climax of religious 
ecstasy at which the members of the con- 
gregation would jump, shake, roll on the 
floor, or crawl about on all fours, all the 
while barking and emitting incoherent 
sounds (speaking in tongues). Those who 
participated in these ceremonials became 
prey to this behavior outside the church 
services. Members of this sect, examined 
by Beard in 1880(17), exhibited violent 
jumping and twisting movements when 
startled, echolalia, and echokinesis. Beard 
stated: “All the Jumpers agree that it 
tires them to be jumped and they dread 
it, but they were constantly annoyed by 

ir companions.” 
pe has em traditional in much of the 
medical literature to treat maladie des tics 
as though it were identical with latah and 
its cognate disorders. This is almost cer- 
tainly incorrect. Tics, the earliest and often 
the most striking manifestations of Gilles 
de la Tourette's disease, are unknown in 
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latah, whereas the imitation phenomena, 
which are the core of latah reactions, are 
often totally lacking in maladie des tics. 
The coprolalia in latah always follows pro- 
vocation and is never perseverative. Latah 
reactions (with the significant exception of 
“jumping”) are far more common in fe- 
males, maladie des tics in males. Latah is 
never seen earlier than late adolescence. 
Sudden fright is consistently cited as its 
precipitating cause; startle reactions are 
prominent. When Aberle brought 3 persons 
familiar with latah reactions to see case 
#1 of this paper, they were unanimous 
in concluding that maladie des tics was 
clearly not the same as latah(16). Yap 
has suggested that latah reactions are a 
variant of traumatic or fear neurosis to be 
found in cultures with limited control 
over the physical environment(14). 

The etiology of Gilles de la Tourette's 
disease(2, 18-20) remains as obscure as 
it was in his time, though we may dismiss 
the notion of degeneracy, the catchall so 
fashionable in his day(1). Tics may be 
found in post-encephalitic conditions(21 ). 
They may accompany chorea, which may 
or may not be rheumatic in origin(22). 
They may be the symbolic crystallization 
of psychologic disturbances(23), Even 
when psychogenically induced, they may 
prove extremely refractory to psychothera- 
py(24, 25). Contrariwise, the organically 
grounded tic may be diminished, if not 
obliterated, by reduction in emotional 
tension. Consequently, arguments that 
reason from clinical phenomenology to 
hypotheses of origin must inevitably be 
inconclusive, 

The clinical manifestations of maladie 
des tics are responsive to the social en- 
vironment, as our cases demonstrate ; yet 
this in no sense constitutes proof of psy- 
chogenesis, An organic substratum may be 
nonetheless subject to modification or con- 
trol by psychologic influences, since mental 
phenomena are brain events with electrical 
fields (26). In this connection, it is instruc- 
tive to recall Efron's demonstration, in a 
patient with uncinate fits, that the mere 
recollection of odors and a conditioned 
visual imge sufficed to inhibit the fits(27). 

In‘ our fperience, pharmacologic thera- 
py, including sedatives, muscle relaxants, 


and tranquilizers, has been ineffective. At 
this stage of our knowledge, it would 
appear justified to continue efforts at 
psychotherapeutic management, despite 
Heuschers admonition that: the tic phe- 
nomena are defenses against an impending 
psychosis(20), and Mahler and Luke’s 
warning that the release of aggressive and 
erotic material may “weaken the controlling 
powers of the child ticquer"(10). Very 
few of the cases reported in the literature 
have had a thorough trial of intensive 
psychologic treatment, still fewer in the 
early course of their disorder. At the least, 
psychotherapy may be of assistance to 
child and family in dealing with the social 
consequences of the illness. More hope- 
fully, it may succeed in modifying the 
intrapsychic tensions that aggravate, if 
they do not cause, the symptoms. 

Several of our patients gave evidence of 
symptomatic improvement associated with 
psychologic treatment. The one patient 
with an apparently total recovery had the 
benefit of capably administered psycho- 
therapy at two important junctures in his 
life. He had parents who, after psychiatric 
guidance, devoted their total efforts to his 
recovery. They were inclined to ascribe 
great value to home management with its 
concomitant descrease in social stimulation 
to the patient. It is not possible to say 
whether these factors or still other in- 
fluences were instrumental in his recovery. 
Nonetheless, his gratifying response sup- 
ports the wisdom of attempting total psy- 
chiatric management for patients with 
Gilles de la Tourette’s disease. 
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THE COMMUNICATION OF SUICIDAL INTENT : A STUDY OF 134 
CONSECUTIVE CASES OF SUCCESSFUL (COMPLETED ) SUICIDE ! 
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There are many phenomena related to 
successful (completed) suicide that cannot 
be studied adequately by statistical meth- 
ods from coroners’ records, by individual 
case reports, or by obtaining only hospital 
records of suicides who may have been hos- 
pitalized sometime prior to their deaths. 
The communication of suicidal intent is 
one such phenomenon. One method of in- 
vestigating such phenomena is the study of 
a consecutive series of successful suicides a 
short time after their suicidal acts, through 
systematic interviews with relatives, in- 
laws, friends, job associates, physicians and 
others.* By means of such interviews we 
have obtained information concerning the 
expression of suicidal intent by persons who 
recently committed suicide. In the present 
report certain findings concerning suicidal 
communication will be described : 1. The 
ways in which these persons communicated 
their suicidal intentions, whether by a di- 
rect statement or by indirect allusions to 
their imminent deaths. 2. The frequency 
and chronology, as related to the time of 
suicide, of such communications. 3. To 
whom the communications were made. 4. 
The relationships between communication 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958, 

?From the Dept. of Psychiatry and Neurology, 
Washington Univ. School of Medicine, St. Louis, Mo. 

Part of this work was done during the tenure of 
& Medical Student Research Fellowship, United 
States Public Health Service, 

‘Part of this work was done during the tenure of 
a Lederle Laboratories —Washington University Medi- 
cal Student Research Fellowship. 

This method of studying suicide is not a new one. 
Over 30 years ago Serin(1, 2) studied suicides and 
attempted suicides in Paris by interviews with rela- 
tives and others. Since her reports did not separate 
attempted from successful suicide, it is difficult to 
interpret her results. It is also not clear whether a 
consecutive series was studied (she obtained the 
names from newspapers) or whether a systematic 
interview was used. So far as the authors are aware, 
this is probably the first study in which a consecutive 
series was systematically interviewed. 
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or failure to communicate, and sex, age, 
clinical diagnosis, marital state, occupation, 
education, whether a suicide note was writ- 
ten, and whether the person was living 
alone or not. The relationships of these find- 
ings to certain other aspects of successful 
suicide will also be discussed. 


METHOD 


In the one-year period between May 15, 
1956, and May 15, 1957, the coroners of the 
City of St. Louis and of St. Louis County 9 
returned a verdict of suicide in the deaths 
of 134 persons. In 119 of these cases we have 
held a primary interview with close relatives 
or friends within a few weeks to a few months 
after the suicide. The relatives refused an 
interview in 13 cases and 2 suicides were 
transients in St. Louis. In addition to the pri- 
mary interview, interviews were obtained with 
other relatives, friends, job associates, clergy- 
men, landladies, bartenders, nurses, attorneys, 
policemen, and physicians. A total of 305 inter- 
views were done, including ancillary inter- 
views of the 15 persons for whom no primary 
interview was obtained. General and mental 
hospital records, Social Service Exchange and 
police records were also examined. 3 

The primary interview was a systematic 
open-ended interview which lasted an average 
of over 2 hours. This interview covered past 
and present medical and psychiatric history, 
personal and social history, and details of the 
successful suicide and the events which led 
up to it. The following items were particularly 
noted : 1. The ways of communicating suicidal 
intent. 2. The frequency of such communi- 
cation. 3. To whom communicated. 4. Interval 
between the communication and the suicide. 
5. Frequency of repeated expression of sui- 
cidal ideas. 6. Content of suicide notes and 
to whom addressed. 7. Prior suicide attempts, 
number of circumstances. 8. Medical and psy- 
chiatric care given these patients. These items 


We wish to thank the coroners for the City of 
St. Louis (Patrick J. Taylor) and for St. Louis Coun- 
ty (Arnold J. Willmann and Raymond I. Harris) 
and their staffs (Mary Alice Quinn, Mildred B. Sae- 
mann, and Rose Marie Algarda) without whose 
cooperation this study would not have been possible. 


were systematically asked for, and additional 
"information was also obtained in the "free" 
"portion of the interview where the respondent 
gave a description of the person, his illness, 
and the circumstances of the suicidal act. The 
interview also contained items designed to 
elicit the history and symptoms, if present, of 
the psychoses, psychoneuroses, sociopathic 
personality disturbances (psychopathic per- 
sonality, chronic alcoholism, drug addiction), 
P and homosexuality. The clinical diagnostic cri- 
— teria used will be described in another publica- 
tion. Statistical methods used have been de- 
scribed (3). 


. RESULTS 


— Kinds of Communication of Suicidal 
— Ideas.—The most striking finding was that 
Over two-thirds (69%) of the entire group 
| communicated their suicidal ideas (Table 
_ 1). The ways of communicating these ideas 
— were highly varied, requiring 26 categories" 
— to group the responses of the 134 persons 
(Table 1). The most frequent manner was 
8 direct and specific statement of the in- 
— tent to commit suicide (41% of the entire 
— Broup). There were, however, many other 
Í Ways of communicating suicidal ideas. Ex- 
— amples presented below suggest the variety 
_ Of communications of individual persons. 


_ Manic-depressive depression group.—(a) 64- 
pn man. Frequently said that he wanted 
to die, that his family would be better off when 
he Was dead, and that he was going to commit 
Suicide. He threatened to drink a solution of 
— Arano, He began to fear that he would hurt 
If and was taken to the hospital by his 
n Wife. (b) 58-year-old man. He said he would 
better off dead. He put his affairs in his 
Wife's name. On being told he was going to the 
pta. ‘og said, “I know I’m not coming 
* „He spoke frequently of doing the 

l "Dutch" act and often went Chantal a panto- 
_ Mine of shooting himself in the head, saying, 
E had a gun I'd do it myself.” He made two 
1 cide attempts in the 8 weeks preceding his 
- successful suicide, (c) 59-year-old woman. 


She spoke frequently of wanting to die, of 


Ee 26 ways include 25 which were direct verbal 

Scal to suicide and death or to the possibility 

Biia inent death, and 1 which was non-verbal, a 

e attempt, The occurrence, for example, of feel- 

| maid expressions of depression, of hopelessness, 

| $ ness, and of being a burden will be considered 

in the paper, 

€ quoted statements throughout the f are 

tim quotes from nere gs 
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fearing that she would kill herself, and of 
wanting to jump in the river. Shortly before 
her suicide she frequently said, "If I don't get 
better, I’m going to stick my head in the 
oven." She did indeed finally commit suicide by 
putting her head in an oven in a closed room. 
(d) 42-year-old woman. The night before her 
suicide, while combing her 16-year-old daugh- 
ters hair, she suddenly (and quite unchar- 
acteristically) asked, "What would you do 
without me?" Her husband stated that on 
the morning of the day of her suicide she was 
sweeter and more attentive than ever before, 
"She kissed me better than she ever had be- 
fore." 

Chronic alcoholic group.—(a) 37-year-old 
man. The night before his suicide he told 
his friends in a tavern that they would see 
his death notice in the newspapers on Thurs- 
day. This actually happened, since he bor- 
rowed a gun from his brother-in-law on Wed- 
nesday and shot himself that evening. (b) 37- 
year-old man. This man spoke repeatedly of 
wanting to die, of being better off dead, and 
of his family being better off if he were dead. 
He told his 6-year-old child that he was going 
to kill himself. His anguished and pathetic 
communications to his current wife ("Mom- 
my, I'm going to have to go away." "Mommy, 
where are you going to bury me ?” “Mommy, 
I won't be here in the morning. I'm going to 
die tonight." "Oh, Mommy, come and sleep 
with me this one night more, and hold me 
tight, I'm so afraid.") contrasted with his bit- 
ter telephone statement to his ex-wife ("Come 
out and see my grave sometime"). On the day 
of his suicide he took a religious medallion 
with him (which he had never done before). 
Just before his suicide, he called the mother 
of his ex-wife and told her to burn a candle 
for him. (c) 56-year-old woman. She won- 
dered, to her son and relatives, how quick 
death by hanging would be. A week before. her 
death she said, “If things don't change in a 
week, I am going to hang myself by Novem- 
ber 25.” However, she did not wait until the 
25th, but hanged herself on November 23. 
(d) 34-year-old woman. She spoke of killing 
herself on many occasions. On the day of her 
suicide, she said to her husband, “This is the 
last time I will see you.” She committed 
suicide 2 hours later. 

Miscellaneous group: (a) 45-year-old man, 
dying from carcinoma of the lung. On the 
day before his suicide he spoke aloud to a 
friend who had died in 1950. "Wait, George, 
don't get too far ahead, Ill be coming soon. 
On the night before his suicide he pleaded with 
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TABLE 1 


Twenty-Six Kinps oF COMMUNICATION OF SUICIDAL 
Ipeas iN Persons Wo Have COMMITTED SUICIDE 


Manner of Communication daa , NN ien SEAT 
96 % Jo * 

Statement of intent to commit suicide 41 42 41 
Better off dead ; tired of living 26 16 24 
Desire to die 23 19 22 
Suicide attempts 19 32 22 
References to methods of committing suicide 20 10 18 
Dire predictions + 17 13 16 
Statement that his family would be better off if he were dead 15 6 12 
References to dying before or with spouse 7 3 6 
Putting affairs in order, or planning to 6 3 5 
Can't take it any longer ; no other way out 3 3 3 
References to burial or to grave 4 0 3 
Statement of not being afraid, or being afraid, to die 3 0 3 
Talk about suicides of other people 3 3 3 
The game is over ; this is the end 2 3 2 
Insistent that spouse not buy new things for him 2 0 1 
Called old friends whom not spoken to in 10 years H 3 1 
Miscellaneous X 7 13 8 

Total communicating at least 1 suicidal idea 68 74 69 

No communication of suicidal ideas 32 26 31 


* The percentages total more than 100% because some persons used more than 1 kind of communication. 
+} These included such statements as, "I won't be here tomorrow” ; "You'll find a dead man in the street" ; 
"I am going to get off the face of the earth" ; "Don't be surprised if you find I walked into the water” ; 
"I know I'm not coming back (from the hospital)” ; “Some day you'll find me dead” ; “Buddy, goodbye 
now, you don't know how you're going to find me”; “This is your last kiss" ; "I'll never leave alive" ; 


"This is the last time I will see you" ; "By that time it will be too late (when Physician referred her to a 
psychiatrist)" ; "You won't see me again except in a hearse” ; "I won't be here Thursday” ; “If something 


happens to me, don't be surprised.” 
* These included such statements and actions as, 


"I'm going to throw everything in your lap (to son)” ; 


"I will not die a lingering death"; "Im ready to go”; "You'd better watch me, I'm not responsible for 
what I do" ; "Wait, George (to dead friend) don't get too far ahear ; I'll be coming soon” ; asked daughter 
night before suicide, “What would you do without me ?" ; phoned ex-wife's mother and asked her to burn 
a candle for him; repeatedly went through a pantomime of shooting himself (without a gun in his hand): 


his wife, “I saw your (deceased) father, and 
I could take you to him if you want to go.” The 
wife refused. (b) 62-year-old man with an 
undiagnosed psychiatric illness. A year prior 
to his suicide he suggested that he and his wife 
commit suicide together. On the afternoon of 
his suicide, he turned as he was leaving his 
place of business and, with a flamboyant 
gesture, said to his employees, "Goodbye, 
everybody !" (One of these employees who had 
been with him 20 years said that he had 
never before said goodbye when leaving in 
the afternoon.) (c) 31-year-old man with an 
undiagnosed psychiatric illness, During the 
9 months preceding his suicide he spoke re- 
peatedly of wanting to die and of committing 
suicide. On one occasion he pointed a gun 


at his wife and threatened to kill her and 
himself. On another occasion he held a knife 
to his bare chest and taunted his wife saying; 
"I wonder how it would feel.” On a third oc- 
casion he took his wife down to the basement; 
put a rope around a beam, made a hang- 
man's noose, put his head in it and said to 
his wife, "I wonder how it would feel" (d) 
62-year-old woman, dying of lymphosarcoma. 
During the 3 weeks prior to her suicide she 
had repeatedly said, "I'm through. Im 
whipped. This is the end. I can't take it any 
longer.” During the final week she added, “I 
will not die a lingering death.” On the mom- 
ing of her suicide, she kissed her husband 
goodbye as he was leaving for work and said 
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to him, “Darling, this is your last kiss.” She 
committed suicide later that morning. 


As these examples and the data in Table 
1 show, the communicated suicidal ideas 
covered a wide range of explicit state- 
ments and of (inferred) emotional states. 
Most of the statements showed preoccupa- 
tion with suicide, with methods of com- 
mitting suicide, and with death. It was 
stiking that in the vast majority of in- 
stances the relatives and friends did not 
regard these communications as efforts to 
manipulate the environment by playing on 
the emotions of the hearers. Instances of 
taunts (subject (b) in the miscellaneous 
group above), were rare. A small minority 
(5% of the total number of communications) 
appeared to be bitter and hostile. The 
majority were considered as expressions of 
anguish, hopelessness, and defeat, and 


the wish to disappear (“I am going to get 
off the face of the earth.” “You'll never see 
me again"). 

Men and women did not differ signifi- 
cantly in the frequency of suicidal com- 
munication (Table 1). 

Other Features of the Communication of 
Suicidal Ideas: In addition to analyzing 
the content of the suicidal ideas and the 
proportion of persons expressing them, 
other features, including frequency, time 
of expression, and to whom expressed, were 
studied (Table 2). Almost two-thirds (65%) 
of the persons used more than one type of 
expression. The mean number of ways per 
person of expressing suicidal ideas was 3.2. 
In the majority of instances, expressions of 
suicidal ideas were diverse even for indi- 
vidual persons. The ideas were communi- 
cated, on the average, to 2 different groups 


Soy ee ee 
TABLE 2 
Some FEATURES OF THE COMMUNICATION OF SUICIDAL IDEAS 


Men Women Total Group 
N=70 N=23 N=93 
Kinds of suicidal ideas 
Mean number per person od 26 a4 
Proportion of persons with >1 way of communication (%) 68 57 65 
Maximum number in any 1 person 12 d 5 
To whom expressed 
Spouse (4) a S 51 
Relati i ing in- 
M fy Ey, in-laws (%) 34 " "i 
Job associates (% : 
Physicians (&) p o 5 
Others : ministers, police, landlady (%) 5 : 1.8 
Mean number per person * a n 
Repeated vs. infrequent expression 67 
Repeatedly (4) s 5 33 
anger T at most a few times (%) Ls i 
e of first expression of suicidal ideas 
Within 1 year of suicide + (%) a E 3 
More than 1 year, with an increase within 1 year (8) ad 8 14 
pour e 1 year, without an increase within 1 year ( 3 
ere i i 
ug A ande warning by respondents 69 87 73 
31 13 27 


Not genuine x (3) 


2 ay iene is not the mean number of individuals t 
the the number of different groups of individuals to 
Category spouse necessarily refers to a single individual.) 
flt is striking that 39% of the men and 52% of the women 


o whom the suicidal person communicated his intent 
o whom a suicidal communication was made. (Onl; 


(4396 of the total group) first expressed sui 


Cidal ideas within 3 months of the time of their suicides. 


hacen as “not genuine” if there were occasional i 
tie, felt it was a threat and that it did not signify 
way even if there were other times when the statement of su 


nstances when the person to whom suicidal idea wa: 


a real intent to commit suicide. It was score 
icidal intent was considered genuine. 
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TABLE 3 
COMMUNICATION oF SuicipaL Ineas: D1acnostic GROUPS 


Diagnostic Group 


Manic-depressive depression? 
Chronic alcoholism} 
Miscellaneous illnesses* 


Total 


*42 men and 18 women. 
+27 men and 4 women. 
X34 men and 9 women, including, among the men, 


addict, 17 undiagnosed psychiatric illnesses, 3 insuffi 


Number and Proportion Communicating 
by Any Means (see Table 1) 
Women "Total 
No. 906 No. 06 
29 69 12 67 41 68 


Men 


20 4 CAE EET ES, 
2 62 NUM Cog. cet 
HOW (68. e 939. — 74 93 . 69 


4 chronic brain syndromes, 5 schizophrenics, 1 drug 
cient information for diagnosis, 3 with terminal medical 


illness, and 3 who apparently were clinically well; and, among the women, 1 chronic brain UEUS 5 
terminal medical illnesses, 1 conversion reaction associated with drug addiction, 3 undiagnosed psychiatri 


illnesses, and 2 insufficient information for diagnosis. 


+Percentages not calculated, less than 10 women in eaċh group. 


E a A a eda abar o oo 
TABLE 4 
SPECIFIC STATEMENT OF INTENT TO Commir Surcme: Dracnostic Grours 


Manic-depressive depression 
Chronic alcoholism 
Miscellaneous illnesses 


Men Women Total Group 
No. 96* No. %* No. 96* 
18 43 5 28 23 38 
15 56 4-, o 19 59 
9 26 4 -H 13 31 


SUL MURAT A, 85... d 


*Percentages based on total diagnostic groups, not just those persons communicating suicidal ideas. 
+Percentages not calculated, less than 10 women in each group. 


(footnote, Table 2); and in two-thirds 
(672) of instances the communications 
were repeated, Thus, not only did the com- 
munications occur in a high proportion of 
cases but they tended to be multiple, re- 
peated, and expressed to a number of dif- 
ferent persons. 

A question arises whether these commu- 
nications were of long standing or reflected 
only a current preoccupation with suicide 
and death. In almost three-quarters of the 
Persons (73%) these ideas had been ex- 
pressed for less than 1 year and in 43% for 
less than 3 months. Of the remaining 27%, 
13% of those who had expressed these ideas 
prior to 1 year ago had shown an increase 
in the frequency of the communications 
within 1 year, Therefore, 86% of the persons 
who were reported to have expressed sui- 
cidal ideas had recently expressed them for 


the first time or had shown a recent intensi- 
fication of these ideas. 

Since all these persons had in fact com- 
mitted suicide, one might expect respond- 
ents retrospectively to change their opinion 
as to whether the threat of suicide had been 
genuine. It was of interest, however, that 
one-quarter of the respondents still reported 
that they thought that at times the suicidal 
ruminations had not been genuine (Table 
2). There were others who felt that the 
communications were genuine but were 
nevertheless irritated and angered by them. 

In Table 2 the only difference between 
men and women which was statistically 
significant (significance ratio, 2.27) was 
the greater proportion of women who com- 
municated suicidal ideas to their phy- 
sicians. This may be a reflection of the fact 
that a greater proportion of the women than 
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of the men were seen by physicians for their 
psychiatric symptoms within a year prior 
to their suicides. 

Relation of Communication of Suicidal 
Ideas to Clinical Diagnosis—For purposes 
of the present report, the suicides have been 
divided into 3 groups by clinical diagnosis : 
Manic-depressive depression,® chronic al- 
coholism, and a miscellaneous group. (See 
Table 3). No significant differences were 
found between the groups as to the num- 
ber who communicated suicidal ideas. A 
comparison of the 3 groups with respect to 
the variables in Table 2 shows that the 
chronic alcoholics significantly more fre- 
quently expressed a greater variety of sui- 
cidal ideas than the other 2 groups (means : 
alcoholics 4.2, manic-depressive depressions 
3.1, and miscellaneous group 2.5). There 
were no differences among the diagnostic 
groups with regard to whom the ideas were 
expressed, to whether the expression was 
repeated, and to the time of first expressing 
these ideas. The suicidal communications of 
the chronic alcoholics were considered to 
be not genuine (see footnote to Table 2 
for definition) in 462, of the miscellaneous 
group in 25% and of the manic-depressive 
group in 17%. The difference between the 
alcoholic and manic-depressive groups was 
“ria significant (significance ratio, 


More of the chronic alcoholics made the 
Specific statement of intent to commit sui- 
cide than did the manic-depressives (sig- 
nificance ratio, 1.92) or the miscellaneous 
group (significance ratio, 2.41) (Table 4). 
Since in Table 3, the chronic alcoholic 
group also had the highest proportion who 
communicated suicidal ideas (although not 
natistically significant), there may be a real 

"t slight tendency for the chronic alco- 


chona $ diagnostic term is used to include also psy- 
dolis oe reaction and involutional melan- 
Cad ret between the diagnoses of manic- 
will be "i pression and neurotic depressive reaction 
Pole iscussed in another paper. Here it should be 
: dent that there was no patient who had only 
It is the beet T obsessive, or conversion reaction. 
called crite of the authors that what is ordinarily 
Pre-existin s3 ic depressive reaction, im the absence of 4 
a CHR clinically evident meurotic disorder, is 
delusi pressive (or psychotic) depression without 

Ons.or grossly apparent psychomotor retardation. 
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holics to be more communicative in this 
respect. 

Relations of Communication of Suicidal 
Ideas to Selected Social Variables (Table 
5)—Sex, age, marital state, socio-economic 


TABLE 5 
Tue RELATION OF THE COMMUNICATION OF 
SUICIDAL ĪDEAS TO SELECTED SOCIAL 


VARIABLES 
Social Variables Proportion Who 
Communicated 
Suicidal Ideas 
Sex 
Men (N=103) 68 
Women (N=31) 74 
Age : 
«44 (N=36) 75 
44-59 (N=45) 67 
>59 (N=53) 70 
Marital State 
Married (N=83) 69 
Not Married (N=51)° 74 
Religion 
Protestant (N=60) 67 
Catholic (N=30) 73 
Jewish (N=6) 1 
None (N=20) 175 


Other Members of Household 
Immediate Family (N=90) 70 
Other Relatives (N=13)* 69 
None (Living alone) (N=30) 73 

Income (Annual) 


<$3000 (N=28) 71 

$3000-$5000 (N=43) 70 

>$5000 (N=24) 50 
Education 

8 grades or less (N=59) 76 

>8 grades (N=45) 64 
Occupation 

Lower status (N=52)° 66 

Higher status (N=72)° 69 


* Not married includes never married, divorced, 


separated, and widowed. f 
S Percentage not calculated ; N is less than 10. 


x Includes 2 persons living with friends. , 

© Lower status—lower than skilled workers ; higher 
status—skilled workers or higher. Housewives occupa- 
tional statuses were classified according to their hus- 
bands’ occupations. 


e 


status, religion, and whether living alone or 
not did not significantly affect the propor- 
tion of suicides who communicated their 


suicidal ideas. 


730 


Relation of the Communication of Sui- 
cidal Ideas to the Leaving of a Suicide 
Note—Of the 93 persons who had commu- 
nicated their suicidal ideas, 37% left a sui- 
cide note; of the 41 persons who did not 
communicate their suicidal ideas, 27% left a 
note. Therefore, there was no significant 
relationship between prior communication 
of suicidal ideas and leaving a suicide note. 

Psychiatric and Medical Care—The direct 
communication of suicidal ideas and of 
preoccupation with death has been dis- 
cussed. The question arises whether these 
were isolated statements and actions in 
persons who gave no clear evidence of be- 
ing clinically ill. From the diagnoses pre- 
sented in Table 3 it is evident that only 3 
persons, all men, could be considered clin- 
ically well. In the remainder of the suicides 
(131 persons), there was little or no ques- 
tion of the presence of either a terminal 
medical illness or a psychiatric illness, even 
though a clear-cut diagnosis could not al- 
ways be made in the latter group. People 
in whom a clear-cut diagnosis could not 
be made were considered psychiatrically 
ill if they had a multiplicity of psychiatric 
symptoms or disturbances in behavior. In 
the manic-depressive group, the symptoms 
and behavior disturbances were usually of 
only a few months' duration, whereas, in 
the chronic alcoholics, the disturbances 
were of at least 5 years and more fre- 
quently of over 10 years' duration. In the 
vast majority of instances, therefore, the 
suicidal ideas and the eventual suicide 
were the accompaniments and culmination 
of an obvious and severe psychiatric dis- 
turbance. The respondents knew the sui- 
cides were clinically ill not only because 
they directly communicated suicidal ideas 
but also because they had other symptoms 
—for example, depression, loss of interest, 
joylessness, anorexia, weight loss, insomnia, 
job disability, delusions, and excessive al- 
coholic intake with its consequences. These 
perceptions of the respondents are sup- 
ported by the findings that within the year 
preceding the suicide, over 50% of the 
group had had medical or psychiatric care 
for psychiatric disease, including approxi- 
mately one-fifth who had seen a psychiatrist 
and some of whom had been in a psy- 
chiatric hospital. It is noteworthy that an 
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uncomplicated "neurosis" (anxiety reaction, 
conversion reaction, or obsessive-compul- 
sive reaction) did not occur in any person 
in the study. Communication of the possi- 
bility of suicide, therefore, involves not only 
the direct allusions to suicidal ideas by the 
suicidal person but also the awareness on 
the part of the respondent that this is not an 
"ordinary kind of nervousness" (a quote 
from a respondent) even in a severe form, 
but that there has been a recent change in 
the person or that his uncontrolled alco- 
holism has got him into serious difficulties. 


DISCUSSION 


Methodological Considerations—This is 
probably the first study of an unselected 
series of suicides in which relatives and 
other relevant persons were systematically 
interviewed shortly after the suicide. As 
to the validity of these respondents’ reports, 
we can only point out that the descriptions 
of the illnesses from which the suicides 
suffered were detailed and coherent enough 
to allow a specific diagnosis to be made 
in 82% of the cases, although the diagnostic 
features of these illnesses were unknown to 
the respondents. This suggests that the 
respondents were reasonably accurate ob- 
servers of these phenomena. The whole 
problem of the validity of psychiatric his- 
tories taken from relatives or even from 
patients themselves is a largely neglected 
area in psychiatric investigation. 

There are certain hiatuses in our knowl- 
edge of the suicides which are inevitable 
when the ill person himself is not examined. 
These, however, do not seem especially im- 
portant for the purposes of the present pa- 
per. With regard to communication, the 
recipient of the communication is as inte- 
gral a part of the communication process 
as is the communicator, and it may be as 
valuable to interview the recipient as it is 
to interview the communicators. In fact, 
it is our impression that we received a more 
extensive, lucid, and verbatim report from 
the respondents about the communication 
of suicidal ideas than it is possible to obtain 
from suicidal patients themselves. 

It should be emphasized that the reports 
of suicidal communications, although strik- 
ingly frequent in these persons, probably 
represents only a minimal figure. It is 
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likely that at least some of the 31% of the 
suicides whom we report as having not 
made a suicidal communication actually 
had made such communication to someone 
who was not interviewed or had made one 
to the respondent interviewed which he 
subsequently forgot or did not tell us. 
Communication of Suicidal Ideas—Our 
most striking finding was that two-thirds 
‘of the persons who commit suicide com- 
municate their suicidal ideas and preoc- 
cupation with imminent death prior to the 
suicida] act. Persons who talk about suicide 
may, therefore, very well commit it. In the 
majority of instances these communications 
are repeatedly verbalized, diverse in con- 
tent, and expressed to many different per- 
sons. In three-quarters of the suicides who 
communicated their suicidal ideas, their 
expression is of recent onset and is not 
found in the persons' usual behavior. The 
vast majority of these persons were clin- 
ically ill prior to their suicides, and half 
of them had received medical or psychia- 
tric care for their psychiatric illness. There 
were, therefore, 2 factors involved in com- 
munication of suicidal ideas: the direct 
expression of such ideas, and the percep- 
tion by the relatives, physicians, and often 
by the suicidal person himself that he was 
TA at least very different from his usual 
Analysis of the Results as a System of 
~ommunication—We were greatly aided 
in this analysis by the formal description 
of the process of communication by Hov- 
land and his colleagues(4, 5). The study of 
communication requires the investigation 
E analysis of 4 factors(5) : (a) The one 
Ay Mem the communication, that is, the 
Piin Person. (b) The content of the 
i ye tia (c) The audience respond- 
lends the communication (relatives, 
da S, job associates, physicians, and 
lin in (d) The responses made by the 
lence, 
son), The communicator. Since these per- 
that emitan suicide, it must be accepted 
easily P Piae to die. Perhaps the most 
b Sex de. ood behavior would have 
self and to Lowe to decide to kill him- 
tion. Since thi t any communica- 
brity of i s did not happen in the ma- 
nstances, what are some of the 
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possible explanations ? There are at least 4. 
The first 3 possibilities imply a specific pur- 
pose in making the suicidal communication, 
First, the person is ambivalent about dy- 
ing, both wanting and not wanting to, or 
being afraid of dying. His communications 
may be considered as a means of bringing 
his plight to the attention of others so that 
they can help him. Second, the communi- 
cations may reflect the desire to warn the 
audience of what the communicator is 
about to do and, therefore, in some way 
prepare them for his death so that it will 
be less of a shock. Third, even though he 
wished to die, the communications are also 
meant as taunts or threats. A possible sub- 
category would consist of this hostile use of 
the communications without a genuine de- 
sire to die. This subcategory probably oc- 
curred only once in this series, since only 
one of these deaths appeared to be acci- 
dental resulting from a spurious suicide 
attempt. The fourth possibility contrasts 
with the first 3 in that it does not imply a 
specific purpose. The nature and conse- 
quences of the illnesses from which these 
persons suffer might be such that the per- 
son becomes so preoccupied with ideas 
of suicide and death that he is merely ex- . 
pressing the content of his thoughts, rather 
than trying to achieve any particular goals 
through his suicidal communications. In 
analyzing our data (see especially Table 1) 
we have the impression that all 4 explana- 
tions are relevant in some cases, but that 
the fourth possibility is the most common 
reason for the expression of suicidal ideas. 
(b) The content of the communication. 
The contents have been described in de- 
tail. The outstanding characteristic is that 
they probably tended to produce anxiety 
and arouse fear in the respondents. ; 
(c) The audience. The chief characteris- 
tics of the audience relevant to the present 
analysis are : whether those who received 
the suicidal communications desired the 
death of the communicator, were indifferent 
to it, or were distressed by it. As far as 
could be ascertained from our interviews, 
only a very small minority of the respond- 
ents appeared to desire or welcome the 
death of the suicidal person, or to be in- 
different. The indifference did not appear 
to be complete; the suicide was at least 
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unwelcome and unpleasant to this group. 
By far the largest number of respondents 
were genuinely distressed and upset by 
the suicidal death. 

(d) Responses of the audience. The ma- 
jority of the respondents expressed a feeling 
of marked tension. They were being re- 
peatedly warned of the possible or even 
probable occurrence of a dire event about 
which they could do nothing definitive. 
They did not feel able either to prevent.the 
suicidal act or to ameliorate the psychiatric 
illnesses. Nor had they been able to turn 
total responsibility for the person over 
to anyone else. Although half of the sui- 
cidal persons had been seen by a physician, 
only 6% were in a hospital at the time of 
their suicides. In the majority of the re- 
maining cases, therefore, the respondent 
felt some degree of responsibility for the 
suicidal person prior to and at the time 
of the suicide. 

What then are the ways in which the 
respondents attempted to deal with this 
dilemma ? Their attempts will be analyzed 
in accordance with the discussion of Hov- 
land, Janis, and Kelley (5) concerning audi- 
ence response to what they term fear- 
arousing appeals. The work of these authors 
is based on an experimental situation in 
which the communicator was, for the most 
part, directly threatening the audience 
with pain, cancer, etc., if they did not take 
care of their teeth properly. In spite of the 
marked differences between this experi- 
menta] situation and the present study, 
many aspects of their analysis are never- 
theless applicable. Like their respondents, 
our respondents tended to deal with the 
dilemma in 3 ways :° 1. By changing their 
original attitudes toward the communica- 
tion itself ;.2. By changing their attitudes 


10lt must be emphasized that we do not have sys- 
tematic data concerning the respondents’ ways of deal- 
ing with this dilemma. Not only were these sorts 
of questions not asked systematically in the ques- 
tionnaire but also too close questioning of the 
respondents concerning their own feelings or actions 
tended to break up the interview, The ways to be 
described in which respondents dealt with this 
dilemma, therefore, will represent examples where 
we have clear evidence that at least a few of the re- 
spondents used this technique. This area of audience 
responses appears to be a fruitful one for further 
research on the nature of suicide, 


to the communicator ; 3. By changing their 
perceptions of their own roles in this situ- 
ation. 

Changes toward the communication itself 
included the following: The outright re- 
jection of a fear-arousing communication, 
when after the first rush of dismay and 
alarm, the respondents began to regard the 
possibility of suicide as improbable (“I 
thought he didn’t really mean it.” “I didn’t 
think it would happen.") or, if possible, 
then perhaps at some remote time (“He 
might do it but not now. Maybe if he gets 
worse"). Since it was usual for the suicidal 
person to communicate his suicidal ideas 
repeatedly and over a period of time, the 
respondents began to discount their seri- 
ousness because of their frequent repetition 
with no suicidal action having been taken 
("She had been saying it for so long I 
became more used to it"; *He'd said it so 
many times, I just began to hope it would 
never happen."). Finally, we have the im- 
pression that a very high level of anxiety 
in the respondent acted directly in some 
fashion to reduce his panicky and severely 
distressful reactions to the suicidal com- 
munication (“I just got worn out with the 
constant worry"). 

Changes in attitudes towards the suicidal 
person included the following: After the 
initial shock and belief that the suicidal 
person might commit suicide, the respond- 
ent would cease to believe that the suicide 
would happen because, “He had never 
talked or acted this way before. It just 
wasn't him. He couldn't do something like 
that" Related to the preceding response 
was the belief initially that the person was 
ill and as a result he might commit suicide. 
This would then change to the idea that 
he was ill but not sick enough to commit 
suicide ("He's sick but he's not that much 
‘off’ ; he won't do it. He's just not himself"). 
In other instances the respondents became 
so angry and irritated at the suicidal per- 
son's repeatedly making them anxious an 
distressed ("I got so mad at her constantly 
talking about it (suicide and death) that I 
just didn’t listen.") that they rejected the 
significance of the communication. Finally, 
a mixture of anger and outright disbelie 
occurred when the suicidal person taunt 
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the respondent with his suicidal communi- 
cations. i 

Changes in the respondents’ perceptions 
of their own roles: It was our impression 
that initially the critical considerations 
here were whether the respondent had little 
or no idea of what to do for the suicidal 
persons or whether he believed he should 
see a psychiatrist or other physician. In the 
cases where a psychiatrist or other physi- 
cian had examined the suicidal person and 
had not hospitalized him or had hospital- 
ized him only briefly, the respondents were 
left with the problem of a communicator 
who was in part their responsibility and 
for whom they knew nothing definitive 
to do. As a result, the original picture of 
themselves as being helpful and effective in 
getting the suicidal person to a physician 
was changed and they were left with an 
insoluble problem. It should be pointed 
out that there is a lack of realistic informa- 
tion concerning what a respondent should 
do when confronted with this kind of situ- 
ation. This is due to a lack of knowledge of 
the medical profession and not only of the 
respondents. No clear-cut information is 
available to physicians or to the public as 
to what should be done in this situation. A 
very real dilemma, therefore, confronts 
the respondent. 


SuMMARY 


.l. A study of the communication of sui- 
cidal ideas by 134 consecutive suicides has 
been done by means of systematic inter- 
views with family, in-laws, friends, job 


associates, physicians, ministers, and others 
a short time after the suicide. 

2. Two striking findings were that over 
two-thirds (69%) of the suicides had com- 
municated suicidal ideas and that 41% had 
specifically stated they intended to com- 
mit suicide. In the majority of instances, the 
suicidal communications were of recent 
onset (months), repeatedly verbalized, and 
expressed to many persons. 

3. Another striking finding was that 98% 
of these persons were probably clinically 
ill prior to their suicides. 

4. The frequency of expression of sui- 
cidal ideas was not significantly related to 
age, sex, marital state, religion, whether 
living alone or not, clinical diagnosis, occu- 
pational status, income, or education. 
Chronic alcoholics had a somewhat greater 
tendency than the other diagnostic groups 
to make the specific statement that they 
intended to commit suicide. 

5. The communication of suicidal ideas 
was analyzed as a general system of com- 
munication with reference to experimental 
psychological studies. 
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AN EXPERIMENTAL STUDY OF THE RELATIVE EFFECTIVENESS 
OF VARIOUS COMPONENTS OF ELECTRO-CONVULSIVE 
THERAPY? 


N. Q. BRILL, M.D., EVELYN CRUMPTON, Pu.D., SAMUEL EIDUSON, Pu.D., 
H. M. GRAYSON, Pu.D., L. I. HELLMAN, Pu.D. anv R. A. RICHARDS, M.D.? 


Although ECT is used extensively in the 
treatment of emotional illnesses, it has 
never been firmly established whether it is 
the electrical current itself (and its effect 
on the brain) or the unconsciousness which 
is produced, or the resulting motor con- 
vulsion, or all three—which produce the 
beneficial effects. 

This study was undertaken to determine 
the extent to which each of these com- 
ponents contributes to the therapeutic ef- 
fectiveness of electroconvulsive treatment. 

Sixty-seven male patients with chronic 
schizophrenic reactions and 30 patients 
with schizoaffective disorders or depressive 
reactions were studied. Many of the pa- 
tients had received electroshock treatment 
previously with beneficial effect. Patients 
whose conditions and histories suggested 
that improvement with shock treatment 
could not be expected were excluded. 


PROCEDURE 


The patients were assigned at random to 
one of 5 treatment groups ; orthodox ECT, 
ECT plus anectine, ECT plus pentothal, 
pentothal alone, and nitrous oxide alone. 

The regular ECT treatment involved the 
introduction of electric current into the 
brain with loss of consciousness and grand 
mal seizure. The ECT plus anectine treat- 
ment differed from regular ECT only in 
having the major portion of the motor com- 


1 Read in full at the 114th Annual Meeting of 
The American Psychiatric Association, San Francisco, 
Calif., May 12-16, 1958. 

? From the Veterans Administration Center (Brent- 
wood Neuropsychiatric Hospital) Los Angeles ; the 
Department of Psychiatry, University of California 
School of Medicine, at Los Angeles ; and The Neuro- 
Psychiatric Institute. This study was supported in 
part by a grant from the Southern California Society 
for Mental Hygiene. 
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ponent of the grand mal seizure eliminated 
by the prior administration of 12-20 mg. 
of anectine. In the ECT plus pentothal 
treatment, the same elements were in- 
volved as in regular ECT except that un- 
consciousness was rapidly induced prior to 
each treatment. 

The two non-shock treatment types, pen- 
tothal alone and nitrous oxide alone, both 
involved repeated, rapid induction of un- 
consciousness but no electroshock. The 
usual duration of unconsciousness was quite 
similar for all of the types of treatment, and 
the length of time spent in the recovery 
room was held constant. 

Every effort was made to keep the pa- 
tients from knowing which treatment they 
were receiving. Electrodes were applied to 
all patients, regardless of type of treatment, 
and a minimal amount of cutaneous elec- 
trical current (20 milliamperes) was briefly 
applied to the pentothal group. The sub- 
jects were assigned to the treatment groups 
by one person who had no knowledge of 
the patients and was not involved in their 
treatment. No one who was concerned with 
evaluation knew what treatment the patient 
was receiving, 

Treatment was given 3 times a week; 
generally a course of 20 treatments was 
administered to each patient. All patients 
participated in the regular hospital ac- 
tivities program, but no individual or group 
psychotherapy was given during the period 
of active treatment. 


RESULTS 


Three different methods were used to 
rate improvement one month after the end 
of treatment. The three methods were : 1 
Clinical psychiatric evaluation, 2. The Lorr 
Scale psychiatric rating scale, and 3. An 
analysis of a battery of psychological tests. 
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A fourth measure of improvement was de- 
rived by combining these 3 ratings and a 
patient was judged to have improved if 
he was rated as improved by at least 2 of 
the 3 different methods. 

The improvement percent for the total 
group was 49.7% on clinical evaluation ; 
52.12 as measured by the Lorr Scale, and 
45.7% by the psychological tests. Forty-nine 
point five percent were improved in 2 out 
of 3 of the scales. Regular ECT, ECT and 
anectine and nitrous oxide appeared to 
give somewhat higher improvement rates, 
but on statistical analysis the differences 
were no greater than might occur by 
chance, This is the case too, for the im- 
provement percentages in the shock vs. 
non-shock groups. 

Although no statistically significant bias 
existed in the placement of patients in the 
various treatment groups, they were not 
precisely equal in the actual proportion of 
schizophrenics and depressives. The groups 
with the best improvement rates (ECT and 
ECT with anectine) had the highest num- 
ber of depressives, This does suggest the 
possibility that the results are actually in- 
fluenced by this difference, even though 
the difference is not large enough to be 
Statistically significant. 

To determine whether different results 
were obtained with the various treatment 
methods in the depressive group, we an- 
alyzed the results in the depressive group 
alone. We found that the improvement 
scores were not reliably affected by the 
type of treatment in spite of some apparent- 
ly marked differences in improvement rates 
~primarily because the percentages were 
based on a very small number of cases. 

It is possible that such differences as 
were found in the depressive group might 
Prove to be significant in a larger number 
bore which would be consistent with 

excellent response of depressed patients 
A ECT). However, for the schizophrenics, 
m number of cases is large enough so that 
he likelihood is excellent of obtaining 
Similar results with a comparable group of 
Patients ; ie., no significant difference with 

e 5 methods of treatment. 
ey 1s possible that the effective therapeu- 
i ep grag of ECT is the repeated rapid 

uction of unconsciousness in the patient 


which is a cataclysmic event both from the 
neurophysiological and emotional points of 
view. Another possibility is that the pri- 
mary therapeutic factor is the psychological 
meaning of the treatment to the patient. 
When patients are questioned about their 
feelings about shock treatment there is little 
doubt that they see it as a threat to their 
lives—judging from their comparing it to 
“going to the electric chair” or fearing “that 
they'll be burned to a crisp," or “never 
wake up.” To some it may fulfil desires 
for punishment, to others the hope for 
death and rejuvenation, and to others it 
may mobilize ego defenses and increased 
attention to reality—in the face of a treat- 
ment that is perceived as a threat to their 
very existence. 

Electroencephalographic, neurological 
and physiological examinations and tests 
performed before, during, and after the 
course of the treatments gave no evidence 
to substantiate the hypothesis that improve- 
ment with electroshock treatment was re- 
lated to the degree of organic impairment 
produced in the brain by the treatment. No 
implication is made that electroconvulsive 
treatment is not helpful. What is suggested 
is that the more traumatic components of 
ECT (ie. the electricity and the convul- 
sions) might be eliminated without reduc- 
ing the effectiveness. 

It should be emphasized that the results 
of this study can be generalized only to 
comparable groups of patients. At first 
glance our results in treating depressions 
appear to conflict with the results of years 
of clinical experience—in that our 30 schizo- 
affectives and depressives did not respond 
significantly better to the 3 varieties of 
ECT than to the non-shock types. Perhaps 
twice the number of cases would have been 
enough to demonstrate statistically signifi- 
cant differences. It would, however, still 
be necessary to explain why nitrous oxide 
was more effective than ECT and pentothal. 

Finally, it is possible that our depressed 
patients being VA patients, had a larger 
component of character disorder than 
would be found in similar patients in other 
hospitals and therefore were not influenced 
as much by electrical treatment or one of 


its variations. 
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TWO-YEAR FATE STUDY OF PACATAL-TREATED PATIENTS 


PAUL E. FELDMAN, M. D.1 


Two years have elapsed since the writer 
reported upon the effects of Pacatal therapy 
upon a series of 130 chronically psychotic 
patients(1). At present a number of ques- 
tions pertaining to these patients seems per- 
tinent. 

How many of them are still being treated 
with Pacatal? How does the present dos- 
age compare with the original therapeutic 
dosage ? Is there evidence that prolonged 
administration of Pacatal leads to tolerance 
formation ? Do side effects persist ? At the 
same frequency as observed earlier in the 
course of treatment P How many of these 
patients have been released from the hos- 
pital and what has been their fate ? 

The answers to these questions were 
sought for by reviewing case histories, 
progress notes, interviewing patients, their 
physicians and ward personnel and by cor- 
responding with patients (and their 
families) who had been released from the 
hospital. 

As a labor and time saving device, the 
study was limited to 50 of the patients from 
the series who were selected on a random 
basis. No difficulties were encountered in 
obtaining the desired data, though it was 
presumed that the families of released pa- 
tients were not competent to judge toxicity, 
and this aspect of the inquiry was deleted 
from the questionnaires which were mailed. 


RESULTS 


Half of the patients are still receiving 
Pacatal or are no longer receiving any form 
of chemotherapy (9 on; 16 off ) The 
reasons for discontinuing Pacatal varied 
from (a) persistence of side effects during 
the initial therapeutic period, to (b) a 
physician's comment that the patient “was 
getting along fine without drugs." 

The remaining half of the series are now 
being treated with other phenothiazine 
compounds. Their changes in medication 
were prompted by (a) persistence of side 
effects (as above), or (b) dissatisfaction 
with progress made by the patient. 

1 Director i 
State Hospital. Corm rm rus tom 


Of the 9 patients still receiving Pacatal 
(for an average of 3 years), 2 of them are 
still receiving their original dosage, 5 have 
had an average dosage reduction of 40% 
and 2 patients have had a 50% increase in 
dosage. These same 9 patients are at pres- 
ent completely free of any signs of toxicity, 
even though 6 of them originally had multi- 
ple side effects (blurred vision, constipa- 
tion, rash, dryness of mouth, hypotension, 
dizziness and drowsiness). These side 
effects appear to have dissipated completely 
with the passage of time. 

Eighteen patients (36%) have responded 
to Pacatal to the extent that they have 
been released from the hospital. Nine of 
them, since their release, are no longer re- 
ceiving any form of chemotherapy ; 4 are 
still receiving Pacatal and 5 have been 
changed to some other type of medication 
by their family physicians. Inquiry into the 
reasons for the latter varied from “I don’t 
know anything about Pacatal” to “I thought 
I would try something new,” the latter 
usually as a result of the physician having 
received an advertisement of a newer com- 
pound, 

A study, similar to this one, but on 
Thorazine-treated patients was made by the 
writer(2). Table 1 compares the findings 
in the two studies : 


TABLE 1 
COMPARISON OF PACATAL AND THORAZINE 
Two-Year Fottow-Ur 


Pacatal — Thorazine 

Release Rate 36% 26% 
Continued Toxicity None Some 
Returns from Parole 8.5% 11% 
Hospitalized Patients 

still Receiving Drug 18% 65.5% 
Improvement Maintained 

for Two Years Yes Yes 
Tolerance Formation None None 
Maintenance Dosage Smaller Smaller 


For all practical purposes, the findings 
in both studies are similar, The only signifi- 
cant difference appears to be in the per- 
centage of hospitalized patients still re- 
ceiving drug, and this difference is 
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explainable upon the basis of the two 
years intervening between studies and the 
greater variety of potent compounds avail- 
able during the course of the Pacatal study. 


SUMMARY 


It may be implied from the data col- 
lected that tolerance formation does not 
occur and that the maintenance dosage is 
substantially smaller than the original 
therapeutic dosage. There is no evidence 
of continued toxicity and those patients 
treated continuously with Pacatal for 3 


years are remarkably free of side effects. 
Remission following Pacatal therapy ap- 
pears to be a stable one and only 8% of 
the released patients have found it neces- 
sary to return to the hospital. 

The findings in this study are similar 
to those obtained in a 2-year follow-up 
study of Thorazine-treated patients. 
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MUSIC THERAPY FOR THE MENTALLY RETARDED 
FREDERICK EDWARD KRATTER, M. B.! 


Music as a means of psychomedical 
therapy has been recorded in the histories 
of the ancients and it has been known for 
a long time that soft, subdued music has 
à relaxing, soothing effect on the mentally 
disordered while stirring music has a rous- 
ing influence on the listener's mood. 

Within the last decade music therapy has 
found its way into hospitals for the mental- 
ly retarded. The music so provided is par- 
a remedial to the lower grade de- 
UN eth whom it is otherwise difficult 
A lg a E personal rapport, and also 
tarded, aladjusted and. psychopathic re- 

Rhythm bands are capable of exerting a 
TED influence on emotionally un- 
S ret gs enabling them to shed 
vu 2 their tensions and aggressive 
P s, evelop a sense of rhythm and in- 

ase group cooperation and teamwork. 
Ment increased rapport is of as- 
thet e to the physician and teacher in 

r efforts to render better service to the 
efective, 

y ue cooperation of defectives is achieved 
alin = d numbers of rousing char- 
swing ic „as marches, active songs and 
tet meh Which appeal to their kinaes- 
tarded nsory levels, The lower grade re- 

d cannot be reached in many cases 

1 Senior 


Thiells, et Psychiatrist, Letchworth Village, 


by means of the spoken word alone for 
they are either too dull, inattentive, dis- 
tracted or restless. It is precisely with such 
persons that rhythmic music can establish a 
personal contact between the therapist and 
patient. His interest and attenion are 
reached through the utilization of his 
lower brain centres (hypothalamus, thala- 
mus, cerebellum), and once his sensations 
and feelings are aroused, the infracortical 
levels stimulate the higher cerebral cen- 
ters, establishing “a reverberating circuit 
motion(1).” Music, therefore, serves as a 
link between the patient’s id and ego. 

In order to reach the mood and tempo 
of the retarded, it is necessary to utilize 
appropriately selected music in slow and 
graded stages initially. Their response is 
a gradual one and with repetition and time 
they manifest an increasingly alert state of 
purposefully directed attention and con- 
centration until contact and volition are 
established. 

The presentation of music follows a stan- 
dardized sequence in form of rhythm, 
melody, harmony and pictorial association 
(RMHMP). The music must be chosen to 
fit the patient’s frame and speed of mind. 
An apathetic, withdrawn defective would 
be more readily captured with music that 
is sad and slow rather than fast and gay 
and conversely, restless, inattentive pa- 
tients would be more easily reached by 
music with a loud, fast and cheerful tempo. 
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This procedure is expressed as the iso- 
principle. It denotes that the music's initial 
quality and speed must be in "iso-relation" 
with the mood and tempo of the retarded 
patient. Once the instructor has musically 
worked himself into the patient's mood and 
temporarily has held his attention, a shift 
of attention to a different tempo or mood 
can gradually be developed by the use of 
music of contrasting character. It it this 
“level attack" which finally achieves the 
therapeutic effect. 

During the affect determining intro- 
ductory period, compositions are selected 
to suit the defective's current mood. Then 
gradually in phases and without any sud- 
den changes, increasingly stimulating, 
cheerful music is presented, which is de- 
signed to stimulate his powers of coopera- 
tion, imagination and associations, Rhyth- 
mic swing music has a particularly strong 
appeal and effect on the instinctive, kinaes- 
thetic, primitive functional levels of the 
defective. 


Joyful, fast, shrill, loud and vigorous 
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music appeals to them most strongly, and 
it is apt to release pent-up energies and 
pleasurable sensations. Rhythmic music 
should also be combined with frequent 
dancing and singing lessons as such a 
complementary approach stimulates the de- 
fectives’ lower and higher brain centres 
most beneficially. 

In conclusion I should like to list some 
well tried classical numbers of rousing 
quality for purposes of music therapy for 
the mentally retarded: Hungarian Rhap- 
sody No. 2, Liszt; Toreador Song, Bizet ; 
Perpetuum Mobile, Strauss; Pizzicato 
Polka, Strauss ; Helen Polka, Wladyslaw ; 
Bumble Bee, Rimsky-Korsakoff ; Ever or 
Never, Waldteufel ; Skater’s Waltz, Wald- 
teufel; Prelude Opus 28, No. 1, Chopin ; 
Egmont Overture, Beethoven; and Sixth 
Symphony, Third Movement, Tschaikow- 
sky. 
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NARCO-STIMULATION 


ALBERT A. LAVERNE, M.D.' 


In 1951, the author discussed with Doctor 
L. J. Meduna(1), the originator of metra- 
zol convulsive therapy, the possibility and 
advantages of a technique which would 
allow the use of large doses of metrazol 
without the induction of convulsions, there- 
by utilizing the chemical action of the drug 
but avoiding the complications associated 
with any type of convulsive therapy. 

After 7 years of research in the use of 
metrazol in psychiatric treatment, the au- 
thor has been using convulsive and supra- 
convulsive doses of this preparation and 
has been successful in completely antag- 
onizing and inhibiting the convulsive re- 
action by the use of anesthetic doses of a 
hypnotic as pre-medication, 

"Narco-stimulation" is the phrase used to 
designate this chemical nonconvulsive 
therapy in which narcosis and central nerv- 
ous system stimulation are alternately pro- 


11200 Fifth Ave., New York 29, N. Y. 


duced. Its aim is to utilize a convulsive or 
supra-convulsive dose of an analeptic with- 
out the induction of convulsions and the 
resultant anxiety which is inherent in the 
conventional metrazol convulsive therapy; 
without, however, preventing the chemical 
stimulation of the analeptic upon the cen- 
tral nervous system. This mode of therapy 
is safe and has no significant side effects 
or contraindications. Since there are no con- 
vulsions produced, it may be given to 
otherwise poor candidates for the conven- 
tional convulsive therapies, and the neces- 
sary medical clearance may be less detailed 
and hence less expensive for the patient. 
The patient feels relaxed while under thera- 
py, and offers no resistance to the continua- 
tion of treatment, For this reason, he ca? 
be managed on an ambulatory basis. 


TECHNIQUE 
The patient is administered 1/75th grains 
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of atropine intravenously. Then through 
the same needle, the doctor injects 5 to 15 
grains of thiopental When the therapist 
has determined that the optimum level of 
anesthesia is achieved, he gives, through 
the same needle, 5 to 15 cc. of a 10% metra- 
zol solution rapidly. The patient awakens 
in from 5 to 30 seconds with no convulsions 
in any form having been induced, and with 
little or no apparent anxiety. The vital 
signs have been relatively unaltered. Six 
to 20 treatments are required to produce 
clinical remission and these may be given 
daily, After 6 treatments, if the patient 
shows no improvement, this may be the 
result of treatment anxiety. An anesthetic 
dose of thiopental should then be ad- 
ministered following the awakening phase 
of subsequent treatments. 

Various analeptics such as Megimide, 
Picrotoxin, etc., may be used similarly. Two 
or more different analeptics may be com- 
bined in a compatible mixture and adminis- 
tered separately in sequence, for the same 
or alternate treatments. 

The therapist should be sufficiently ex- 
perienced in the management of anesthesia 
as induced by relatively large amounts of 
a hypnotic, otherwise it is recommended 

at he use an anesthetist, 


RATIONALE 


The use of the anesthetic thiopental as 
premedication completely antagonizes and 
inhibits the convulsive stimulation at the 
end organ which the subsequent analeptic 
would ordinarily induce, without, however, 
Preventing the chemical stimulation of the 
analeptic upon the central nervous system. 

€ exact mechanism is of action unknown. 

following hypotheses are postulated : 
Boe large amount of analeptic intro- 

uced rapidly is the chemical equivalent 
of a convulsive or supra-convulsive dose 
d the form of an electrical discharge from 
1 Darts of the brain, but without the in- 
uction of a convulsion in any form. This 
era convulsive dose is far above the 
_erapeutic dose used in the conventional 
analeptic convulsive treatment. 
b^ ‘eal thiopental anesthesia depresses 
incase activity(3, 4) in the brain, 
ES normal and abnormal. The subsequent 
apid change Produced by the analeptic 
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creates a supra-maximal electrical discharge 
interrupting the feedback mechanisms 
which may have been responsible for the 
abnormal electrical impulses influencing 
the reverberating circuits in the brain(2). 

3. The physiological changes described 
may produce sustained beneficial circula- 
tory changes in the brain. 


TYPES OF PATIENTS 


This modification has been used with 
promising results on depressions, severe 
anxiety states, conversion hysterias, charac- 
ter neuroses, schizophrenics, certain types 
of manic-depressives, and obsessive com- 
pulsives. Its use in the treatment of geriatric 
patients in the preliminary observations is 
encouraging. 


RESULTS 


Of 25 experimental patients who were 
refractory to previous forms of treatment, 
a substantial number have shown signifi- 
cant and sustained clinical improvement 
up to six months followup. 

Eight of 6 schizophrenics, or 50% im- 
proved. The paranoids and mixed types 
responded the best. 

Four of 7 neurotics, or 57% improved. The 
depressions and anxiety states responded 
most satisfactorily. 

One out of 2 behavior disorders improved. 

Improvement was defined as the ameli- 
oration of the presenting symptoms to such 
a degree, that the patient was able to re- 
sume relatively normal functioning in his 
environment. A consistent early response 
was cessation of nail biting in 4 patients 
who had indulged in this habit since child- 
hood without remission. i 

Of 10 control patients treated only with 
anesthetic thiopental, 2, or 20% improved. 
In this group there were six schizophrenics 
and 4 neurotics. Of the improved in the 
control group, only one neurotic improved 
temporarily, and one made a clinical re- 


mission. 


REMARKS 

The safe administration of a large dose 
of analeptic on humans effectively and 
rapidly reverses the deep levels of anes- 
thesia induced by barbiturates. Such ap- 
plication of analeptic can readily find clini- 
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cal use in barbiturate poisonings whether 
by design as in suicide, or fortuitously 
during anesthesia in the operating room. 
The method is easily administered, can be 
conducted on hospitalized as well as am- 
bulatory patients and is relatively inex- 
pensive. 
SUMMARY 

1. A new modification of the convention- 
al metrazol convulsive therapy is des- 
scribed in which the chemical action of a 
large dose of an analeptic upon the central 
nervous system is utilized without pro- 
ducing convulsions in any form and com- 
pletely avoiding the anxiety which is known 
to be inherent in the convulsive treatment. 

2. The usefulness of this technique in 
accidental or suicidal barbiturate poison- 
ings is apparent, since it produces a rapid 
and effective reversal of barbiturate anes- 
thesia. 

3. The series described is limited in 
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scope; however, the clinical findings thus 
far observed warrant further investigation 
of the technique since it appears to be 
effective in a variety of psychiatric dis- 
orders. 

4. The method is safe and has no signifi- 
cant side effects or contraindications.? 
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CLINICAL RESULTS OF TRIFLUPROMAZINE (VESPRIN) 
IN 132 PSYCHOTIC PATIENTS 


VERONICA M. PENNINGTON, M.D.1 


The aim of this and many other studies 
has been to find some practical means of 
shortening the hospitalization period for 
psychotic patients or making hospitaliza- 
tion, with its unwarranted stigma, un- 
necessary. 

Custom has relegated many mental pa- 
tients to state and private hospitals with 
a permanency not comparable with any 
other illness. Many patients need never be 
hospitalized since the advent of neurople- 
gic drugs or be at a lifetime disadvantage 
because of their stay on a psychiatric ward ; 
they can be cared for by clinics, private 
or state owned, stationary or traveling. 
Some patients will require weeks or months 
of intramural care while their medication 
is titrated to their own individual needs. 

Short term hospitalization on the plan of 
a general hospital is now feasible with the 
use of phrenotropic agents, and patients 
need not be isolated from and forgotten by 
their families. Long term hospitalization 
has fostered disability and dependence at 
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the expense of the state and the lives of 
men, and created oversize state hospitals. 

Since double blind studies used during 
investigations of other phrenotropic drugs 
were not particularly revealing, this study 
with Vesprin utilized previous trials of 
each patient with other forms of treatment 
and other phrenotropic medications to as- 
sess and quantitate the qualitative action 
of Vesprin. 

Patients who refused oral medications 
were given Vesprin parenterally ; in addi- 
tion to these a group of 25 received their 
triflupromazine intramuscularly for two 
weeks to determine the local reaction. No 
tissue necrosis or any other untoward re- 
sults occurred. The action of parenteral 
Vesprin is quicker but the overall be- 
havioral potency seems to be no greater 
than that of oral Vesprin. 


RESULTS 


Case l.—This 27-year-old college graduate 
had two admissions to a private sanitarium 
where electric and insulin shock treatments 
only partially relieved her symptoms. 
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Diagnosis Greatly Considerably Slightly 
Improved Improved Improved No Change Side Reactions 

Schizophrenia 

Catatonic 15.6% 25% 37.5% 21.8% 
Schizophrenia 

Hebrephrenic 24.1% 19.3% 32.2% 24.1% 8% 
Mentally Deficient 40% 20% 40% 20% 
Arteriosclerotic 80% 20% 
Schizophrenia 

Paranoid 25% 16.6% 33.3% 25% 
Schizophrenia 

Mixed 50% 50% 50% 
Involutional 

Melancholy 100% 
Epileptic 66.6% 33.3% 
Huntington’s Chorea 100% 
Syphilitic Meningo- 

encephalitis 100% 
Schizophrenia 

Undifferentiated 50% 50% 
Manic-Depressive 100% 
Schizophrenia 

Affective 100% 
Length of Studya (Lob A tare AI A 20 months 
Average age of patients was ....cct ttt ttn 46 years 
Average years hospitalized .....4 ietan e e 12 years 
Average daily dosage of Vesprin was -eeen 195 mg 


77% of the group showed betterment. y 1 

18.18% of the group were restored to their pre-psychotic condition and are at home or 
ready to leave the hospital. 

9% had easily reversible, benign side reactions. 


At home she hid, locked the doors, refused 
to answer the phone, adopted a different name, 
age, and background. Shallowness of mood 
and affect, marked 'inappropriateness, delu- 
sions and hallucinations with complete lack 
of insight characterized her schizophrenic re- 
action, 

_ She was given 10 mg. of triflupromazine 5 

times a day and increased to 6 times a day. 
Manipulation of dosage indicated this was the 
ee necessary to maintain her betterment. 

soon began to improve and did secretarial 
ats in the hospital. After 3 months her schizo- 
b enic symptoms gradually disappeared and 

DINE home. She returns every 6 weeks for 
a checkup and is earning her own living doing 


secretarial work for the past year. She appears 
to be normal in every respect and continues 
to take 10 mg. of Vesprin 6 times a day. 


SUMMARY 


Vesprin (oral or parenteral) is an effec- 
tive phrenotropic agent in many acute 
chronic psychotic cases. It is capable of 
restoring patients in all classifications of 
schizophrenia as well as in the manic-de- 

ive, manic groups. 
Beciu nae tents are benign and 
dosage-controlled, Vesprin is a safe medica- 
ment in the hands of careful and experi- 
enced workers. 


742 


CLINICAL NOTES 


[ February 


EEG CHANGES WITH PROMAZINE 
R. E. REINERT, M.D.* 


Of all the phenothiazine derivatives that 
have had extensive clinical trial, the one 
most frequently reported so far to cause 
convulsions is  promazine. Convulsive 
seizures are usually listed among the com- 
plications of chlorpromazine but the evi- 
dence has not been very convincing. Even 
with high doses as used by Kinross-Wright 
(1) and others, apparently one is not 
struck by the epileptogenic tendencies of 
the drug. Goldman (2) reports an incidence 
of 52 convulsions out of 1,227 cases treated 
with chlorpromazine, but all of these had a 
history indicating seizure potential. He con- 
cluded that convulsions were an unrelated 
phenomenon. 

With regard to the use of promazine 
there have been several convincing reports 
which indicate convulsions as a complica- 
tion(3 and 4). Furthermore, there is evi- 
dence that raising the dosage increases the 
frequency and incidence of convulsions. In 
dosages of promazine ranging from 1600 
mg. to 3600 mg. the incidence of convul- 
sions may be well over one-third. In a 
study of the effects of high dosage of pro- 
mazine done by Meiers and Barnard(5) on 
21 patients, 11 had convulsions and 8 of 
these had no previous history of convul- 
sions. 

This study is a report of the EEG findings 
on 10 schizophrenic patients given proma- 
zine in high doses and chosen primarily 
because they had not benefited from chlor- 
promazine. The EEG data were gathered 
prior to, during and following medication, 
and include cases in which the experiment 
was repeated a second time. The EEG 
recordings were made at regular intervals, 
some cases being followed for as long as a 
year, and they were done at all levels of 
the dose range of promazine. A total of 75 
tracings were done on the 10 patients. 

Every variety of result was obtained. 
There were 3 patients whose bi-monthly 
EEG tracings remained normal for 2 months 
on promazine dosages of 2000 to 2400 mg. 
daily, even though 2 of these patients each 
had one convulsion. 


1 VA Hospital, Topeka, Kans. 


There were 3 patients who had border- 
line abnormalities of the EEG prior to 
beginning promazine and one of these had 
a history of seizures. In all 3 cases, there 
were seizures and the EEG tracings showed 
a marked increase in abnormalities when 
promazine in doses of 1600 mg. or over 
was given. 

The correlation between the height of 
the dose of promazine and the degree of 
EEG abnormality was fairly striking, al- 
though by no means perfect. One patient 
who had random slowing in anterior leads 
but no focal abnormalities or asymmetry 
pretreatment, showed diffuse dysrhythmia 
at 1600 mg. daily of promazine, medium 
voltage slow in bursts and runs over the 
whole brain at 2400 mg. and a highly dis- 
organized record with runs of high ampli- 
tude, slow waves at 3200 mg. It is interest- 
ing that reducing the dose of 2000 mg. 
from the 3200 was followed by a normal 
EEG. This phenomenon was observed with 
3 of the 10 patients and seemed consistent 
with an impression we had that convulsions 
were more apt to occur after sudden large 
increases of promazine dosage than they 
were to occur on large but continued 
doses, 

There were 4 cases in which the EEG 
was normal prior to treatment and became 
abnormal during treatment. In only one of 
these cases did the EEG become grossly 
abnormal, and this was also the only one 
of the 4 with convulsions. This particular 
case was followed for a year and also 
showed the striking correlationship between 
the height of the drug dosage and EEG 
abnormality, with the critical range being 
between 1600 mg. and 2400 mg. of pro- 
mazine daily, 

All EEG records reverted to the pre- 
treatment status following cessation of the 
drug. The high incidence of convulsions 
and EEG abnormalities may be related to 
the way the drug was given ; namely high 
initial doses of 600 to 1000 mg. the first 
day and increasing to maximum by incre- 
ments of 400 mg. 
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PRELIMINARY REPORT ON TRIFLUPROMAZINE (VESPRIN) 


SANFORD H. MEYERS, M.D. anv BENJAMIN WEINER, M.D.! 


This report ? deals with a study that was 
undertaken to determine the effect of a 
new phenothiazine derivative in the hos- 
pital management of agitated and violent 
psychotic patients. 

The authors carried this out at the psy- 
chiatric department of the Philadelphia 
General Hospital, a separate 268 bed unit 
designated for “acute treatment." The fol- 
lowing are the results determined after the 
first 24 month period. The average number 
of therapy days per patient was 25.6 days. 
A total of 100 patients were placed on 
Vesprin ; 52 male—48 female, 49 white—51 
non-white. The age spread was 20 to over 
60 years with a median of 35 years. Diag- 
nostic categories included: 6 manics, 5 
agitated depressions, 2 severe personality 
disorders, 72 schizophrenics, 9 acute brain 
syndromes (alcoholics), 6 chronic brain 
syndromes. Out of 100 patients, 34 required 
restraint initially. These 34 violent patients 
were given initial intramuscular doses of 
40 mg. of Vesprin. They were continued on 
an intramuscular schedule of 20 mg. four 
ps a day until the oral route was feasible. 

ty percent of these patients were taking 
oral medication in 24 hours, the remainder 
in 3 to 5 days. All violent patients were 
oo d without restraints within 

ours. The other 66 patients were begun on 

Oral dosages up to 400 mg. per day. 

een patients received ECT concur- 
rently. 


Each patient’s status was evaluated daily 


1 Philadelp 
adelphia Ge i 
Ave, Philadephia ns Hors 40 fe MM 
is study was supported b n 
: v 5 y a grant from the 
iiag > came for Medical Research of New Bruns- 
» N. J., which also supplied the Vesprin. 


by a nurses’ rating scale, as well as by staff 
observations. Improvement was rated as 1, 
2, 3, and 4 plus. Seventy-five percent of the 
agitated, but non-violent group were con- 
sidered 2 to 4 plus improved. Almost 90% 
of the violent group showed 2 to 4 plus im- 
provement. Of 9 patients who were stopped 
early in the course of treatment because it 
was judged they had so remarkably im- 
proved, 6 had to be restarted within 24 
hours because of agitation and hostility. 

Side Effects-Noteworthy in 100 patients 
are the absence of jaundice and blood 
dyscrasias. Blood pressure dips below 100 
systolic occurred transiently in 18 patients. 
Extreme lethargy occurred with overdosage 
in 9 patients. On only 3 patients was the 
drug stopped because it was considered 
ineffectual. In this 2%-month period, 20 
patients were discharged from the hos- 
pital as markedly improved, having re- 
ceived Vesprin as the only medication. 

Carefully judged impressions in the early 
phase of research showed Vesprin remark- 
ably well suited to the control of hyper- 
active, agitated mental patients regardless 
of admission diagnosis. Side effects were 
minimal The speed of “tranquilization 
was an outstanding characteristic as evi- 
denced by the enthusiastic acceptance and 
cooperation of the nursing and house staffs. 
At the present time the study has become 
enlarged to include the many more pa- 
tients and the scope now Covers parallel 
and related investigations. 


CASE REPORTS 


PSYCHOLOGICAL MANIFESTATIONS IN A PATIENT WITH 
CHRONIC SENSORY DEFICITS 


EDWIN S. ROBBINS, M.D., anv ARNOLD J. FRIEDHOFF, M. D.! 


Recent experiments on the psychological 
effects of sensory deprivation indicate that 
hallucinations, loss of contact with reality, 
feelings of depersonalization, and impair- 
ment of judgment can frequently be pro- 
duced by limiting the input of stimulation 
(1). The sensory deprivation has, of neces- 
sity, been of relatively short duration. We 
have recently had the opportunity of treat- 
ing a woman who has developed increasing 
loss of sensory input over the past 17 years 
as a result of pathology in 5 sensory modali- 
ties. In this paper we will present some 
clinical observations made during the past 
two years when she has been under our 
care, 


Case Report: When first seen, the patient 
suffered from extreme feelings of anxiety, and 
complained of difficulty in making contact 
with other human beings. Her illness began 
with failing vision at the age of 3, By the time 
she was 12, she had total loss of vision in her 
tight eye and could only sce large objects 
with the left. Her vision has remained at this 
level. Examination revealed bilateral optic 
atrophy. At the age of 5 she developed pul- 
monary tuberculosis and cervical adenopathy 
and was hospitalized intermittently until she 
was 16, when tuberculous activity was 
arrested. No relationship has been found be- 
tween her acid fast infection and neurological 
symptoms. At 20, she developed right otitis 
media and mastoiditis. Shortly after, pro- 
gressive bilateral nerve deafness began. By 
the age of 22, she was totally deaf. Paresthesias 
of the right scalp and medial aspects of both 
calves developed when she was 24, When she 
came for psychiatric help at the age of 30, 
she was also noted to have loss of taste and 
smell. 

In 1952, she was hospitalized and studied 
extensively. An electroencephalogram revealed 
generalized paroxysmal dysrhythmia, X-rays of 


1 From the Dept. of Psychiatry and Neurology, 
N. Y. Univ, College of Medicine and Psychiatric 
Division, Bellevue Hosp., New York City. 
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the skull were negative. A craniotomy indi- 
cated an adhesive process of the arachnoid 
membrane about the optic nerves and chiasm. 
Freeing the adhesions had no clinical effect. 
Pathological examination of the arachnoid 
tissue was non-diagnostic. Other laboratory 
and neurological investigations have not been 
of help in making a diagnosis. 

In spite of her severe disabilities, the pa- 
tient completed college and obtained a Master's 
degree in social work. However, her limitations 
made it difficult for her to function as a social 
worker, and she turned to doing manual labor 
in a factory where handicapped people were 
employed. She bitterly resented working with, 
taking orders from, and being dependent upon 
people whose intellectual abilities were not 
as well developed as her own. 

She had always been somewhat withdrawn, 
even prior to the time her handicaps became 
severe. However, she was able to make a few 
friends and maintain intermittent contact with 
some of them. People frequently would not 
make the effort to communicate with her, and 
she was angry at her enforced isolation. 

During psychiatric interviews, communca- 
tion with the patient was accomplished by 
printing one letter at a time on her palm. She 
responded verbally, speaking in a rasping and 
poorly modulated voice. She related well and 
was quite fluent in describing her feelings. 
There was no evidence of intellectual deteriora- 
tion. 

Her chief complaint was what she called 
"screaming anxiety." She described this as an 
extreme feeling of tension. Her major somatic 
complaint was an intense feeling of pressure 
in her head. Further exploration revealed that 
the patient also experienced feelings of un- 
reality, hopelessness, and anger. She reported 
hearing her dead father's voice on several 
occasions, but was aware of the hallucinatory 
nature of these experiences. She never de- 
scribed hallucinations in any other sensory 
modality. While all her symptoms were 
markedly decreased during social contacts 
which involved communication by writing on 
her hand, the mere presence of other people 
would not produce subjective relief. In fact, 
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in situations where she was unable to com- 
municate with anyone her anxiety increased. 

Large doses of barbiturates, phenothiazines, 
Rauwolfia compounds, meprobamate, ampheta- 
mine, and diphenylhydantoin had no effect 
upon her anxiety, She discontinued therapy 
with each of us because she felt we were not 
able to effect permanent reduction of her 
anxiety or to make her more socially accepted. 
She has been unwilling to re-enter a hospital 
or to participate in any procedures for more 
intensive observation. 


SuMMARY 
In this patient the symptoms occurring 
during periods of diminished stimulation 
appear to parallel those reported during 
experimentally produced sensory depriva- 
tion. However, her subjective feelings of 
isolation may also contribute to the in- 

tensity of her symptoms. 
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SUCCESSFUL TERMINATION OF PROLONGED INSULIN COMA OF 
TWENTY DAYS WITH ONE YEAR FOLLOW-UP 


JAMES F. SUESS, M.D., anp EUGENE A. CEASE, M.A.! 


For three years the Warren (Pa.) State 
Hospital has used the Shurley and Bond 
insulin coma technique(1) and experience 
indicated that it was a quite safe form of 
treatment. During this period we have 
treated 181 patients with a (mean) average 
of 55 hours of deep coma and have en- 
countered only 5 prolonged comas, all ter- 
minated successfully. Of the prolonged 
comas noted, 4 were of 2 to 12 hours dura- 
tion, The fifth one, of 20 days duration, is 
the subject of this report. 


uu E 23-year-old married woman of 
St paar aaa was admitted to Warren 
aa on March 1, 1957. A diagnosis 
En ze JU gens reaction, paranoid type was 
b ud shed and the patient received 20 ECT 
etween March 11 and April 16, 1957, with 
Some improvement, However, during the next 

d her Psychotic symptoms returned. 
E e patient was checked for undue insulin 
diss vity and on May 13 began a course of 
nd rs coma using the technique of Shurley 
93 QUE. On the ninth treatment day, May 
ae a ya into her fifth coma and after one 
B n6 tage III, termination was attempted 
uen ce. of 50% glucose i.v. There being 
30cc Papae within 5 minutes, an additional 
hydro hl 0% glucose with 100 mgm. thiamine 
2 inne. At dam given without response in 
diagnosed. is time a prolonged coma was 
Negi by nasal catheter was initiated, and 
hg Hent received additional 50% glucose in 
* Coses at half hour intervals for the next 


1 
Warren State Hospital, Warren, Pa. 


4 hours. A polyethylene catheter was inserted 
for the i.v. administration of 10% glucose in 
water. Cortisone was given intramuscularly and 
potassium chloride by gavage. Sixteen hours 
after the onset of the coma the patient sud- 
denly developed acute cardiovascular collapse. 
She was given Digalen and Coramine TIS 
Levophed by i.v. drip and two pints of whole 
blood during the next 12 hours, and her cardio- 
vascular status stabilized with a BP of 104/70. 

She was then maintained on gavage feed- 
ings twice daily, prophylactic antibiotics and 
meticulous nursing care. Neurological condi- 
tion at that time showed generalized twitching 
of the face, arms and legs; deep tendon re- 
flexes absent throughout; no ankle clonus, 
Babinski, nasal-palpebral reflex; and minimal 
response to painful stimuli, During the next 
two weeks the deep tendon reflexes began to 
return. Ass 

On June 5, the patient suddenly spiked a 
fever of 104.4°F. rectally, but physical ex- 
amination cape no iat X-rays iib 
chest were normal; urina lysis was negative ; 
R.B.C. of 5.3 millions and W.B.C. of 25,500 ; 
spinal fluid examination showed 3 cells. The 
patient was seen by a neuro-surgical consultant 
who reported : “This woman shows a decorti- 
cate state at the present time. The prognosis 
for life is excellent, but for the most part 
nothing can be hoped for except a vegetative 
state.” The fever was treated symptomatically 
with aspirin with the temperature subsiding 
to normal in three days. 

On June 9, the patient began to follow 
moving objects with her eyes ; on June 11, she 
made several sounds when nurses spoke to her. 
On June 12, she appeared to be aware of her 
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environment, made an effort to sit up and to 
swallow amounts of liquids. During the next 
month her sensorium cleared and with it there 
was no evidence of psychotic symptoms. On 
August 19, psychological testing revealed a 
Wechsler Adult full scale LQ. of 70. The 
Bender-Gestalt was "suggestive of some inter- 
fering factors of an organic nature." On the 
Rorschach the patient gave 9 responses per- 
severating the first response throughout. 

On August 24, 1957, the patient was placed 
on indefinite leave. At that time she was 
friendly although her affect was slightly 
flattened. Her neurological condition was 
ey except for mild parasthesias of the 


gers. 

On July 30, 1958, the patient returned to 
the hospital for a one day follow-up. She was 
friendly, alert, cooperative and displayed ap- 
propriate affect. Psychological testing revealed 
a full scale I.Q. of 81, a total gain of 11 points 
being registered during the past year. The 


Bender-Gestalt showed no evidence of organic- 
ity. On the Rorschach the patient gave 12 
responses, 3 of which were of the popular 
type. The F+ improved considerably and the 
patient was now able to see human figures in 
the blots. Clinically the patient demonstrated 
no psychotic symptoms. 


SuMMARY 


In the treatment of prolonged insulin 
coma it is important that definitive meas- 
ures are begun immediately and continued 
as long as necessary. Such measures, as in- 
dicated above, in our experience have 
brought all prolonged comas to a satis- 
factory termination. 
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ACUTE TRANSITORY PSYCHOTIC REACTION MANIFESTED 
AFTER RADIOACTIVE IODINE TREATMENT FOR 
HYPERTHYROIDISM 


KURT WITTON, M.D. 


F.B. a 45-year-old white married woman 
was admitted to the Columbus State Hospital 
on 10-10-57 in an acutely psychotic state in 
which she claimed to be receiving messages 
by television and to be annoyed by unpleasant 
odors emanating from the refrigerator. 

There were no hereditary influences, al- 
though she had been very attached to her 
father and overprotected by her mother. She 
had left school in the twelfth grade, when 17 
years of age and pregnant, to marry her boy- 
friend. The marriage had been an unhappy one 
which culminated in divorce when she was 
impregnated in an extra-marital affair. There 
are two adult children by the first marriage and 
two children, 4 and 8 years old, by the second 
marriage which followed the extramarital affair. 
Although she was extraverted and intelligent, 
her second marriage had also been unhappy 
because of her rigid, domineering, jealous and 
Suspicious tendencies and her husband’s inabili- 
ty to hold a job. Previous illnesses had included 
throat and ear infections, and a delirious re- 
action to the ingestion of jimson weed (stra- 
monium) in childhood, brucellosis at 33 years 


1 Columbus State Hosp., Columbus, Ohio. 


of age and a penicillin reaction following an 
appendectomy when she was 34 years old. 
There was no alcoholic history. 

In January 1956, Mrs. F.B. became irritable, 
restless and an incessant smoker. These symp- 
toms and "swelling of the eyes" in June 1957, 
led to a sick leave from her factory work and 
the prescription of Donnatal When, in July 
1957, she was noted to be nervous and sleep- 
less and to have a unilateral exophthalmos 
and a diffusedly enlarged thyroid gland, a 
basal metabolic rate determination was done 
and found to be +48. Admitted to a general 
hospital a basal metabolic rate was: +20, a 
glucose tolerance curve showed rapid eleva- 
tion from 82 mg. to 205 mg.% in the first half 
hour, the thyroid uptake—radioactive iodine 
67.5% at 24 hours, and the serum PBI to be 
15 mg.%. In a period of 10 days thereafter, the 
patient received a total of 7 millicuries of 
radioactive iodine. 

Three weeks later the patient complained of 
extreme nervousness, and on 10-1-57, she de- 
veloped auditory and olfactory hallucinations, 
became very hostile toward her husband, 
whom she accused of infidelity, and developet 
overactivity, restlessness, and insomnia. Afte 
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her hospitalization on 10-10-57, she continued 
to be hallucinated and delusional, stating for 
example that the radioactive iodine had made 
her susceptible to mind control and that she 
would be thus used by Russia to obtain Ameri- 
can secrets. She sang much, believing that 
this prevented reading of her mind. Four days 
post-admission, she claimed the hallucinations 
abruptly ceased while she was in church. 

In the state hospital, a basal metabolic rate 
was —8 and cholesterol was 380 mg. Psycho- 
logical testing revealed an intelligence quotient 
of 119, and a Rorschach was reported as show- 
ing considerable egocentricity and emotional 
instability, but no evidence of organic involve- 
ment. The diagnostic impression was of an 
acute undifferentiated schizophrenic reaction. 
Treatment was with chlorpromazine in 50 mg. 
dosage. All psychotic symptoms were absent 
following the first 4 days of hospitalization and 
she expressed superficial insight into her epi- 
sode of mental illness. 

Released from the hospital in late December 
1957, Mrs. F.B. resumed her occupation and 
reported regularly thereafter each month as an 
outpatient. In August 1958, there was no 
evidence of thyroid struma, the basal metabolic 
rate was—19 and PBI was 2.3 mg.%. Thyroid, 
gr. 4 b.d., was administered. 
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CoMMENT 

Emotional stress in relation to thyroid 
dysfunction has been described since Base- 
dow, Parry and Graves. Psychotic reac- 
tions in relation to hyperthyroidism and 
hypothyroidism (also after thyroidectomy ) 
have been observed frequently. Hypothy- 
roidism following radioactive iodine treat- 
ment is a frequent occurrence. No case of 
acute transitory psychosis occurring shortly 
after the therapeutic administration of 
radioactive iodine has been reported hither- 
to. The mechanism of this psychotic re- 
action is unknown. One speculation is an 
underlying latent schizophrenic process 
which became acutely overt in relation to 
endocrine metabolic disorder. It is known 
that hyperthyroidism sometimes accom- 
panies psychotic reactions which clinically 
and psychologically correspond to schizo- 
phrenic illness. It is possible that a high 
therapeutic dose of radioactive iodine might 
cause a toxic reaction in a susceptible in- 
dividual resulting in an acute brain syn- 
drome. A sudden change in endocrine 
metabolic balance (as in this case) would 
emphasize the importance of the homeo- 
static physiological balance. 
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DISCHARGES FROM MENTAL HOSPITALS 


SIDNEY L. SANDS, M.D.! 


Many psychiatrists and laymen who have 
been working eagerly to accelerate the 
discharge rates of our mental hospitals are 
beginning to view with alarm the results 
of their labors. No one will argue against 
the idea of developing techniques and 
facilities which will shorten the hospital 
course of new cases and permit so-called 
chronic cases to return to their homes. 
Many of us must, however, challenge the 
naiveté of those who believe we have in 
fact gained both the techniques and facili- 
ties which justify the present trend of dis- 
charging patients from our hospitals. The 
alarming facts are that we are returning 
Sick patients to homes and communities 
completely unsuited to deal with the prob- 
lems. Four items seem relevant and worthy 
of our consideration. 


PSYCHOPATHOLOGY AND TREATMENT 


From time immemorial, man has ingested 
a variety of substances which either in- 
duced strange and exotic mental states or 
in some way calmed his fears and lulled 
him to sleep. Modern man is no different 
in this respect. Whether it be alcohol or 
caffeine, tranquilizers or sedatives, the goals 
remain the same—freedom from the ten- 
sions of existence and the acquisition of 
chemically-induced courage to face the 
facts of life. To say that they help or that 
they work is probably in part true, but this 
does not face the question of what harm 
might also be occurring, nor does it follow 
that people are in fact better able to solve 
their problems. 

Of more particular concern at the mo- 
ment is the effect of drugs on patients in 
mental hospitals. The enormous literature 
covering a wide range of medications sup- 
ports the view that it is now fairly easy to 
reduce agitation and excitement, lift de- 
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pression and in general curb excesses of 
almost all emotional or behavioral reac- 
tions. This has resulted in more open wards 
and almost complete elimination of the old 
snake-pit disturbed wards. This has been 
accompanied by increased use of social and 
recreational therapies and even greater de- 
mands for the various psychotherapies. All 
this is very encouraging, BUT as time 
moves on, we are beginning to find that 
patients continue to relapse and return to 
hospitals as before, or that many remain 
in their communities but are unable to 
adapt adequately even though their more 
disturbing symptoms are no longer pres- 
ent! The result has been to turn loose a 
large number of patients who are not ac- 
ceptable to their communities, their 
families, the hospital, nor to themselves. 

We must not measure success by the 
disappearance or amelioration of those 
symptoms and behavioral patterns which 
when present disturb us. The removal of 
these does not mean the patient is able to 
live a normal life. We need other criteria 
for this, and until such criteria are ade- 
quately satisfied, we have no right to send 
patients from our hospitals armed only 
without reassurances and a pocketful of 
pills. The development of these criteria and 
of the techniques of therapy which will 
help the patient to meet them remain our 
obligation. Our skill as observers must alert 
us to detect the subtler manifestations of 
psychopathology which remain when ex- 
citement, panic or depression have been 
relieved. 


SOCIETY AND THE MENTAL PATIENT 


Much has been accomplished by hard- 
working psychiatric social workers and by 
psychiatrists to educate families, agencies, 
employers and others as to the nature 0 
mental disease and their own roles in the 
life of the mental patient. We have abol- 
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ished some myths, overcome some fears 
and even established some resources for the 
patient discharged from a hospital. But the 
cold facts remain that most families can- 
not properly cope with the patient, most 
employers do not want him, friends remain 
aloof from real involvement and the patient 
remains suspect in his own eyes and those 
of the public. No matter how enlightened 
any member of the family or an employer 
may be, they cannot protect the patient 
from the myriad experiences he must have 
every day, nor can they have access to the 
patient's inner fears and suspicions. How- 
ever tranquil he may appear, this is no 
measure of his adaptive capacity and of 
the ability of society to find a place for 
him. Furthermore, there is much to ques- 
tion about the validity of our educational 
program and the resultant capacity of the 
“educated” to help our patients. We are 
asking for too much when we place in in- 
nocent though well-meaning hands a pa- 
tient who has but recently and then only 


symptomatically recovered from a psy- 
chosis, 


SOCIAL PRESSURES ON THE HOSPITAL 


Hospital administrators and physicians 
are only human and vulnerable to the same 
pressures from society and their own ambi- 
tions as are others, Shorter hospital periods 
for patients testify to the quality of the 
hospital, the skill of the physicians and the 
improving ability of psychiatry to treat 
Succssfully the patients who come for 
help. The public not only grows encour- 
aged, but comes to expect results. One 

ospital cannot permit another hospital to 
Surpass it in the use of the most modern 
Pots and in the rate of “cures” pro- 
aa The individual physician sincerely 
2 nts iai his patient, and in a field such 
a ath FEEN wherein cures have been elu- 
"M «oe the needs enormous, it is easy to 
fien ed by surface changes in the be- 

àvior of the patient. 
Ms gue neither mislead ourselves nor 
of iia ic, but rather preserve an attitude 
side ce and caution; erring on the 
ed tno o much treatment than too little 
brief The c à hospital course than one too 
- The demands of the public and of our 


own egos are always inordinant. The physi- 
cian, worthy of his position, bows to neither. 


MISSIONS OF THE HOSPITAL 


The general functions of all hospitals are 
so familiar as to require no exposition in 
this communication. However, the psychi- 
atric hospital has certain special functions 
which from time to time need restatement 
and reemphasis. First of all, our therapeutic 
goals include preparation of the patient to 
adjust to things which he previously could 
not cope with adequately. Secondly, pro- 
vide an environment to which the patient 
can more successfully adapt himself. 

The first of these objectives is fairly well 
recognized if often unobtained or over- 
looked. Medical or surgical patients are hos- 
pitalized for the repair of tissue, the remov- 
al of toxic agents and the restoration of 
physiological functions. Once achieved, the 
patient is ready to resume his place either 
as he was before or with certain modifica- 
tions relating to his physical capacities. 
Granting that psychological problems may 
be associated with these conditions, the 
physicians primary task is to treat the 
physical pathology tangible to his senses. 
The psychiatrist, in contrast, is dealing with 
a different order of pathology ; a pathology 
of interpersonal and intra psychic relation- 
ships. The patient's return to his home and 
job involves a re-facing of the very situa- 
tions in which his difficulties developed. No 
therapy can be regarded as adequate that 
does not concern itself with these matters 
and develop better relationships than were 
present when the patient became ill. No 
drugs, no electroshock and no other physi- 
cal therapy can do this by itself. We need 
great skill in assessing the patient's grasp 
of what he is learning in therapy and of 
his ability to apply what he has learned ; 
otherwise, he will re-enter his environment 
unprepared to cope with his own feelings 
and those of the group around him. 

Closely allied with our skill in estimating 
what a patient can do is that which enables 
us to see clearly what the patient cannot 
do. Any clinical appraisal of a patient's 
ability to adapt must take cognizance of 
both his assets and liabilities. In our zeal 
to empty the hospitals, we may pay in- 
sufficient attention to the signs and symp- 
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toms which mark the limits of the patient's 
actual capacity to take his place in society. 

This brings us to a consideration of what 
appears to be a neglected function of the 
hospital; one which perhaps we do not 
like to think about. Stated summarily, a sig- 
nificant function of the hospital is to pro- 
vide an environment to which the patient 
can adjust when he is unable to cope with 
the one in which he lived. There are many, 
many patients who cannot adjust outside 
of a hospital, but who actually do very well 
within its framework. Those who feel that 
acknowledging this point leads to thera- 
peutic nihilism are simply not facing facts 
regarding the nature of mental disease and 
the real meaning of treatment. Whether we 
recognize it or not, all hospitals are de- 
signed to provide the best possible environ- 
ment for the patient's recovery, regardless 
of whether his condition is surgical, medi- 
cal or psychiatric. In the first two instances, 
the course is generally self-limited and 
relatively short. In psychiatry, we are ac- 
customed to much longer periods, but we 
grow impatient with those who fill our 
beds and we feel impotent if they do not 
respond to our ministrations. At such times, 
we are apt to forget that we have a most 
humane and moral contribution to make, 
both to the patient and to society. Within 
our hospitals, we have created an environ- 
ment in which a sick personality can find 
some measure of peace and dignity and at 
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the same time, we have relieved the family 
of the disruptive and often impossible task 
of creating a reasonable environment for all 
concerned. Were it not for the hospital's 
accomplishments in this area we would 
have far more serious social problems now 
than we do have. The staffs of our large 
mental hospitals should regard this as a 
therapeutic success of no mean significance. 
I deplore the complaints of physicians and 
ancillary professionals who feel that “noth- 
ing is being done for the patient” who, for 
months or even years, lives in the hospital, 
works at a regular and useful job, enjoys 
the recreational programs of the hospital, 
has friends and within this framework feels 
a sense of community. This is far more than 
the patient had been able to do before 
coming to the hospital and it may well be 
much more than he could do if he left the 
hospital. If we can spend tax dollars for 
streets, parks and recreational centers to 
provide a “ better” physical environment 
for society in general, we can with clear 
conscience ask for funds to create a total 
social environment to which certain un- 
fortunate citizens can more happly adjust. 
Until we know a lot more about socalled 
mental disease and until we can treat the 
total person more successfully, let us con- 
tinue to improve upon what we are able 
to do and not measure success by chemical- 
ly-induced tranquility and the rate at which 
we discharge patients from our hospitals. 


HISTORICAL NOTES 


A PRE-FREUDIAN COMPLEX-THEORY 
ERNEST HARMS, Pz.D.: 


Not only devoted believers in Freud 
but some who have been critical of him 
consider that one of his major contribu- 
tions to psychiatry has been his complex- 
theory. Thus, C. G. Jung, writing in 1934, 
said : “Without the existence of the com- 
plexes the unconscious would be nothing 
but the residue of obscure representations. 
Through his investigations of these dark 
areas Freud became the discoverer of the 
psychological unconscious.” 

Was Freud really the first to formulate 
the complex-theory ? The historian of the 
human mind will be rewarded again and 
again by astonishing revelations in regard 
to important theoretical concepts and so- 
called major discoveries. 

In 1824 there appeared in Leipzig, Ger- 
many, a book entitled Betrage zu einer 
rein-seelenwissenschaftlichen Bearbeitung 
der Seelenkrankheiten (Contribution to a 
Purely Psychological Treatment of Mental 
Disease). The author was a 22-year-old 
Privat-Dozent of the University of Berlin, 
F. E. Beneke. Beneke was one of that un- 
fortunately large number of ingenious 
minds of the mid-European classical period 
who matured too early and perished too 
soon. Turning from theological study to 
study of normal and abnormal psychology, 
Beneke violently opposed the idealistic 
Concepts of Kant and Hegel and insisted 
that psychology should be a science based 
On strictly experienceable facts. He re- 
jected the neurological-physiological psy- 
chology of the Friedreich type of somatic 
veg i Beneke must be acknowledged 

e first phenomenologist in the field of 
Daychology. He made the first attempt to 
^a Y the phenomenological point of view 

is uote. Now completely forgotten, 
of od anicipated a considerable number 
di wA em concepts of experimental 
sh Psychology, We find in it an actual 

ement of a theory of suppression which 
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cannot but be considered a nuclear form of 
Freud’s theory. 

I present here an excerpt from Beneke's 
book, translated by me from difficult 
"Hegelian" German into the modern form 
of expression of psychological facts. The 
quotation is from a long chapter dealing 
with what we might call the psychopatholo- 
gy of memory, in which Beneke used case 
histories from Moritz famous Magazine 
zur Erfarung-Seelenkunde (Magazine of 
Empirical Psychology) as illustrations. In 
the quotation, which follows, the words 
in parentheses have been added by me: 


These puzzling observations can easily be 
understood with the aid of our own theory of 
the origin (dynamic) of psychic activity. For 
easy application we have formulated the 
theory as follows: An individual psychic ac- 
tivity (experience) is always caused or induced 
by another one. This law, of course, also has 
validity in regard to the facts of inability to 
remember discussed here. However, such a 
relationship also occurs in more complicated 
connections (circumstances). One psychic ac- 
tivity has not only formed a relationship with 
another single activity ; each has formed a 
relationship to a multitude of other psychic 
factors. Therefore one activity can awaken 
into consciousness the entire psyche, or at 
least a larger complex of factors to which it 
has formed an affinity in the past. However, 
one such activity or fact can have different 
kinds of relationships to other different facts. 
Meanwhile it may have formed a positive 
relationship to one, and can therefore easily 
call it back into consciousness ; it may have 
formed a negative (contradictory) relation- 
ship to another fact which it opposes in be- 
coming easily conscious. All depends on the 
character of the relationship, 

This explains why a certain activity may 
have quite different results in the way it be- 
comes conscious, depending on the kind of 
relationship it has formed, and may lead us 
to an understanding of why there are dif- 
ficulties in awakening certain earlier experi- 
ences into consciousness. We also must always 
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count on the fact that there are experiences 
which are little conscious, and that these play 
a withholding role. One of the these little- 
conscious factors alone may be ineffective. But 
there may be a number of such negative little- 
conscious factors which together may develop 
a great power over the psyche. For purposes 
of comparison, we might bear in mind how 
greatly physical illness can incapacitate our 
mental faculties. It might also happen that 
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two little-conscious factors have a contradictory 
negative effect upon one another, making one 
or both incapable of becoming conscious. 


There can be no doubt that we are deal- 
ing here with an early detailed concept of 
the subconscious and suppression. It is 
doubtful that Sigmund Freud ever read or 
knew of Beneke's book, since Beneke has 
up to now been completely forgotten. 


OFFICIAL REPORTS 


REPORT OF NOMINATING COMMITTEE 


The Nominating Committee of The 
American Psychiatric Association for this 
year believes that the membership at large 
may be interested in knowing the basic 
principles, in addition to those found in 
the Constitution, which the Committee fol- 
lowed in drawing up the slate of officers 
and councillors which has now been put 
before the membership. 

Of major significance in determining its 
selection was an awareness of the now 
great size and complexity of the Association. 
As far as the membership is concerned, we 
have now passed the 10,000 mark and as 
far as the budget is concerned, we are 
close to one million dollars. These great 
resources of men and money are moreover 
employed in an ever growing intricacy of 
enterprises and responsibilities. Hence the 
task which confronts the man newly elected 
to Council and, more particularly, the man 
newly elected to the position of President- 
Elect, is one totally different from what 
existed 10 years ago. These men have been 
elected by their fellow members because 
they have distinguished themselves by their 
ability and precisely because they are able 
men, they have in most cases many and 
varied demands on their time arising from 
their usual professional duties. Your Nom- 
inating Committee has therefore felt that 
it is essential that such men proposed for 
these positions should already be well fa- 
Mund with the operations of the Associa- 

n, 

In the case of Councillors, we felt it 
desirable that all of those whom we selected 
should have had previous experience on 
the standing committees, boards of the As- 


sociation or in the Assembly where they . 
would have had an opportunity to become 
familiar with one or more aspects of the 
various functions of the Association. 

With regard to those nominated for the 
offices of President, President-Elect, Secre- 
tary and Treasurer, we considered it de- 
sirable that such individuals should all 
have had experience either as full members 
of Council or through regular attendance 
on Council during the last several years. 

We believe that these requirements of 
previous experience in the operation of The 
American Psychiatric Association are likely 
to become of greater significance with pass- 
ing years and with the growing size of the 
activities of the Association. 

We also endeavored, as have previous 
Nominating Committees, to give adequate 
representation both on a geographic basis 
and with respect to numbers—two require- 
ments which one can see at a glance are 
somewhat in conflict with each other and 
therefore require to be rather carefully 
balanced. We have also endeavoured to 
give representation with respect to the field 
of interest to be represented by the Coun- 
cillor or officer to be nominated. From some 
acquaintance with the operation of Council, 
however, we are persuaded that for the 
most part when Council is finally formed 
each year and goes into operation, it does 
so in terms of a body rather than in terms 
of local or regional representatives. In a 
word, each man acts in what he conceives 
to be the best interests of the Association 
rather than in terms of sectional or sub- 


specialty interests. 


SLATE PROPOSED BY THE APA NOMINATING COMMITTEE 
FOR THE YEAR 1959-1960 


PRESIDENT-ELECT : Dr. Robert H. Felix. 
VICE-PRESIDENTS : Dr. S. Spafford Ackerly, 
Dr. F. G, Ebaugh. 
SECRETARY : Dr. C. H. Hardin Branch. 
TREASURER : Dr. Addison M. Duval. 


councitors: Dr. Calvin Drayer, 
(3 to be elected) Dr. Hamilton Ford, 
Dr. Paul Hoch, 
Dr. Paul Huston, 
Dr. A. B. Stokes. 
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CORRESPONDENCE 


TREATMENT RESULTS OF PSYCHOANALYSIS 


Editor, THE AMERICAN JOURNAL or Psvcur- 
ATRY : 

Sm: Since the war, psychoanalysis has 
been assuming an ever-increasing impor- 
tance in American psychiatry. Yet, the 
overall clinical usefulness of the classical 
psychoanalytic procedure, upon which this 
increased importance of psychoanalysis is 
based, has never been statistically validated, 

In 1935, Cheney and Landis published 
a paper in this journal entitled “A Program 
for the Determination of the Therapeutic 
Effectiveness of the Psychoanalytic Meth- 
od.” A few studies have been attempted 
since then, and, during the past few years, 
a research committee of the American Psy- 
choanalytic Association has been examining 
its members’ results. Its report has been 
formulated, but access to it has been re- 
stricted to the membership of that or- 


ganization ; access may be granted to others 
by individual members of the American 
Psychoanalytic Association if the others 
treat the data confidentially. 

I do not believe that such restrictions 
upon or confidentiality about statistics has 
a place in science. One's belief in psycho- 
analysis, or in any other clinical procedure, 
must ultimately be based only on its over- 
all results, Valid conclusions cannot be 
drawn from small numbers of patients, even 
if one of those patients is one’s self. 

The purpose of this letter is therefore to 
voice my belief that the report of the 
research committee on treatment results 
of the American Psychoanalytic Association 
should be published in the usual scientific 
way. 

Nathaniel S. Lehrman, M.D., 
Great Neck, N. Y. 


RE : AGNOSIA, ETC. 


Editor, Tue AMERICAN Journa or Psvcur- 
ATRY : 

Sin : In the October issue of the Journal 
Dr. Arthur N. Fleiss has published an arti- 
cle, *On Mental Symptoms as Phenomena 
of Agnosia Apraxia and Aphasia." While I 
found his briefly expressed hypothesis in- 
teresting, it came as a great surprise that 
he did not go to the trouble of perusing 
some of the literature. 

Such perusal would have shown him 
that this concept was expressed by me in 
some details and with clinical illustrations 
in a paper which appeared in 1943 in the 
Journal of Nervous and Mental Diseases 


under the title, “Physiology of Schizo- 
phrenic Thinking." This paper developed 
ideas which I had formulated as far back 
as 1935 ("Certain Problems of Schizo- 
phrenia in the Light of Cerebral Pathology," 
in the same Journal). In 1952 a similar ap- 
proach was advocated by me in my Psy- 
chotherapy of Psychoses, 

Incidentally, Kleist, in Germany, has 
stressed on innumerable occasions the 
brain-pathological point of view in his in- 
terpretation of schizophrenia. 


Gustav Bychowski, M.D., 
New York City 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL or Psycu- 
ATRY : 


Sm: Dr. Bychowski's letter has coerced 
me to review his published material. For 
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this I thank him, for it was rewarding to do 
so. 

He presented in his papers of 1935 and 
1943, a concept of "agnosia and apraxia of 
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thought processes" as he had recognized 
them in schizophrenias and was also promi- 
nently interested in the agnosia represented 
by disturbances in the body image, He 
limited his discussion to the schizophrenic 
illnesses and had no reference to other 
manifestations of mental illness, both neu- 
rotic and psychotic, or to certain motor 
manifestations, as in hysteria and catatonia, 
which I have included in my presentation. 
His material, however, is clearly relevant 
and helpful 

I am glad to express my appreciation to 
Dr. Bychowski for his earlier discussions 
of these matters which bolster my feeling 
that these concepts and questions need 
further evaluation and scientific study. 

I regret having overlooked this work of 
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Dr. Bychowski’s before but I should like 
to call to his attention the following : In his 
article of March 1935, in the Journal of 
Nervous and Mental Diseases, he stated, 
“the last group of phenomena,—so far as I 
know,—has not been previously observed." 
An asterisk then led to a footnote, which 
stated, “After the appearance of this work 
in the original Polish I became acquainted 
with an article of Loretta Bender in Ar- 
chives of Neurology and Psychiatry, Volume 
27, No. 3, March 1932, which demonstrates 
similar disturbances in schizophrenia.” 

It would appear that Dr. Bychowski, too, 
has not been immune to this type of over- 
sight. 

Arthur N. Fleiss, M.D., 
Syracuse, N. Y. 


CORRECTION 


Editor, THE AMERICAN JOURNAL or PsyCHI- 
ATRY : 

a SR : Since the appearance of my article, 
Studies of Parental Deprivation in Psychi- 
atric Patients,” in the November issue of 
The American Journal of Psychiatry, it has 
been drawn to my attention that I incor- 
rectly summarized the characteristics of two 
samples from a study by Prout and White 
(Am. J. Psychiat., 107 ; 251, 1950). 

The correct description of their sample 
appearing in Table 1 of my article is “25 
mothers of non-schizophrenic sons (mean 
age 48.9 years),” and of their sample ap- 
pearing in Table 2 of my article is “25 
mothers of schizophrenic sons (mean age 
52.7 years).” The latter sample should 

erefore not have appeared in Table 2, 
which related to parental deprivation in 
various groups of psychiatric patients. 

he same correction is applicable to the 


section of my article on page 434, where I 
referred to these two samples in illustrat- 
ing the possible magnitude of chance errors 
in sampling. In this instance, the figures 
given and general principle involved re- 
main valid—namely “that gross differences 
may exist between the frequency of dep- 
rivation in two separate universes, without 
such differences being revealed by small 
samples.” However, I wish to emphasize 
that the term “error” was used in this sec- 
tion in a statistical sense to indicate ran- 
dom deviation from the true value (“chance 
errors in sampling”), and does not apply to 
the conclusions of these particular authors 
—who did not interpret the similarity in 
frequency of parental deprivation among 
their two groups of mothers as being signifi- 
t. 
jen Ian Gregory, M.D., 
London, Ont. 


COMMENT 


SOME DRUGS USED IN THE TREATMENT OF MENTAL DISORDERS 


Forty-one new drugs for the treatment 
of mental diseases have recently been listed 
(1), and others are still being introduced. 
Within the confines of this brief review it 
is not possible to consider all these drugs 
nor to make exhaustive clinical comparisons. 
In the present summary only those thought 
to affect the functions of the neurohor- 
mones, serotonin and noradrenaline will 
be mentioned(2). 

The pioneers in this psychopharmacologi- 
cal advance are reserpine! and chlorpro- 
mazine,? both of which have proved their 
value. Reserpine is a Rauwolfia alkaloid and 
deserpidine? and rescinnamine * are other 
members of this group. The differences be- 
tween these drugs are not marked but reser- 
pine is the most widely used member. It is 
effective in the treatment of disturbed 
hyperactive combative psychotic patients. 
Like the other Rauwolfia alkaloids, it is 
slow acting especially when given orally 
and may bring on tremors and other symp- 
toms of extrapyramidal origin. Hypotensive 
episodes, lactation and amenorrhea in non- 
pregnant women and impotence in the male 
have also been reported. These disadvan- 
tages are usually outweighed by the positive 
therapeutic effects but investigations are in 
progress to dissociate the desirable results 
from the side reactions. For example, by 
altering the chemical structure of the reser- 
pine molecule it has been possible to pro- 
duce a kindred compound showing rela- 
tively pronounced sedative ability but with 
a hypotensive action diminished as com- 
pared with reserpine5(3). Reserpine has 
been shown to empty the serotonin and 
noradrenaline depots wherever they occur 
in the brain or in other parts of the body 
(4). The relationships of the decreased 
cerebral concentrations of one or both of 
these neurohormones to the behavioral 


1 reserpine (Serpasil®, Ciba Pharmaceutical Co.) 

chlorpromazine (Thorazine®, Smith, Kline & 
French Laboratory) 

3 deserpidine (Harmonyl&, Abbott Laboratory) 

4 rescinnamine (Moderil®, Charles Pfizer & Co.) 

5 Su-5171 (Ciba Pharmaceutical Co.) 
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effects of reserpine are under active study. 

The advent of chlorpromazine was fol- 
lowed by the development of many other 
phenothiazines. Though all phenothiazines 
possess in general the same properties, yet 
the different extents to which they are de- 
veloped in the various members of this 
group are of such magnitude as to make a 
choice necessary between the yarious con- 
geners to obtain the best clinical results 
in a given patient. Fortunately, a study of 
the chemical structures of the various 
phenothiazines has yielded suggestions 
which are of aid in the administration of 
these drugs. 


MODEL FOR PHENOTHIAZINE DERIVATIVES 


s > 
au den NUCLEUS 
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Ri 
PATT ( SIDE CHAIN 
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In the first place, the most successful 
phenothiazine drugs exhibit a three carbon 
side chain (-CH-CH:-CH3-) in place of Y 
in the model structure for all phenothia- 
zines. Compounds with a greater or lesser 
number of carbons in the straight chain are 
less valuable clinically(5). Secondly, the 
phenothiazines may be divided into two 
subgroups(6). In one which is compara- 
tively weaker, the straight carbon chain and 
terminal nitrogen are connected to two 
methyl groups (CH) in the R; and Rs; 
positions (See Fig. 1). They are, therefore, 
called the dimethyl subgroup. In the more 
PIPERAZINE RING Potent piperazine sub- 
group, a piperazine ring 
is attached in place of 
R, and R;. Some mem- 
bers of the dimethyl 
subgroup are promazine,* chlorpromazine," 
and triflupromazine,? while among the 


9 promazine (Sparine®, Wyeth Laboratories) 

"chlorpromazine (Thorazine®, Smith, Kline & 
French Laboratory) 

8 triflupromazine (Vesprin®, E, R. Squibb & Son) 
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piperazines are perphenazine,® thiopropa- 
zate,” proclorperazine,4 and trifluopera- 
zine.? 

Thirdly, another factor(6) determining 
the comparative strength of the phenothia- 
zine compounds is the nature of the sub- 
stance in the Y position of the phenothia- 
zine nucleus. Potency increases from 
promazine with hydrogen (H) in the X 
position to chlorpromazine with chlorine 
(Cl) and triflupromazine with carbon tri- 
fluoride (CF;). A similar series is seen as 
one goes from proclorperazine to trifluo- 
perazine. These three suggestions are valu- 
able in determining the magnitude of dose, 
the expected potency of therapeutic effects, 
and gravity of side reactions(7). Rating the 
dose of chlorpromazine as unity, promazine 
requires approximately twice the amount 
to influence favorably abnormal psycho- 
motor hyperactivity while triflupromazine 
only demands X the dose of chlorpromazine 
to enforce such a salutary change. When we 
turn to the consideration of the piperazine 
subgroup, proclorperazine and thiopro- 
pazate take about X of the dosage of chlor- 
promazine, perphenazine requires approxi- 
mately 1/5, and trifluoperazine 1/10. With 
strengthening therapeutic actions there is 
a corresponding increase in extrapyramidal 
signs(6) which characteristically occur 
most frequently early in treatment : tremors 
and other parkinsonlike signs; akathisia 
including turbulence(8) or motor restless- 
ness and anxiety ; and the rarer dyskinesias 
characterized by spastic contractions and 
involuntary movements. Whether or not the 
extrapyramidal symptoms are necessary 
physiological concomitants of the psycho- 
logical action is still a moot question, but 
behavioral improvements continue after the 
involuntary movements are corrected by 
antiparkinson drugs. Side reactions other 
1 an extrapyramidal abnormalities become 
ess frequent as potency increases. For 
example, chlorpromazine is most active in 
Producing sedation and hypotension, side 
réactions which are reduced in intensity 


> 
s Perphenazine (Trilafon®, Schering Corp.) 
here (Dartal®, G. D. Searle & Co.) 
roclo; i i i i 
French Aera (Compazine®, Smith, Kline & 
trifluoperazine (Stelazine®, Smith, Kline & 
French Laboratory) : f 


with triflupromazine, while they are even 
milder with the piperazine compounds. 
Furthermore, seizures and dermatitis are 
more prominent with the use of the di- 
methyl subgroup than in the piperazine 
one. Our experience with the latter has not 
been as long as with the methyl congeners, 
but up to the present jaundice and agranu- 
locytosis have not been reported for the 
piperazines. Thus, if a comparatively weak 
member of the phenothiazines is replaced 
by a stronger one, we should not only 
accordingly use a smaller dosage but also 
expect a lesser degree of sedation, a mitiga- 
tion of hypotension, fewer instances of 
dermatitis and seizures, but an increase in 
the extrapyramidal symptoms. 

There is general agreement among clini- 
cal investigators that the rapidly acting 
piperazine phenothiazines are the most 
effective compounds in mitigating hyper- 
kinesis, diminishing abnormal initiative and 
controlling affective tension. It is, therefore, 
to be expected that one or another pipera- 
zine agent will become the drug of choice. 
At present, however, many psychiatrists 
continue to use the dimethyl compounds 
because of their successful experiences with 
them. 

The biogenic amines, including serotonin, 
noradrenaline and histamine, like the phe- 
nothiazine compounds possess three carbon 
straight chains with a terminal nitrogen 
atom. It is, therefore, possible that these 
drugs compete with the amines for these 
sites in nervous tissue which can combine 
with such side chains. In this way, the 
phenothiazines can prevent the actions 
usually exerted by the biogenic amines. 
Evidence for such a blocking effect is af- 
forded by the observation that the rise of 
brain serotonin caused by the administra- - 
tion of a serotonin precursor is further in- 
creased when the experimental animal is 
pretreated with chlorpromazine(9). If they 
block serotonin and noradrenaline, the 
phenothiazines attain the same results as 
those achieved by reserpine, though the 
mechanism is entirely different for reser- 
pine eliminates these neurohormones from 


the brain. 
Recently a new drug, imipramine hydro- 
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chloride? has been introduced for the 
treatment of the depressions(10). Best re- 
sponses are obtained in the cases of psy- 
chotic depression showing the typical 
symptoms of mental and motor retardation, 
guilt and hopelessness with suicidal tend- 
encies. It is important that side reactions 
are relatively slight. Like the phenothia- 
zines, imipramine reduces the affect to 
stimuli, whether of internal or external 
origin. On the other hand, the ability to 
control abnormal hyperkinesis, a conspicu- 
ous action of the phenothiazines, is reduced 
in imipramine, but the power to stimulate 
is magnified(11). As is also the case 
with chlorpromazine(12) and reserpine 
(13), rhinencephalic structures are especial- 
ly sensitive to stimulation by imipramine. 
Preliminary experiments have disclosed 
that imipramine hydrochloride exerts a 
much weaker blocking action against sero- 
tonin than that evoked by chlorpromazine 
(14). Imipramine also induces an accumu- 
lation of serotonin in the brain but the 
influence of this drug on noradrenaline is 
still to be elucidated. The side chain of 
imipramine hydrochloride is the same as 
that of the methyl subgroup of the pheno- 
thiazines. The nucleus, however, is radically 
altered and in place of the sulphur atom 
(S), an ethylene group (CH;CH;) is 
substituted (See Fig. 1). The similarities 
between imipramine and the phenothia- 
zines may be imputed to the side chains 
while the disparities are attributed to the 
differences in the structure of the nucleus. 

Iproniazid'^ is another drug reported to 
be successful(19) in the treatment of the 
various types of depressions. Many side 
reactions have been observed including 
hypotension, sexual impotence, neuritis and 
jaundice. If a depression arises in the course 
of the schizophrenic process, iproniazid or 
imipramine can cause the disappearance of 
the depression and unmask schizophrenic 
symptoms. In that case, a reduction in 
dosage of the antidepressant is necessary. 
Reserpine may then be given to the patient 
on iproniazid(17, 18) and chlorpromazine 
to the one on imipramine(10). In view of 
the valuable effects of iproniazid upon de- 


13 imipramine 
Pharmaceuticals) 
14 iproniazid (Marsilid®, Hoffman-LaRoche, Inc.) 
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pressions, it would seem advisable to con- 
tinue its use with, however, a watchful eye 
on possible complications and an immediate 
modification of dosage if warning signs 
appear. It is significant that iproniazid in- 
creases the serotonin and noradrenaline 
contents of the brain(16). These results 
may be explained by the power of ipronia- 
zid to inhibit monoamino oxidase, an 
enzyme which metabolizes serotonin and 
perhaps noradrenaline too(15). In view of 
the fact that drugs which may interfere 
with the biogenic compounds (phenothia- 
zines) or remoye them from the brain 
(Rauwolfia alkaloids) exert a calming in- 
fluence upon the hyperactivity of disturbed 
psychotic patients, it would seem logical 
that an increase of these biogenic amines 
should have a stimulating effect on the 
brain. 
H. E. Hrwwicg, M.D., 
Galesburg State Research Laboratory, 
Galesburg, Ill. 
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RACISM 


Whilst we maintain the unity, of the human species, we at the same time repel the 


depressing assumption of superior and inferior races o! atior 
more highly civilized, more enobled by mental cultivation than 


bler than others. All are in like degree designed for 
ditions of society belongs only to the individual, 


susceptible of cultivation, 
others—but none in themselves no 
freedom; a freedom which in the ruder con 


but which in social states enjoying political institutions 
d indicate an idea which throughout the whole course 


body of the community. "If we woul 


of history has ever more and more widely extended its empire . . - 
our common humanity of striving to remove th 
views of every kind have erected amongst men, 
to religion, nation, or colour, as one fraternity, 
attainment of one object, the unrestrained development o 
is the ultimate and highest aim of society . - - 


* The quoted passage is from the author's brother, Wil 


f men. There are nations more 


appertains as a right to the whole 


it is that of establishing 
e barriers which prejudice and limited 
and to treat all mankind without reference 
one great community fitted. for the 
f the psychical powers. This 
na 
—ALEXANDER VON HUMBOLDT, 
Cosmos, 1844 
helm von Humboldt. 


NEWS AND NOTES 


Dr. Howarp Porrer at lowa.—Dr. 
Paul Huston, Chairman of the Depart- 
ment of Psychiatry, College of Medicine, 
State University of Iowa, reports that Dr. 
Howard Potter of New York has been a 
visiting professor at Iowa for 6 weeks be- 
ginning January 1, 1959. While at Iowa, Dr. 
Potter has conducted special seminars for 
resident physicians and served as a con- 
sultant to the department in its expanding 
program and to the State Department of 
Mental Health. 


EASTERN PSYCHIATRIC RESEARCH Assocra- 
TION.—The Eastern Psychiatric Research 
Association will hold its 17th scientific 
, meeting February 6, 1959, at 8 p.m. in the 
New York University Medical School 
Alumni Hall “A,” 30th St. and First Ave., 
New York City. The program will include 
a film, "Migraine Equivalents" and two 
papers, "Empathic Communication and 
Anxiety in Medical Students" and "The 
Phenomenon of Chelation and its Relation 
to Mental Disorders." 


ELEVENTH ANNUAL INSTITUTE IN Psycut- 
ATRY AND NrunoLocy.—The llth annual 
Institute in Psychiatry and Neurology will 
be held at the VA Hospital, North Little 
Rock, Ark., February 26-27, 1959. The fol- 
lowing, among others, will participate : 
Drs. Kenneth E. Appel, Leo H. Bartemeier, 
Dexter M. Bullard, Francis J. Gerty, Ber- 
nard I, Kahn, Edith M. Lentz, G. Wilse 
Robinson, Mathew Ross, and Stewart Wolf. 

Dr. Harold W. Sterling, manager of the 
hospital, expects registration for this in- 
stitute to exceed 1,500, there being no 
charge for registration. 


Wonr» CONFERENCE ON MEDICAL EDUCA- 
TroN.—The Second World Conference on 
Medical Education organized and spon- 
sored by The World Medical Association, 
will be held in Chicago, Ill, August 30 to 
September 4, 1959, 

Approximately 125 speakers from 55 
countries will present papers related to the 
theme of the Conference, “Medicine—A 
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Lifelong Study.” Simultaneous translation 
in English, French and Spanish will be 
provided. 

For further details write to Louis H. 
Bauer, M.D., Secretary General, The World 
Medical Association, 10 Columbus Circle, 
New York 19, N. Y. 


Honor ron Erna L, Grmss.—The Ameri- 
can Woman’s Association presented its 27th 
Award for Eminent Achievement to Erna 
L. Gibbs for her work on epilepsy at a 
luncheon November 22, 1958, at the Wal- 
dorf-Astoria, New York City. 

Mrs. Gibbs and her husband Dr. Fred- 
erick Gibbs were the first to show, in 1928, 
that the brain received nourishment en- 
tirely from sugar carried in the bloodstream. 
In 1933, Mrs. Gibbs recorded the first EEG 
of an epileptic seizure and is credited with 
the identification of several specific types 
of seizure. These findings have eventually 
led to successful treatments for many 
phases of epilepsy. Dr. and Mrs. Gibbs are 
currently doing research at the University 
of Illinois. 


DIRECTORY or PSYCHIATRISTS, SOUTHERN 
Cauirornia.—The Southern California Psy- 
chiatric Society has published a Directory 
of Psychiatrists and Psychiatric Facilities 
in Southern California, which is now avail- 
able for general distribution. It is a plastic- 
bound book containing a complete listing of 
all psychiatrists in the Southern California 
area, of psychiatric hospitals, clinics, and 
outpatient departments, including their 
staffs, eligibility, requirements, etc. Please 
direct enquiries to: Southern California 
Psychiatric Society, 427 North Camden 
Drive, Room 104, Beverly Hills, California. 

If there are other District Branches or 
Affiliate Societies that publish directories of 
their members, we would like to exchange 
directories. 


ConFERENCE Proceepincs or THE Woops 
Scuoors, LANcHorNE, Pa.—The Woods 
Schools has published a 20-page resumé 
of its 1958 Conference on “Counseling Par- 
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ents of Children with Mental Handicaps.” 
The booklet, distributed in South America, 
Europe and Canada through UNESCO and 
Pan-American welfare bureaus is also being 
published for the first time in Spanish and 
French versions. 

More than 18,000 copies of the English 
text is annually mailed to all parts of the 
world as a public service by The Woods 
Schools. 


Governor RockrerkLLER Rrerams Dr. 
Hocs as Commissioner or MreNrAL Hy- 
CIENE.—What could have been taken for 
granted was confirmed last November when 
the Governor-elect of New York State an- 
nounced that Dr. Paul H. Hoch would 
continue the excellent work he has been 
carrying on for three and a half years as 
head of the psychiatric services of the State. 

Dr. Hoch has brought to this office much 
more than qualified administration. He is a 
well grounded scientist and has had abun- 
dant experience as a research psychiatrist, 
clinician, teacher and writer. He has first- 
hand familiarity with the many and com- 
plex problems of the great state medical 
service under his direction, which is re- 
sponsible for the care of some 100,000 pa- 
tients in 25 institutions including hospitals, 
training schools for defectives and a colony 
for epileptics. 

One of Dr. Hoch's main interests has 
been the investigation and application of 
new treatment methods which have re- 
sulted in shortening treatment periods in 
hospital and increasing discharge rates, thus 
reversing the previous trend of yearly in- 
crease of hospital populations. 

__ It is a happy circumstance that Dr. Hoch 
is an associate editor of this Journal. 


MENTAL HEALTH PLANNING IN DENMARK. 
—À commission appointed by the Danish 
Bovernment to consider the state mental 

ealth service made its report in November 
1956. Based on a review of this report the 
Present status of the service together with 
Fecommendations by the commission in- 
cludes the fundamental principle of close 
attachment of the psychiatric hospitals to 

€ general hospitals. New hospitals should 
not exceed 350 beds. They should treat all 
Mental disabilities except mental defect 


with arrangements for transfer of certain 
chronic and senile patients to special psy- 
chiatric nursing homes. 

The commission outlined a 20-year plan 
for revalidation of the mental health serv- 
ice. There are presently 7 psychiatric hos- 
pitals of which 6 are to be thoroughly 
modernized, and one converted into a nurs- 
ing home. Building of 12 new hospitals and 
7 nursing homes is recommended ; of these 
one hospital and two nursing homes are in 
operation and the second hospital is under 
construction, 


Swrra Kure & Frenc RESEARCH INSTI- 
TUTE OF Grear Bnrram.-Smith Kline & 
French Laboratories announces the estab- 
lishment of an independent research organ- 
ization in Great Britain, to be headed by 
Professor William A. Blain, who has held 
the chair in pharmacology at the University 
of Leeds since 1946, The institute, expected 
to be fully operative by the autumn of 1960, 
will provide the company with a direct link 
to European science and allow an exchange 
of research philosophies and approaches be- — 
tween Great Britain and the United States. 


RULES FOR THE PREPARATION OF MANU- 
scriets.—A 17-page booklet has been issued 
by S. Karger, Inc., as a guide to authors 
and editors in preparing manuscripts 
and bibliographies. Published in German, 
French and English editions, it contains 
general rules for preparing articles and | 
books, information regarding illustrations, 
corrections, proof-reader’s marks, general 
abbreviations and abbreviations of periodi- 
cal titles. Price : U. S., .50c. 


INSTITUTE ALBERT Prevost.—The Albert 
Prévost Institute is now accredited as a 
graduate training center in psychiatry by 
the College of Physicians and Surgeons of 
the Province of Quebec and the Royal Col- 
lege of Physicians and Surgeons of Canada. 

Applications for residency for the year 
1959-60 should be addressed to: Adminis- 
tration Office, Albert Prévost Institute, 6555 
Gouin Boul. West, Montreal 9, P. Q. 

Accepted candidates will receive a salary 
of $240, monthly and may board at the 


hospital. 
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Dr. Kanner TO Give Karen Horney 
;ECTURE.— The 7th annual Karen Horney 
Lecture sponsored by the Association for 
he Advancement of Psychoanalysis will be 
siyen by Dr. Leo Kanner on “Centripetal 
Forces in Personality Development" The 
meeting will be held on March 25, 1959, 
at 8:30 p.m. at Hosack Hall, at the New 
York Academy of Medicine, 3 East 103rd 
St. A dinner honoring the guest speaker 
will precede the lecture. 


MENNINGER AWARD To Dr. Hemz Hanr- 
MANN.—Àt the Autumn meeting of the 
American Psychoanalytic Association in 
New York City, December 7, the Charles 
Frederick Menninger Award was presented 
to Dr. Heinz Hartmann of the New York 
Psychoanalytic Institute for the publication 
of his outstanding monograph "Ego Psy- 
chology and the Problem of Adaptation." 
Dr. Hartmann's special interest for the past 
20 years has been the various aspects of 
ego function in relation to the whole per- 
sonality. 


AMERICAN ORTHOPSYCHIATRIC |ÁSSOCIA- 
tion, Ixc.—The 36th annual meeting of the 
American Orthopsychiatric Association will 
be held March 30-April 1, 1959, at the 
Sheraton-Palace Hotel, San Francisco, Cal. 

Among the topics to be discussed at the 
symposia, workshops, and panel groups, are 
the problems of brain damage, impact of 
cultural patterns on mental health pro- 
grams, mental health aspects of desegrega- 
tion, functions and goals of education in 
terms of individual development, and vari- 
ous aspects of prevention and treatment of 
emotional ills. 

Sessions will be open to non-members. 
For further information write : Dr. Marion 
F. Langer, Executive Secretary, American 
Orthopsychiatric Association, 1790 Broad- 
way, New York 19, N. Y., or Dr. Donald 
Shaskan, Veterans Administration, 49-4th 
St., San Francisco 3, Cal. 


JoumvaL or InprvinvaL PsycuoLocv.— 
The 80th birthday of Kurt Goldstein, last 
November 6, will be celebrated in the 
Spring 1959 issue of the Journal of Indi- 
vidual Psychology. This special number will 
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include an autobiographical statement by 
Goldstein and many articles by outstanding 
contributors. It will also contain a portrait 
of Goldstein and a bibliography of his work 
from 1936 to 1958. 

Those wishing to avail themselves of the 
special pre-publication price of $1.75 are 
asked to send their checks to: Journal of 
Individual Psychology, University of Ver- 
mont, Burlington, Vt. 


New Yonk Founpiine HosrrraL MENTAL 
Hycwæne Ciinic.—The New York Foundling 
Hospital at 1175 Third Ave., has instituted 
a mental hygiene and child guidance clinic 
into the hospital organization. The clinic's 
main functions are treatment, training and 
research. The New York Foundling Hos- 
pital takes care of about 2,000 children and 
with this case load, many psychiatric prob- 
lems in the past had to be referred to out- 
side agencies. The clinic is composed of a 
medical director, chief psychiatric social 
worker and chief clinical psychologist. 

The clinic has been approved by the 
New York State Department of Mental Hy- 
giene. The Medical Director of the Mental 
Hygiene and Guidance Clinic is Dr. Alfred 
R. Joyce. 


AMERICAN Boarp or PsvcHIATRY AND 

NxvnoLocx, Inc.—The Board wishes to an- 
nounce that three examinations will be 
given in 1959 : 
New Orleans, La.—March 16 and 17, 1959. 
Chicago, Ill.—October 19 and 20, 1959. 
New York, N. Y.—December 14 and 15, 

1959. 


Dn. Ciara TuoMrsov Dirs.—On Decem- 
ber 20, 1958, occurred the death of Dr. 
Clara Thompson, executive director of the 
William Alanson White Institute of Psy- 
chiatry in Washington, D. C. She died at 
her home in New York City at the age of 
65. 

Dr. Thompson worked with Dr. Harry 
Stack Sullivan in developing his modifica- 
tion of psychoanalysis based on his theory 
of interpersonal relationships as taught at 
the William A. White Institute of which she 
was president of the board of trustees. 

Dr. Thompson graduated in arts from 
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Brown University and in medicine from 
Johns Hopkins in 1920. She has contributed 
extensively to psychoanalytic periodicals 
and was co-author of Psychoanalysis : Evo- 
lution and Development and Outline of 
Psychonanlysis. 


Dr. Epwarp SrRECKER.—With great re- 
gret we record the death early in January 
of this year of Dr. Edward A. Strecker, 
Professor Emeritus of Psychiatry in the 
medical faculty of the University of Penn- 
sylvania, and President of The American 
Psychiatric Association during its centenary 
year in 1944, 

Dr. Strecker has been known to several 
generations of medical practitioners and 
students through the textbook of psychia- 
try written by himself and Dr. Franklin 
Ebaugh. He was the author of other books 
in this field and for some years was an 
honored member of the editorial board of 
the American Journal of Psychiatry. 

In his death, psychiatry has suffered the 
loss of a staunch friend and a great leader 
and teacher, 

j A memorial of Dr. Strecker will appear 
in a later issue of this Journal. 


Dr. SorowoN Commissioner IN Mas- 
SACHUsETTS,—Retiring from the chair of 
Psychiatry in the Medical School of Har- 
vard University and as Director of the Mas- 


sachusetts Mental Health Center, Dr. Harry 
Solomon has been appointed Commissioner 
of Mental Health for the State of Massa- 
chusetts. 

In his presidential address before The 
American Psychiatric Association in May 
of last year Dr. Solomon looked into the 
future for better ways of administering psy- 
chiatric care. In his new post he will be able 
to give guidance in advancing the salutary 
plans he has pondered to the advantage of 
the state he has served so long and so well. 


Dr. Ewarr Heaps Psycuatry AT Har- 
VARD.—Dr. Jack Ewalt, who has given such 
excellent service as Commissioner of Men- 
tal Health for the State of Massachusetts 
and as Treasurer of The American Psychi- 
atric Association, in relinquishing these 
responsibilities has been appointed Profes- 
sor of Psychiatry in Harvard University 
and Director of the Massachusetts Mental 
Health Center, formerly the Boston Psycho- 
pathic Hospital, thus taking his place in the 
illustrious line-Southard, Campbell, Solo- 
mon, Ewalt. 


Correction.—Through an unnoticed 
printer’s error the clinical note by Dr. 
Joseph A. Barsa in the December Journal 
was incorrectly titled, “Tranquilizers as 
Energizers"; it should have read “Tran- 
quilizers and Energizers.” 


BOOK REVIEWS 


Carson Dioxme Tuerary. 2nd Ed. Edited by 
L. J. Meduna. (Springfield, Ill. : Charles 
C Thomas, 1958, pp. 541.) 


Carbon Dioxide Therapy is a well printed 
and legible volume edited by L. J. Meduna, 
who contributes chapters on theory and tech- 
nic, with 16 other physicians and one Ph.D. 
who describe modified technics, indications, re- 
sults, and physiologic, psychologic and statisti- 
cal investigations. Although most of the in- 
vestigators agree that CO, therapy is best for 
anxiety states, many recommend it for a variety 
of conditions such as obsessive-compulsive 
conditions, phobias, depression, sex devia- 
. tion, as an abreactive technic, or an aid to 
_ planned psychotherapy, in childhood psychia- 
_ try and/or an anesthetic in obstetrics. Wilcox 
| uses it as an aid to psychopenetration (a form 

of quick dynamic probing). Its use in depres- 
sions seems unwarranted inasmuch as this 
condition responds, almost in a specific man- 
ner, to ECT. 

The original Meduna technic in which a 
varying number of inhalations of a mixture of 
30% CO, and 70% O, were administered has 
been modified to the following technics : 
single breath, nitrous oxide induction, frac- 
tional, rapid coma, sub-coma, convulsive, sand- 
wich, N,O—CO,—O,, and McRae’s several 
methods, among others. The multiplicity of the 
modifications indicate among other reasons, 
dissatisfaction with the results or with the 
disagreeableness (up to 50% of the patients 
drop out) of the classic method. Although each 
protagonist advocates his own personal version, 
no modification has bettered the results 
achieved by Meduna with his original technic. 
The descriptions of the various technics are 
excellent. 

The mode of action of CO, therapy is not 
known, Gellhorn, who is quoted by many of 
the contributors, feels that the psychoneurotic 
is essentially hypersensitive. This means that 
his hypothalamic—cortical mechanism is hy- 
peractive. Carbon dioxide acts deferentially 
on the cortex and hypothalamus ; stimulating 
the former and inhibiting the latter. The in- 
hibition of the hypothalamus automatically 
reduces the quantity of impulses passing to 
the cortex, which is a factor in the relief of 
the psychoneurosis. Meduna agrees with Gell- 
horn but feels that other CO, actions such as 
thoSe on the carbohydrate metabolism, en- 
docrine glands, on the cell membrane, on the 
ph of the blood and on the concentration of 
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carbonic anhydrase are also operative. Al- 
though most of the participants in the volume 
accept Gellhorn’s explanation, Schaefer, in the 
same volume disagrees, as he found that CO» 
increases the electrical activity of the hypo- 
thalamus instead of inhibiting it. 

Meduna describes in detail the well known 
theory of the psychoneurosis based on a 
lowered threshold of irritability of the brain 
and the consequent formation of positive feed- 
back circuits. Since CO, increases the thres- 
hold of excitability the theory meshes with 
the fact. This theory, however, does not 
consider Pickworth’s statement that reflex 
activities depend on adequate local blood 
flow. In mental disease there is a fault in the 
local capillary blood flow with consequent 
decrease in reflex activities. Under favorable 
circumstances new capillaries can quickly form 
and establish new pathways for reflex activi- 
ties. This statement deserves further investiga- 
tion. 

To Meduna, CO, therapy is strictly a physi- 
cal form of treatment. He states, "Psychologic 
explanations of the mode of action of CO, 
treatment are mostly presentations of simple 
Freudian concepts" and "one should indeed 
be in despair over the future of psychiatry if 
the phenomena observed admitted of no ex- 
planation other than those dreamed by mad 
men and mapped by poets." This is a positive 
statement, yet to the reviewer the facts seem 
to point against Meduna's assumption. 

The clinical results showed marked varia- 
tions. Only a few of the contributors reported 
on a sufficient number of cases to justify 
statistical evaluation. Frank studied 86 pa- 
tients of whom 55 were treated by two or more 
psychiatrists in a clinic, and 31 privately by 
one psychiatrist. The overall improvement in 
the clinic patients was 324, and that of the 
private patients, 54%. Since a 32% improve- 
ment rate corresponds to the rate found in 
pure chance recovery, it can be assumed from 
this study that when CO, is given in an 
impersonal mechanical manner, without à 
positive physician-patient relationship, it is 
totally ineffective. On the other hand, some 
of the observers obtained overall improvement 
rate as high as 75%. This seems significant. 
Yet, the reviewer who personally knows and 
witnessed CO, treatment by some of the men 
who have achieved high therapeutic results, 
feels that these doctors strongly believe in the 
efficacy of the CO, method, administer it in 
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a most confident manner and in addition act 
as powerful father figures. These are all posi- 
tive psychotherapeutic attributes which he 
believes play the main role in the therapeutic 
process in CO; therapy. Be this as it may, the 
majority of the authors are in agreement that 
psychotherapy should be an integral part of 
CO, therapy. 

No special study of the possible complica- 
tions of CO, therapy is presented and the 
assumption is that the treatment is safe. How- 
ever, deaths have occurred and Laverne men- 
tions one in his chapter. Cardiovascular ir- 
regularities including bundle branch block are 
not uncommon and care should be exercised 
in administering CO; therapy to patients with 
heart disease. 

Carbon dioxide therapy appears to be 
indicated as an aid in abreactive technics ; 
and in more active dynamically oriented psy- 
chotherapy ; as a test to help determine the 
type of psychiatric treatment a patient should 
receive and lastly and perhaps most important, 
as a therapeutic tool in the hands of certain 
physicians able to skillfully manipulate it for 
the benefit of the patient and without planned 
psychotherapy. 

Although I have commented on some areas 
of disagreement, the book contains much that 
is worthy. The chapters by Meduna, Wilcox, 
Schaefer, Pickworth and Ashby are especially 
informative, and are worthwhile reading. It 
is a must for all psychiatrists interested in 
CO, therapy. It should be of considerable 
interest to all interested in the physiology of 
CO, in the human body and brain, and to all 
psychiatrists interested in the study of psy- 
choneurosis, 

DAVID J. IMPASTATO, M.D., 
New York, N. Y. 


Our Mmo, Common To Aut. By Earl D. 
Bond, M.D. (New York: The Macmillan 
Company, 1958, pp. 200. $4.50.) 


x Dr. Bond dedicates his delightfully written 
ttle volume, One Mind, Common to All, 10 
me patients who have taught me." That Dr. 

Ond has been an apt pupil is a statement to 
Which his many admirers will assent. 

In this book Dr. Bond pursues the elusive 
ware of normality and offers many examples 
hi egrees of normality from his patients, from 
"cau A autobiography and from drama. As 

n understanding psychiatrist he looks for 
normal explanations of abnormal behavior. 
as “normality is not a narrow path, not 
"arg k line, but a very wide road with some- 

t hazy margins. To psychiatrists, people 


are more normal than otherwise." His cri- 
terion for normality is as simple as it is broad : 
“In their own culture, normal people work and 
love with ease, happiness and efficiency some- 
what in proportion to their circumstances." 
The more "normal" one is the more he can 
acknowledge and control such tendencies as 
aggressiveness, resentment, hostility, fears, de- 
pression and dependency. The healthy-minded 
person is comfortable with other persons and 
he is not threatened by something which he 
constantly finds it necessary to keep at bay. 

As do an increasing number of psychiatrists, 
the author believes that many deviations in 
personality development, many departures 
from “normality,” are logical reverberations 
from childhood. Through his behavior or his 
beliefs the individual tells us something which 
he cannot verbalize but which had its origin 
in the inter-emotional experiences of child- 
hood. Superficially such a person may appear 
“normal” so long as he is protected by such 
defenses as over-conscientiousness, prejudice 
or other device. Under unusual stress, how- 
ever, this precarious balance may be dis- 
turbed by destructive forces and the patient 
fly into activity or choose a regressive retreat 
from reality. 

The substance of Dr. Bond's theme is that the 
way to increase and improve mental health 
is to ^stop, look and listen to what these 
unhappy and upset people can tell us and 
teach us." For this reason this book should 
prove to be an excellent textbook of mental 
hygiene. Many such books are replete with 
platitudes. Dr. Bond's method of teaching 
the principles of mental health is different. 
By pointing out how poor mental health is 
usually but an exaggerated form of common 
human traits he hopes we may hold the mirror 
up to ourselves. 

“This is not a self-help book, not an exhorta- 
tion, but an invitation to the intelligent reader 
to take a look just beneath the surface at him- 
self and the people about him—under the 
masks, the camouflage, the screens that are so 
universal and so efficient in deceiving the 

e" 
perenne ik Anruur P. Noyes, M. D., 
Norristown, Pa. 


, WHAT IT 15 ; WHAT TO DO ABOUT IT. 

Mor T J. Putnam, M.D. (Philadelphia A 

J. B. Lippincott, 1958, pp. 190 with 12 
figs.) 

There are several things that go into the 

making of a book like this : early orientation 

of research, long practical experience, scholarly 
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appraisal of the work of others, and straight- 
forward writing that makes for easy reading. 
Putnam has distilled his knowledge of epilepsy 
into this manual for patients, their families and 
friends, nurses and schoolteachers. Physicians 
who treat epileptics will also find much that 
they may have heard about but not adequately 
thought about. When one thinks of the out- 
patient departments, with refilling of routine 
prescriptions and their mediocre results, one 
would like to place this small paper-back in 
the clinics where it can stimulate thought and 
experimentation, 

Seizures have been brought progressively 
under control. A century ago, bromide raised 
the percentage from 13 to 24, Fifty years later 
phenobarbital raised the figure to 27%, with 
greater freedom from side-effects, Phenytoin 
(Dilantin) introduced 20 years ago freed 
362, and subsequent anti-convulsives brought 
it to 56%. Putnam himself by combining all 
treatments, including narcosis, relieved 77%, 
Yet the recent advances are slow in making 
themselves felt in the epileptic population in 
the United States which numbers half a 
million, 

The author recognizes the fact that treat- 
ments fail in some patients and that pro- 
vision must be made for the institutionaliza- 
tion of intractable cases, He calls for further 
research in this area as well as others. “A 
dollar will buy more welfare in this field than 
any other in this country." But for the most 
part the outlook is encouraging. With progress 
in treatment of the disorder more patients are 
enabled to work, to drive cars, to marry and 
raise families, Practically all aspects of the 
problem are treated in this volume : causes, 
diagnosis, treatments, prevention, legal status 
and outlook. Bracketed summaries give in 
succinet form helpful hints for the understand- 
ing and management of the disease and the 
person involved. 

Warrer Freeman, M. D, 
Los Altos, Calif. 


THE PRESERVATION OF Yourn. Essays on 
Health by Maimonides, Translated by 
Hirsch L. Gordon, M.D, (New York : Phil- 


osophical Library, Inc, 1958, pp. 92. 
$2.75.) 


We can subscribe to the statement of the 
translator that Maimonides “was one of the 
most colorful personalities of the twelfth cen- 
tury.” Driven from his birthplace in Spain, 
he spent most of his adult life in Egypt where 
he was court physician and where his eminence 
Was widely recognized. He wrote ten medical 
works, all in Arabic, of which the present text 


is the first to be translated into English. While 
his medical treatises were based on reliable 
Greek and Arabic sources, Maimonides was no 
traditionalist. He was a forerunner of pre- 
ventive and psychosomatic medicine. 

This book was written for the Sultan Al 
Afdal at his request as a guide to health and 
in consideration of the symptoms the Sultan 
complained of—indigestion, chronic constipa- 
tion and depressive moods. Special attention 
is therefore given to diets and the use of 
purgatives. Mild remedies are to be preferred 
to drastic ones. Maimonides is quite aware of 
the fallibility of medicine. “Most physicians 
commit many errors.” And he quotes from 
Aristotle "that many die from medication be- 
cause of the ignorance of physicians in under- 
standing nature." He gives attention to emo- 
tional states in health and illness and offers 
suggestions for their regulation, Effort should 
be made to replace bad habits with healthful 
ones and to cultivate the tranquil mind. One 
must remember that Nature is the great healer, 
and if in doubt it may be better to give no 
treatment than to risk treatment that may do 
harm, Primum non nocere. He ridiculed belief 
in demonology and exorcism as was prevalent 
among his contemporary Christians. 

Maimonides represented the wisdom of his 
times and is a wise councillor today. Dr. Gor- 
don has done medicine and the history of 
medicine and the discipline of mental hygiene 
and the good life a distinct service by making 
this treatise available in English, 

C.B.F. 


ANIMAL Beravion,. By John Paul Scott, (Chicago: 
University of Chicago Press, 1958, pp. 281. 
$5.00.) 


Dr. John Paul Scott, Chairman of the Division 
of Behavior Studies at the Roscoe B. Jackson 
Memorial Laboratory, Bar Harbor, Maine, in the 
Present volume has written a general introduction 
to behavior studies in animals which will appeal to 
many classes of readers, trom the layman to the 
expert. Dr. Scott has a wide acquaintance with 
the literature, and his knowledge of animal be- 
havior derived from the secondary sources is 
thoroughly rounded out by his first-hand experi- 
ence under controlled laboratory conditions with 
the behavior of animals. The animals whose be- 
havior is discussed in the present volume are of 
numerous different kinds and so are the forms of 
behavior considered. The value of this work as an 
introduction to the study of comparative psy- 
chology is considerable,.as is its usefulness in sug- 
gesting many fruitful insights into human behavior. 
The book is abundantly illustrated, and there is an 
excellent bibliography. 

se ates AsHtey MONTAGU, 
Princeton, N. J 
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HARRY J. WORTHING, M. D., 1888-1958 


On July 22, 1958, Dr. Harry J. Worthing 
died at his home in Pilgrim State Hospital, 
where he had been Director since 1937. 
His final illness was brief; a coronary 
thrombosis occurred while he was at work 
in the office and this proved fatal within 
a few days. Dr. Worthing had often talked 
of retirement but his 70th year found him 
still actively in charge of the hospital whose 
14,000 beds make it the largest in the 
world ; he remained a powerful guiding in- 
fluence as he had been since his arrival 
there 21 years ago. 

Born in the town of Norwood in St. 
Lawrence County not far from the Canadi- 
an border, he had his medical training at 
Syracuse University and entered New York 
State service at St. Lawrence State Hospi- 
tal in 1913, He saw military service on the 
Mexican border in 1916 and went overseas 
as division psychiatrist in World War I, 
and then returned to New York’s Depart- 
ment of Mental Hygiene. A series of promo- 
tions brought him to Willard State Hospi- 
tal as Director in 1935 and then to Pilgrim 
two years later, He quickly developed a 
deep attachment to this institution and 
devoted his full energies to its administra- 
tion and development. It was a new hospi- 
tal, first opened in 1931; by 1937 it had a 
population of 7,878, practically all transfers 
from other hospitals. The admission serv- 
ice had just been opened and insulin 
shock therapy was just getting started. The 
plans were for a gigantic institution and it 
vey his task to bring it to reality. This he 

id during the next 20 years, bringing to it 

died dd which pria 

ividuality a: s 
Cosi y and gave full scope to 

Dr. Worthing was alert, direct, quick to 
grasp the essentials of a situation, adroit 
e penetrating sham or pretense and basi- 
"a y practical ; he had a big job to do and 
sd stayed ahead of it throughout his 
e eer although it often taxed even his 

ormous work capacity. If he had to be 


away from the hospital for a day, he could 
be found on his return in his office late at 
night shrouded in cigar smoke and digest- 
ing the accumulated mail, marking the 
letters for various members of his staff 
with the customary "Please see me. HJW.” 
He had a grasp of the detailed working of 
the institution and a knowledge of the 
patients which regularly amazed visitors 
who accompanied him on his rounds ; it 
was his answer to the eternal question : 
“How can one man keep effective contact 
with the operation of such a vast institu- 
tion?” Without entering here into the - 
controversy as to large and small hospitals, 
the fact is that he did keep contact and 
his influence was felt everywhere. He 
pleased many and treasured the letters of 
gratitude which poured into the institution | 
but he held the respect even of those who 
disagreed with him. He was at his best 
working under pressure ; though short of 
stature his natural dignity, clear voice, 

immaculate dress, good appearance, quic! 

wit, rapid grasp of a changing situation, 
his almost uncanny skill with people of all 
types and his tremendous flexibility of pace 

served him admirably at such times. He 

could finesse a trick with consummate dex- 
terity and he knew how to be blunt and 

direct when this was called for. He could 

face a courtroom, calm an irate visitor Or 

contact a depressed patient huddled in a. 
comer of a ward with equal poise and 

effectiveness ; those who relied on his for- 

getting or neglecting a point were often 

badly embarrassed. He knew how to give 

loyalty and expected it in return; once 

convinced of a need for action he could 

brook no delay, but on the other hand he 

could wait interminably when necessary. 
Extremely sensitive to the opinions of 
others, he had to steel himself to take un- 
pleasant administrative decisions but he 
did not evade direct personal responsibility 
regardless of his inner feelings. He resolved 
his doubts privately before he took action 
and then betrayed no tendency to vacilla- 
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tion or visible insecurity. This strength of 
purpose stemmed in a significant degree 
from a happy marriage; to the very end 
Mrs. Worthing remained a silent partner 
in his work, discreet and unassuming, but 
no one close to him ever doubted her 
importance to him. 

His achievements are those of the hospi- 
tal and everything of significance which 
occurred in Pilgrim during the 20 years 
of his administration was, in part at least, 
his doing. An outstanding contribution was 
in the field of somatic therapy which he 
staunchly supported from the very start, 
and each of the standard methods had early 
and sympathetic development at Pilgrim. 
His personal influence on various members 
of his staff was very strong and he was 


proud of the fact that in his time Pilgrim 
had provided the Department with a Com- 
missioner, five Assistant Commissioners, 
four Hospital Directors, and a large num- 
ber of other key psychiatric personnel. 

He served as councilor of The American 
Psychiatric Association, having joined the 
Association in 1919, and finally became a 
Life Fellow ; he was active in local medical 
organizations and was a highly respected 
member of the local community. In the 
last analysis, however, his service to the 
many thousands of patients who came 
through Pilgrim was his greatest source of 
satisfaction. It has been said that what the 
mentally ill need most is a good friend and 
that was his happiest role. 

Henry Burr, M. D. 
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It has been claimed that if the Holy 
Roman Empire had not existed it would 
have been necessary for someone to invent 
such a confederation. This is an epigram- 
matic way of asserting that enduring insti- 
tutions do not usually arise in the minds of 
a few men. Rather, such developments ap- 
pear and move to culmination with the 
inexorable progress of a glacier, called forth 
by the necds of the times instead of ap- 
pearing suddenly as a full-blown jinni 
springing from the unstoppered brain of a 
single genius or two. Usually leaders do not 
create movements; movements extrude 
leaders and the subsequent growth may 
then depend upon the ability and dedica- 
tion of those who lead. This is the history 
of the formation of the American Board of 
Psychiatry and Neurology, which was in no 
sense a unique and unprecedented move- 
ment, but rather a repetition of the evolu- 
tion of American medicine, as it related 
both to the main body of medical practice 
and to the specialties. 

In the history of medicine there has never 
been a dearth of those individuals who 
claim exhaustive knowledge and special 
gifts of healing even though these repre- 
sented only their personal conviction with- 
out the least basis in training or preparation. 
They have been with us from the beginning 
and they will be with us to the end. The 
trend of modern medicine has been to or- 
anize, standardize and stabilize the prac- 
tice of the healing arts. This began in some 
orm, not with the boards, but as soon as 
medicine was established on this continent. 

marily, it was an effort to create stand- 
ards of ethical practice and professional 
Competence based on adequate fundamen- 


E 
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tal education in the field. The first step, 
which took a long time, was an attempt to 
drive out the charlatans, magicians, sectari- 
an schools and all those who claimed to 
cure by esoteric means. To understand the 
magnitude of this problem one need only 
to look to the history of the American 
Medical Association, its struggles against 
class B and class C medical schools and the 
slow and painful disappearance of the 
strange healing cults. 

The same disturbing and confused situa- 
tion regarding standards and professional 
competence that existed in general medi- 
cine was equally troublesome in the spe- 
cialties. In psychiatry there were many 
self-constituted specialists who, after a year 
in a state hospital or with no training at 
all, declared themselves competent and 
promulgators of all wisdom relating to emo- 
tional illness. In some communities they 
were abetted by local political pressures 
or the abdication of interest by other physi- 
cians, and they became local psychiatric 
prophets. No one questioned their. claims 
or knowledge; no one asked from whence 
they came. They usually enjoyed public 
prestige and acceptance equal to that of 
the trained specialist. Although the well- 
trained practitioner might expostulate in- 
effectually, these self-anointed specialists 
usually enjoyed all the honors and pre- 
rogatives of the trained and dedicated 
practitioner. For the latter there was little 
defense or recourse except personal vitu- 
peration and professional attacks, which 
were easily shrugged off as the jealousy of 
a competitor. There was no yardstick for 
the measurement of opposing claims or 
even of minimal professional competence. 

All the medical specialties were con- 
fronted by the same problem. In the van- 

ard were ophthalmology (1916), otola- 
ryngology ( 1924), obstetrics and gynecology 
(1930), and dermatology and syphilology 
(1932). The several societies in these spe- 
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cialties attempted to solve the problem by 
establishing boards of certification. 


EARLY SUGGESTIONS AND PROPOSALS 


During the 1920s there was considerable 
informal discussion concerning the neces- 
sity of establishing standards of professional 
competence in neurology and psychiatry. 
The first definite proposal to receive con- 
siderable attention was made by Adolf 
Meyer in his presidential address(1) before 
'The American Psychiatric Association in 
1928. “I should like to recommend that as 
a part of the program of our Association, 
the various centers . . . work out intensive 
training courses of work, looking forward 
to two kinds of diplomas" (one for ade- 
quate basic training, the other for advanced 
proficiency and special creative work of 
note). In the March 1931, issue of the 
American Journal of Psychiatry(2) there 
appeared an editorial advocating the forma- 
tion of an American board of examiners in 
psychiatry. At their June 11, 1931, meeting, 
the Section on Nervous and Mental Dis- 
eases of the American Medical Association 
noted(3) the willingness of the National 
Board of Medical Examiners to examine 
and certify in neurology and psychiatry. 
They acknowledged the need for such 
recognition and certification and resolved 
"active cooperation and willingness to co- 
operate (with the National Board of Medi- 
cal Examiners) in this educational move- 
ment." In 1932 the House of Delegates of 
the Medical Society of New Jersey em- 
barked(4) on a program of specialty 
certification on the state level. They offered 
certification as a specialist on the basis of 
recommendations, membership in various 
societies, appointments held, and so forth, 
but without any formal examination. 

The next step taken was one so incon- 
spicuous and oblique that it is difficult to 
believe that it was not a subtle and planned 
move toward an undisclosed goal. Possibly 
we are too suspicious and interpretive ; 
maybe, like Topsy, it just grew from a dark 
and unintentional beginning. In the pro- 
posed revision(5) of the constitution of 
The American Psychiatric Association pub- 
lished in September 1932, a new article III 
was inserted which set up 6 classes of mem- 
bers of the Association. It ordered that *An 
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Examining Board of five Fellows or Life 
Members shall be appointed by the Presi- 
dent and approved by the Council. It shall 
be the duty of this Board to make a report 
and recommendation to the Council on 
every application for every class of mem- 
bership." Then, rather inconspicuously, it 
required the board *. . . from time to time 
afterward to submit to the Council plans 
for the procedures by which it proposes 
to pass upon the fitness of new applicants 
for membership and of present members 
of the Association.” In the final form 
adopted(6) shortly afterward, the above 
appeared with the addition of an innocuous 
phrase “. . . and perform such other duties 
as Council or Association may assign to it.” 


PHASE OF RAPID DEVELOPMENT 


The year 1933 was characterized by 
mounting interest in certification, rapid de- 
velopments and the appearance of still 
further organizations willing to take over 
such authority in neurology and psychiatry. 
One was the Council on Medical Education 
and Hospitals of the American Medical 
Association which  resolved(7) : That 
should the House of Delegates so order, 
the Council is prepared to extend to other 
special fields of medicine the service which 
it has rendered to the fields of radiology 
and pathology to the end that members of 
the medical profession and others who may 
be concerned may be able readily to dis- 
tinguish those who have received training 
in the various branches of medicine from 
those who are merely self-constituted “spe- 
cialists." 

The following outline illustrates the con- 
fusion existing in 1933 and the multiplicity 
of certifying and semiofficial methods of 
certification. 


CURRENT PRACTICES REGARDING RECOGNITION 
OF SPECIALISTS IN 1933(8) 
l. By obtaining a certificate or diploma 
of special qualifications. 
Organizations issuing, and order of for- 
mation : 
a. The American Board of Ophthal 
mology (1916) 
b. The American Board of Otolaryn- 
gology (1924) F 
c. The American Board of Obstetrics 
and Gynecology (1930) 
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d. The American Board of Dermatolo- 

gy and Syphilology (1932). 
2. By professional societies organized on a 
basis of professional distinction in the 


specialty : 
a. The American College of Surgeons 
(1913) 
b. The American College of Physicians 
(1915). 
(Somewhat similar: American 


Neurological Association.) 

3. By special listing, designated by the 
Council on Medical Education and Hos- 
pitals of the American Medical Associa- 
tion (on basis of training, positions held, 
organizations—no examination) : 

a. Physicians Specializing in Patholo- 
gy (1932) 

b. Physicians Specializing in Radiolo- 
gy (1933). 

4. By state civil service—by promotion 
and examination : 

a. State of New York, Department of 
Mental Hygiene (1909). 

5. By university postgraduate diploma : 

a. University of Pennsylvania Gradu- 
ate School of Medicine. 

b. Others (?). 

6. House of Delegates of State Medical 
Society of New Jersey (recommenda- 
tions, societies and appointments held 
—no examination). 

T Foreign : 

a. Austria-by membership in the ap- 
propriate society of specialists ; 4 
to 5 years of training 

b. Australia-by diploma similar to 
Great Britain 

c. Canada—probably Alberta only, 
with University of Alberta control- 
ling registration 

d. Denmark—through a national medi- 
cal society ; 3 to 6 years of prepara- 
tion 

e. Switzerland—by Swiss College of 
Physicians to members of Swiss 
Psychiatrie Society; 3 years of 
training 

f. Great Britain—by Diploma in Psy- 
chological Medicine; usually a 
combination of hospitals and uni- 
versities 

1) Royal College of Physicians 
of London 
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2) University of Edinburgh 
(1911) 

3) Bethlem Royal Hospital ( Uni- 
versity of London) 

4) The Maudsley Hospital (Uni- 
versity of London). 

About this time a powerful plea for 
recognition of psychiatric specialists was 
made by Dr. Ralph A. Noble in his survey 
of psychiatric education(9). 

Psychiatry suffers considerably in America 
because of the fact that there are no higher 
degrees or diplomas in this subject, as there 
are in such fields as public health. In America 
it has been possible for men without a thorough 
training or special examination to obtain a 
superficial knowledge of psychiatry . . . and 
to have their names published in the directory 
of the American Medical Association as spe- 
cialists in psychiatry. The result of this has 
been extremely detrimental to the whole of 
the field and to the reputation of those mem- 
bers of the profession who have gone to the 
trouble and expense of equipping themselves 
satisfactorily in psychiatry. The inauguration 
of a Diploma in Psychiatry by a body such as 
the American Psychiatric Association, after 
due requirements as to training have been 
met and certain examinations passed, would 
have the effect of encouraging men who enter 
this field to obtain an adequate training. It 
will also give them a feeling of security which 
is necessary before men will spend the time 
and money required to become properly 
equipped in this field. 

Tt would seem most necessary that the 
principal organizations already existing in each 
specialty should see to it that they have control 
of the matter of qualifying and registering 
future specialists in their field. . . . such Boards 
should have a national character, rather than 
exercise only state supervision. . + + Some 
training in neurology should be required of 
all candidates for a higher degree or diploma 
in psychiatry. 

THE FIRST TENTATIVE PSYCHIATRIC 
EXAMINING BOARD 

Events now moved rapidly. The National 
Committee for Mental Hygiene called a 
meeting for May 28 and 29, 1933, in con- 
junction with the annual meeting of The 
‘American Psychiatric Association in Boston. 
Twenty-eight outstanding psychiatrists and 
educators participated. It was designated 
as a conference on psychiatric education( 8, 
10), but really devoted itself to a con- 
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sideration of certification in psychiatry. The 
conference resolved : 

l. That it favored the creation of an 
examining board by The American Psychi- 
atric Association. 

2, That 1 year of internship in an ac- 
credited general hospital be a prerequisite 
to postgraduate training in psychiatry. That 
3 years of study in or under the auspices of 
an accredited mental hospital be required 
of all physicians who wish to become candi- 
dates for a diploma in psychiatry. 

3. That 3 years of additional psychiatric 
experience over and above the minimal re- 
quirements listed above be required for a 
diploma in psychiatry. 

4. That the qualifying board should de- 
termine the requirements for postgraduate 
training for the certification. à 

5. That The American Psychiatric As- 
sociation put into effect these suggestions 
and proposals. 

The next day Dr. James V. May in his 
presidential address(11) to The American 
Psychiatric Association warned that the 
field of clinical psychiatry was being in- 
vaded by unqualified lay and medical 
practitioners. He noted : 


It is quite obvious that measures of some 
kind will eventually be adopted either by the 
American Medical Association, the state medi- 
cal societies, the National Board of Medical 
Examiners, or all of these organizations, for 
the qualification of specialists in the various 
branches of medicine, including our own, un- 
less this Association decides to qualify candi- 
dates for specialization in the field of psychi- 
atry, and insists upon the recognition of its 
authority to take such action. Sufficient evi- 
dence has been presented, if any were needed, 
to show conclusively the necessity of erecting 
definite psychiatric standards, Either we must 
act, and that promptly, or yield control of the 
field to others. This is for you to decide, but 
if you propose to do anything about it do not 
wait until it is too late, 


Dr. William A. White was called upon 
to deliver the response(12) but was so 
moved that he abandoned protocol and, in- 
stead of responding, discussed the presi- 
dential address : 


We are looked to to assume leadership. . . . 
We are looked to to establish standards, and we 
have got to accept these responsibilities of 


leadership or else we are going to be pushed 
aside . ~. and see these less qualified people 
step in. If you sit idly by and do nothing, the 
next annual meeting may be too late. 


Dr. May's recommendations were praised 
in the Boston Evening Transcript(13) with 
headlines, "Psychiatrists Set Standards for 
Alienists" and "Protection of Public Says 
Comm. May." The same issue carried an 
editorial, "Psychiatry—A Profession Not a 
Playground," and concluded, *Both the 
public and a distinguished profession will 
be the gainers... .” 

The Council of The American Psychi- 
atric Association acted immediately(14) 
and appointed the following Fellows of the 
Association as a Board of Examiners : 

Dr. Clarence O. Cheney, chairman, Dr. 
Adolf Meyer, Dr. William A. White, Dr. 
C. Macfie Campbell Dr. Franklin G. 
Ebaugh. 

This Board was only to determine class 
of membership in the Association, but the 
Council, utilizing the authority of “and 
perform such other duties,” ordered them 
"to prepare and submit to the Executive 
Committee of the Council a plan for the 
certification of psychiatrists.” The first 
tentative psychiatric certifying board had 
been established! Dr. Cheney and Dr. 
Campbell were directed to attend the meet- 
ing of the American Medical Association in 
Milwaukee on June 10, 1933, to discuss the 
project with other boards and interested 
medical authorities. 


ADDITIONAL SPONSORING SOCIETIES 


The original examining Board was 
planned by The American Psychiatric As- 
sociation and designed only to examine 
and certify psychiatrists. The Council and 
the Board were well aware of the magni- 
tude of their task and also that other or- 
ganizations believed they had significant 
interests at stake. Delegates were sent to 
confer with the Section on Nervous and 
Mental Diseases of the American Medical 
Association which met a few days later 
(June 14, 1933). Apparently they found 
that this Section had formulated some plans 
for the certification of neuropsychiatrists. 
Their primary orientation was toward neu- 
ropsychiatry or a general practice in the 
whole field of nervous and mental dis- 
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orders. The Section resolved(15) that they 
should be represented on a certifying board 
of psychiatry and that both should co-oper- 
ate with "other national organizations con- 
cerned." A committee was appointed con- 
sisting of : Dr. Walter Freeman, chairman, 
Dr. Lloyd H. Ziegler, Dr. Edwin G. Za- 
briskie, Dr. J. Allen Jackson and Dr. George 
W. Hall. 

In 1932, the American Neurological As- 
sociation expressed interest in the certifica- 
tion of neurologists but did not formulate 
any definite plans. After the resolution of 
the Section, it appeared that the three 
groups were the logical sponsors and the 
American Neurological Association was in- 
vited to participate. Their committee con- 
sisted of Dr. J. Ramsey Hunt, Dr. I. S. 
Wechsler and Dr. H. A. Riley. The union 
was urged by mutual needs for support 
and the desire of the Council on Medical 
Education and Hospitals of the American 
Medical Association to avoid a multiplicity 
of boards. The approval of this Council was 
necessary for the recognition of the Board 
and its listing of specialists in the Directory. 
All three groups decided upon exploration 
of the possibilities with the hope of estab- 
lishing a truly representative board. They 
met December 29, 1933, at the Hotel Com- 
modore in New York, the representation 
being as mentioned with the exception that 
Dr. Arthur P. Noyes and Dr. William L. 
Russell temporarily replaced Dr. C. Macfie 
Campbell for The American Psychiatric 
Association, 

The reader is invited to inspect the mem- 
bership of this conference. Some had come 
into psychiatry via the older European 
method, that is, vía neuroanatomy, neu- 
Topathology, organic neurology and thence 
to the neuroses and psychoses. Others had 
emphasized primarily the psychologic and 
Dhilosophic aspects of psychiatry. Some 
Practiced neurology exclusively while 
others considered themselves neuropsychi- 
Ee Each possessed an individual orien- 
^ ton and philosophy and did not hesitate 
O support his cause with firmness and 
Perseverance, These were not indecisive 
e Pusillanimous men. 

e division of opinion was early and 
a pets Did neurology and psychiatry 
Ong together ? Were they separate and 
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distinct specialties or really one, known as 
neuropsychiatry ? Was there a specialty of 
“neuropsychiatry” ? A few comments, even 
though removed from context, will convey 
the divergence of opinion. 


Dr. Adolf Meyer :—1 hope that it will be 
possible to get the best possible understanding 
of what psychiatry is and the best possible 
understanding of what neurology is and to 
have as many possible willing to cultivate a 
bridge between those without confusing the 
conceptions of the public unduly. I think the 
development of psychiatry and neurology ought 
to be our ideal. I am perfectly willing to look 
on my own use of the term neuropsychiatry 
as a pious wish that there should be as many 
neurologists as I hope there will be psychi- 
atrists who want to pool their domains .. . I 
wish that for every psychiatrist there might 
be a demand of adequate knowledge of what 
the nervous system can do, so that we might 
avoid leaving many thinking that they can 
take up psychiatry from the spiritual end 
exclusively. ' 

Dr. William A. White :—. . . We had better 
hold to our own and define qualifications for 
more or less specifically psychiatric objectives. 

Dr. Cheney :—. . . there are many persons 
who wish to be called neuropsychiatrists and 
that is just the thing it is wished to get away 
from, and it is being gotten away from by the 
establishment of qualifying boards. 

Dr. I. S. Wechsler :—I feel that this splitting 
off is inimicable to both psychiatry and neu- 
rology . . . primarily he should be thoroughly 
trained in neurology and psychiatry and then 
do anything he pleases, just as we thoroughly 
train them first in medicine. 

Dr. Walter Freeman :—It would be much 
better to band together, to be known as those 
who are dealing with the nervous system rather 
than to split them apart into the organic - 
neurologist and the functional psychiatrist. 

Dr. H. A. Riley :—. . . as far as I know the 
feeling of the American Neurological Associa- 
tion, that association would deprecate very 
much any move which would separate neu- 
rology from psychiatry. 

Dr. Edwin Zabriskie :—Y think it is simply 
impossible to separate them. 


The above simple declarative statements 
miss the spirit of the meeting. Many of the 
representatives of The American Psychiatric 
Association were primarily interested in 
psychiatry and the budding psychoanalytic 
movement, while those from the American 
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Medical Association were mostly neuro- 
psychiatrists. The members from the Ameri- 
can Neurological Association were inter- 
ested in traditional neurology with an or- 
ganic orientation. Between the lines of the 
colloquy could be found the beginning of a 
new official orientation and the death knell 
of neuropsychiatry as an entity. It was an 
official declaration that a man might be 
either a neurologist or a psychiatrist, or if 
adequately trained, might be both of them, 
but there was a fundamental differentiation 
in the specialties. It is doubtful that any 
of the participants realized that their union 
and mutual collaboration were on the basis 
of declaring a difference between the spe- 
cialties, but with an acceptance of a com- 
pletely trained individual in both areas. 


ESTABLISHMENT OF BASIC POLICIES 


The divergence of opinion was so great 
that it would seem impossible to reach a 
common ground. But patience and tolerant 
wisdom prevailed and the following basic 
concepts were accepted : 

1, Equal representation of psychiatry 
and neurology with four members from 
The American Psychiatric Association, four 
from the American Neurological Associa- 
tion and two psychiatrists and two neurolo- 
gists from the Section on Nervous and 
Mental Diseases. 

2. Separate qualifications for neurologists 
and psychiatrists. 

3. Separate examinations for neurologists 
and psychiatrists. 

4. For certification as both a neurologist 
and a psychiatrist, the applicant must take 
and pass both examinations. 

The next meeting was held on April 14, 
1934, at the Hotel Commodore, The two 
specialties met separately in the morning 
to formulate policies relating to their group 
and together in the afternoon with Dr. 
Adolf Meyer presiding. To the group were 
added Dr. Bernard Sachs, Dr. George H. 
Kirby, Dr. Louis Casamajor and Dr. Israel 
Strauss. They recommended the following 
basic training patterns in the two fields : 


General 


Graduation from an approved medical 
school and possession of a license to prac- 
tice medicine 
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Basic Special Training 
Psychiatry 
l. Three years of study after general in- 
ternship in approved hospitals, clinies 
or laboratories 
a, Training in basic neurologic and 
psychiatric sciences 
b. At least 18 months of this to be ina 
clinical setting 
Neurology 
l. One year of training in an approved 
neurologic program 
2. One year of full-time or 2 years of half- 
time training in an approved psychiatric 
program 
3. Adequate training in basic neurologic 
sciences during the above period 


Practical Clinical Training 


l. Two years of hospital practice or prac- 
tice largely limited to psychiatry 
Neurology 

1. Three years of neurologic practice. 
These proposals were placed before the 

respective sponsoring societies and ap- 

proved as general operational principles. 

Representatives were selected by each 

sponsor as follows : 

American Psychiatrie Association : Dr. 
Adolf Meyer, Dr. Clarence O. Cheney, Dr. 
C. Macfie Campbell Dr. Franklin G. 
Ebaugh. 

American Neurological Association : Dr. 
Louis Casamajor, Dr. Lewis J. Pollock, Dr. 
H. Douglas Singer, Dr. Edwin G. Zabriskie. 
(Dr. Zabriskie replaced Dr. T. H. Weisen- 
berg who died before the next meeting.) 

American Medical Association: Dr. 
George W. Hall, Dr. J. Allen Jackson, Dr. 
Walter Freeman, Dr. Lloyd H. Ziegler. 

The financial problem was a difficult 
one because of the necessary expense of 
organization and incorporation. The sum of 
$3,500 was assigned by the National Com- 
mittee for Mental Hygiene from a grant 
by the Commonwealth Fund(16, 17), and 
the group was now ready to undertake 
organization. 


THE ORGANIZATIONAL MEETING 


On October 20, 1934, the appointees of 
the three sponsoring associations met at the 
Hotel Commodore with Dr. Meyer acting 
as chairman. Mr. Reuben Greenbaum acted 


1959 ] 


as the attorney for incorporation. He re- 
ported that a meeting of the incorporators 
had been held in Wilmington, Del, on 
October 19, 1934. The appointees had been 
elected as Directors of the Corporation. 
They then proceeded to the election of 
permanent officers and the following were 
chosen by a close vote in each instance: 
Dr. H. Douglas Singer, president; Dr. C. 
Macfie Campbell, vice-president ; Dr. Wal- 
ter Freeman, secretary-treasurer. 

A tentative set of bylaws had been drawn 
up by the incorporators. These were based 
on those of boards in successful operation, 
on the unique needs of neurology and psy- 
chiatry, and on discussions of previous 
meetings of representatives of the sponsors. 
Each sentence was discussed in detail and 
many modifications were made. By the end 
of the day incorporation was complete, by- 
laws adopted and standing committees ap- 
pointed. Formal organization had been 
effected. 

The next meeting was held December 27, 
1934, at the same place. The question of 
fees was settled after considerable discus- 
sion, and classes of applicants established. 
Both were thorny problems and the discus- 
sion was spirited. The establishment of 
differential classes of applicants was wide- 
ly and bitterly criticized and plagued the 
Board for years. Unfortunately, it is impos- 
sible to organize a new qualifying board 
without restrictive classifications and yet 
the same rules cannot apply retroactively 
to those in practice before such a board is 
founded, There must always be a "grand- 
father clause" to be fair to those who have 
practiced the specialty for years. Those who 
Were placed in a less favorable classifica- 
tion, sometimes missing by only a year or 
two, were quite vocal in the expression 0 
outraged indignation. 

The classes of applicants and the basis 
of certification were as follows : 

1. Physicians who had graduated from 
esten school in 1919 or before and who 

ad carried on a specialized practice for 

5 years or more could be certified on their 
record without examination. 

2. Physicians who had graduated be- 
pes 1919 and 1929 and who had prac- 

ced the specialty for 5 years would be re- 
quired to pass an examination. 
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3. Physicians who had graduated be- 
tween 1929 and 1934 had to have adequate 
training and experience and to pass an 
examination. 

4. Physicians who had graduated after 
1934 had to have a period of study, after 
general internship, of not less than 3 years 
in institutions recognized by the Council 
on Medical Education and Hospitals of 
the American Medical Association and 2 
years of specialized practice. 

The basic plans of procedure were ham- 
mered out only after long, vigorous and 
searching discussions. To read the minutes 
verbatim is to miss the whole spirit of these 
meetings. Each director was a man of con- 
viction, and he supported his views, and 
sometimes his specialty, with determination. 
At times the recording secretary simply 
gave up and noted "a lot of discussion 
among different men around the table." 

A few years ago, Dr. Louis Casamajor 
graciously donated all of his personal 
papers relating to the formation of the 
Board to the secretarial office. To the his- 
torian, the frankness and willingness of the 
author to reveal personal attitudes make 
these papers unique in this day of hidden 
memories and secretive blandness. He not- 
ed at the first meeting of the psychiatric 
and neurologic committees that "they got 
along like a couple of strange bulldogs. . . . 
The neurologists and psychiatrists split 
completely along factional lines on the 
subject of fees for certification.” The meet- _ 
ing continued from 8:30 p.m. to 2:30 a.m. 
with vehemence and conviction spurting 
from each individual pore. There was 
cautious agreement on each point, with the 
neurologists and psychiatrists searching for 
the hidden implication of each proposal, 
Dr. Casamajor found himself unable to un- 
derstand the alphabetic idiocy of the psy- 
chiatrists who wished to name the organiza- 
tion “Psychiatry and Neurology.” There was 
dispute concerning which should take pre- 
cedence: the alphabet or the numerical 
constituency. To Dr. Casamajor, this was 
not so monumental or unjust as the success- 
ful motion that there be differential fees 
for single versus dual certification. Finally, 
fuming with the righteous rage of the out- 
voted, he retired to bed at 3;00 a.m. His 
unresolved anger was of such degree that 
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he arose and dictated two sputtering, single- 
spaced typewritten pages with diatribes on 
the precedence of N over P in the alphabet 
and the incomprehensible unfairness of 
dual fees for dual certification. The neu- 
rologists had not supported his stand, and 
the psychiatrists opposed him en bloc, and 
so with a final Shakespearean curse on both 
houses, he retired, but with a notation to 
remind himself to resign in the morning. 
However, he attended the next meeting 
and ^I again started my fight for a single 
fee. After I had made my speech, Frank 
Ebaugh, who had fought me the hardest 
at the New York meeting, said, ‘Cassie, I 
thing you are entirely right about that’ and 
the single fee was adopted unanimously. 
That was the last serious argument we had, 
and from that time on for the eight years 
I served on the Board, all decisions were 
unanimous. My service on the Board is 
one of my happiest memories.” 

The Board meetings were presided over 
by Dr. H. Douglas Singer, a man with 
broad vision in both psychiatry and neu- 
rology, a professor among professors, adept 
at bringing views into harmony, skillful in 
dealing with men of various backgrounds, 
lighting up with gentle laughter when the 
situation grew taut. He was quick to spot 
fallacious arguments. Tending to slouch 
comfortably in his chair and wave his long 
hands in conversational mannerisms, he en- 
couraged the other members of the Board 
to harmony. It was largely due to him that 
so many of the decisions of the Board were 
unanimous. Dr. C. Macfie Campbell was of 
a different sort, a meticulous, precise 
thinker with dry Scottish wit and a slight 
sniffing movement of his nose when he be- 
came intense in presenting his views, Dur- 
ing the long sessions in hot weather he 
never removed his coat. The lights danced 
on his glasses. He enjoyed discussion, pre- 
senting his views with animation but never 
raising his voice. Dr. Clarence Cheney was 
the chief protagonist of the psychiatric 
discipline, careful to see that the neurolo- 
gists got what they were entitled to, but 
nothing more. Fairminded, and speaking 
in somewhat of a drawl, he was often con- 
vincing and never dull. His major contribu- 
tion was to the mechanics of the Board 
with practical suggestions that got things 


done. It was particularly interesting to 
watch Dr. Adolf Meyer. He sat for hours 
on end, turning gravely toward one speaker 
and then another. When he had something 
to say, he would make a little rumble in 
his throat as a preliminary and then in a 
very low voice express an idea that often 
had so much cogency that it took the Board 
a moment or two to comprehend it. Often 
he proceeded to qualify it and after a while 
the qualifications began to reverberate 
among each other and the skein of thought 
became tangled. Quite often another 
member of the Board would restate the 
original thought, possibly in different 
words, and a proposition would become 
clear. Many of the best ideas presented to 
the Board came from Dr. Meyer. Dr. Lewis 
J. Pollock did much of the preliminary hard 
work in the organization of the Board's 
policies. He worked diligently and loyally, 
making many contributions. However, he 
disapproved of some of the requirements 
concerning application, and, therefore, 
never applied for certification or accepted 
the diploma of the Board. 


AFFILIATION OF THE BOARDS 


In 1933 and 1934 there was increasing 
interest in all specialties regarding the for- 
mation of representative boards. To avoid 
duplication and to co-ordinate the work of 
the several boards, it was deemed advisable 
to create the Advisory Board for Medical 
Specialties( 18) which would be representa- 
tive of each organization concerned. Con- 
sequently, the Advisory Board for Medical 
Specialties was established and a constitu- 
tion and bylaws were adopted at a meeting 
on February 11, 1934. The original member 
organizations were: the Association of 
American Medical Colleges, the American 
Hospital Association, the Federation of 
State Medical Boards of the United States, 
the National Board of Medical Examiners, 
and the four specialty boards already in 
operation. Our Board sent Dr. Freeman 
and Dr, Ebaugh as representatives and in 
1934 the American Board of Psychiatry and 
Neurology became the second official board 
added to the founding group. 


THE FIRST EXAMINATION 
After another meeting on policy and pro- 
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cedures on February 17, 1935, at the Palmer 
House in Chicago, our Board proceeded 
to the first certifying meeting on June 7, 
1935. They granted 22 certificates on record 
in psychiatry and neurology and 12 in 
psychiatry only. The first examination was 
given June 7 and 8 at the Philadelphia Gen- 
eral Hospital with 31 candidates attending. 
Only the directors participated and a candi- 
date was evaluated only by a director. It 
was not until later that the demand for 
examination became so great that it was 
necessary to appoint associate examiners. 
The examination was enlivened by several 
events. One was the kindliness of Dr. Meyer 
in asking each candidate to trace the path 
of a bullet through a brain specimen and 
then answering his own questions, Another 
was the amazed amusement of the neurolo- 
gists who found a case of dystonia muscu- 
lorum on the ward which had been correct- 
ly diagnosed (it was loudly so claimed) by 
Dr, Ebaugh in 1923. Only the fact that 
his written diagnosis was indecipherable 
kept his triumph from being proved and 
complete. The successful candidates out- 
numbered those who failed initially by 
about two to one, a level that has remained 
approximately constant throughout the 
years. 
CONCLUSION 


And now, without continuing financial 
Support, with sponsorship characterized 
mainly by hopeful good will, beset by the 
loud lamentations and extremely vocal be- 
littlement of unqualified specialists, the 
actual work of the Board had begun. With 
a charter of incorporation from Delaware, 
membership in the Advisory Board of Medi- 
cal Specialties and an unswerving dedica- 
tion of the directors to their new responsi- 

ilities, the Board was in business! 


L'ENvor 


aie junior author now claims his own 
: S to state convictions which would, with 
uc and dignity, be disclaimed by the 
ced essayists, Much heartache and per- 
his Brice went into the founding of 
“a eo It should now be evident that it 
3 donee d not out of a power tour de force 
e oy ogic and psychiatric societies, not 
A culmination of personal ambitions, 
as the logical growth of the times and 
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development of the specialties. The found- 
ing directors could take little comfort from 
this concept of nobility. They knew only 
that they had a thankless set of jobs, that 
is, consolidation, the initial separation of 
the qualified and unqualified specialists 
and the persistent urging of ever higher 
standards. Such goals are not productive 
of personal popularity. The rewards of 
these men were long hours of grueling work 
and sometimes personal vilification. Many 
died before the results of their work could 
be seen and appreciated. They reaped con- 
siderable abuse occasionally and precious 
little prestige in their time ; theirs was only 
the dedicated conviction that they were 
building constructively for the future of 
their beloved specialties. When we note 
their contributions, we should remember 
them and respect them for their achieve- 
ment. 
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OPEN WARD POLICY AT ST. LAWRENCE STATE HOSPITAL * 
HERMAN B. SNOW, M.D.? 


St. Lawrence State Hospital, located in 
Ogdensburg, N. Y., has a catchment area 
of 10,000 square miles with a population, 
predominantly rural; of approximately 
350,000 and comprising the 6 counties of 
northern New York State. The area has 
several large towns and a few medium sized 
cities. Patients occupy 7 separate buildings, 
each consisting of 4 to 10 wards. The hospi- 
tal population had been increasing through 
the years, and during 1954 the daily resi- 
dent population was about 2,240 and 
reached its high point of 2,286 patients 
in May 1955. In January 1955 there were 
3 so-called *open areas" which housed ap- 
proximately 180 men. The areas were two 
farm cottages and one ward of 25 men. 
These 3 areas were not considered “open” 
wards in the full meaning as we think of 
it today, These patients were institutional- 
ized, they were hand picked, so-called 
trusted patients who were put to work in 
the farm areas or other industries because 
of the necessity of getting this work done. 
They were left there as long as they did 
not abuse any privileges. There were no 
Women in any of these open areas. With 
rare exception, all of the windows in the 
hospital had grates or bars. During the 
year 1955 we tried to increase the number 
of patients in these areas, only within the 
meaning of getting enough selected pa- 
tients who were either institutionalized or 
who could be trusted to live in such areas 
where the doors were unlocked. At the 
end of 1955 we had increased the male 
Population to 214 and approximately 83 
en in the “open” areas, or about 13% of 
s e population. This was in keeping with 
t € thought, as in many other hospitals, 
neg selected patients could be allowed this 

n freedom and be nearer to their work. 
$ m in 1956 the writer had the privilege 

Ciscussing with Dr. Robert C. Hunt, at 

at time assistant commissioner of the De- 


ape 
eh ae at the 114th annual meeting of The Ameri- 
Sychiatric Association, San Francisco, Calif, 
ay 12-16, 1958, 


2Ty 
N. pee, St. Lawrence State Hosp., Ogdensburg, 


partment of Mental Hygiene, the philos- 
ophy of having open wards in mental hos- 
pitals without the very careful selection 
of patients which had been done heretofore. 
He had just returned from Britain and 
Holland where he had inspected such pro- 
grams(1). Open door mental hospitals are 
not new. It was the subject of American 
Psychiatric Association discussion in 1886 
(2). It was accepted by many but also had 
its opponents in this country as well as 
in England(3). 

It was decided at the beginning that an — 
“open ward" was one where the doors were 
unlocked at least 8 hours every day and 
from which the patient could leave at will 
and go outside without being stopped or 
questioned. This was modified, in that at 
times a patient had to be stopped to be 
helped with his overcoat or hat or over- 
shoes, but he was still allowed to leave 
when he desired. As the program de- 
veloped, many of the wards remained open 
9 to 12 or more hours a day. The outside 
doors of the buildings were usually locked 
at night much as in a private home, but 
at the present time the doors between 
wards are left open for the most part. 

The program started slowly at first in the 
early part of 1956. The ward personnel 
had a rather “healthy apprehension” as to 
what might occur. They had watched the - 
changes in the patients on ward 30 (see 
Table 1) in Flower Building where 63 
women had been on an open ward for 5 
months. These women patients were select- 
ed, but they had been in the hospital from 
10 to 30 years and had never been in an 
open area before. In January 1956, the 
first female ward was opened without 
selecting any patients and without remov- 
ing any patients from the ward. By the 
end of 1956, 65% of the population was in 
open ward areas. The changes in the pa- 
tients and in the wards were so mar 
that during the early months of 1957 we 
were able to reach 86% and then more 
slowly until at the end ds the year almost 
954 of the resident population was in open 
ward areas. Table 1 shows the population 
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and the dates of opening the wards. The 
greatest determining factor to opening a 
ward was the attitude of the nurses and 
attendants in charge. A ward was not 
opened until those who worked there felt 
comfortable about it. There was no special 
training of the ward personnel nor any 
special training of the patient. 

The problems at the ward level were 
many. The ward nurses and attendants at 
first were very apprehensive toward the 
program, fearing accidents, suicides and 
escapes and what might result from these 
incidents. In retrospect, it was found that, 
even though they were reassured that the 
director of the hospital would take all 
responsibility, they still remembered the 
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investigations that were made after every 
such incident in past years and when 
reprimand, fine or perhaps dismissal re- 
sulted. This fear, however, subsided in the 
early months of the program after two 
things occurred. First, it was found that 
an increase in escapes did not occur. The 
patients who were thought to be elopers 
did not elope and the patients who it was 
thought would hurt others, did not do so. 
Secondly, when escapes did occur, the di- 
rector of the hospital made no investiga- 
tion more than to find out when the pa- 
tients had eloped and under what circum- 
stances. This is a very important point. 
The attitude of the director, his assistants 
and all the way down to the ward person- 


TABLE 1 
Building Ward Sex Date Opened Population % of Population 
(Code) (Code) at time On Open Wards 
G M Always open 73 
GF M Always open 82 
Population of Hospital, December 31, 1954 : 2,994 
L 1 M Jan. 5, 1955 25 
E 2 F June 29, 1955 20 
W 3 M — June 29, 1955 34 
F 4 F July 14, 1955 63 
Base Line — 13.0% 
Population of Hospital, December 31, 1955 : 2,931 
Open Ward Policy Starts 
E 5 F Jan. 1956 81 
Ww 6 M Feb. 1956 58 
F 7 F May 22, 1956 64 
S 8 F June 26, 1956 38 
L 9 M Oct. 19, 1956 57 
L 10 M Oct. 19, 1956 57 
L 11 F Oct. 19, 1956 111 
L 12 F Oct. 19, 1956 59 
S 13 M Oct. 20, 1956 41 
F 14 F Oct. 31, 1956 46 
F 15 F Nov. 9, 1956 45 
S 16 F Nov. 13, 1956 48 
E 17 F Nov. 15, 1956 148 
Noy. 30, 1956 — 53 % 
L 18 M Dec. 11, 1956 28 
F 19 F Dec. 14, 1956 29 
F 20 F Dec. 14, 1956 30 
w 21 M Dec. 15, 1956 36 
E 22 F Dec. 19, 1956 21 
P 23 F Dec. 19, 1956 26 
W 24 M Dec. 20, 1956 16 
Ww 25 M Dec. 21, 1956 78 
Population of Hospital, December 31, 1956 : 2,189 - 65 % 
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TABLE 1 (continued) 


Building Ward Sex i 
fede). (Code) Date Opened goes Ls ed Population 
L 26 M Jan. 9, 1957 112 Qu ^ 
F 27 F Jan. 30, 1957 60 
A A M Viper, NUS a Mar. 15, 1957 — 74.8% 
P 29 M Mar. 16, 1957 23 
L 30 F Mar. 25, 1957 56 
P 31 F Apr. 12, 1957 25 
L 32 M Apr. 17, 1957 uet 
T 33 F May 2, 1957 28 
34 F May 2, 1957 18 
S 35 F May 30, 1957 s EE 
Increase in percentage due to jane 15 ee 
transfer of patients from closed july a Dc PA 
wards to open wards in small up 15 M 
asl ee Sept. 15, 1957 — 89.4% 
Oct. 15, 1957 — 90.0% . 
WwW 36 M Oct. 23, 1957 64 
; Nov. 15, 1957 — 93.9% 
Population of Hospital, December 31, 1957 : 1,991 94.3% 
Still Locked — December 31, 1957 5.7% 
F 37 F 51 ; 
E 38 F 30 
Ww 39 M 34 


B The percentage in column 6 will not agree if one adds the population as 
í wn since the population of each ward varied from month to month and the % 
Eure in column 6 is based on the population as of that date. 


er is extremely important. It is also impor- 
oa to allow the charge nurses and the 
d ge attendants on the wards to settle the 
m= lems that arise from day to day in their 
rid way. In other words, decentralization 
de ig in which the top authority of 
à eam may make broad suggestions, 
bad personnel at the level where the 
i ™ occurs must solve it according to 
oum: judgment. The same problem 
ui ris a different solution from one 
du another, from one building to 
aan and as the writer has seen, from one 
el to another. 
o December 1954, we had begun to use 
oras quilizing drugs which, especially 
helpful a Sparine and reserpine were very 
Exc H the development of this program. 
Aa t time when tranquilizers were 
file ur € daily restraint and seclusion 
an an average of 17.4 patients per 
Population. After the use of the tran- 


quilizers, the restraint rate dropped to a 
low of 3.2 patients per 1,000 in July 1955. 
In the latter part of 1955, it began to rise 
again and reached 6,9 patients per 1,000, 
but from the early part of 1956 as more 
wards were opened, the restraint rate 
dropped again until at the present time it 
is practically negligible and runs 1 patient 
or less per day out of the 2,000, and for 
days at a time, none. (see Table 2). In the 
close confines of the locked door areas, 
however, although the patients had become 
more quiet with tranquilizers and re- 
sponded much better, they were still rest- 
less and tense. An increased program in 
occupational and recreational therapy did 
not seem sufficient. There was a remarkable 
lessening of tension as the wards were 
opened. When the patients were allowed to 
go outside and walk around and expend 
some of their energy the need for restraint 
and the arguments and the accidents be- 
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TABLE 2 
TOTAL RESTRAINT 
Figures are patients per 1,000 population 
August 11954 typical month 174 
December 1954 typical month 15.7 
TRANQUILIZING DRUGS—Started December 1954 
1955 


eed AUS SG d eta cca tee UR IE A 
December 


1956 


tween patients diminished, While the open 
door is not a panacea, this factor of lessen- 
ing of tension shows that it must be reck- 
oned with as part of the total therapeutic 
picture along with other factors which will 
be brought out. It was necessary at this 
point to revise the thinking not only of the 
doctors but of all the ward personnel. In- 
stead of being apprehensive and running 
after patients or trying to restrain them 
when it was felt that they were becoming 
upset, they would sit down and start to talk 
to them. In this way they were able to pre- 
vent many of the difficulties that arose 


during the locked ward period and before 
the use of tranquilizing drugs. It becomes 
apparent that more doctors, nurses and 
ward personnel are needed in an open hos- 
pital than in a closed one. Nurses and at- 
tendants can and must spend more time 
with the patient as he becomes receptive. 
More time is needed to help the patient 
with dress, barber shop, beauty parlor, 
occupational and recreational therapy, and 
so on. The open door helps restore the 
patients dignity and in many cases they 
begin to develop responsibilities for them- 
selves and toward other patients. We have 
found patients who for years were dis- 
interested, become interested in other pa- 
tients, help them dress and go outside with 
them and not let them get lost. Since this 
program started many patients who have 
been in the hospital 15, 20 or more years, 
have been released on convalescent care 
or in family care. 

It was also found that the open door 
system began to have effects on the physical 
setup in the ward, the dress of the patients, 
as well as the attitude of the patient and 
employee. To begin with, the grates or 
bars on the windows seemed inconsistent 
with the open door. Patients remarked, 
“You really don't trust us and you could 
close the door at any time because the 
bars are still on the windows". The removal 
of the window bars gave new emphasis 
to the patient of his freedom and his re- 
sponsibility. The wards became brighter, 
and more and more the patients began to 
take an interest in the ward. Since they 
could go in and out, they no longer 
scratched the woodwork of the door or 
the jambs which are the pathognomonic 
signs of the closed door. Likewise where 
the grates were removed from the windows, 
the patients no longer pushed their fingers 
or any material through the screens. 

The open door affected every department 
in the hospital. As each ward was opened, 
there was always a period varying from 2 
weeks to 2 months when patients just 
walked around the grounds or sat under 
trees or along the edge of the St. Lawrence 
River and watched the boats pass, or stoo 
along the road watching the cars go by. It 
seemed that they were making an effort to 
catch up with the times. Many of them 
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had not been off the wards in years except 
to be taken to other buildings for illness or 
for consultation or other specific reason. 
Some patients just sat in the automobile 
parking lots looking at the changes in the 
cars. Others watched the airplanes which 
they hadn't seen in years and some had 
never seen. There were a few patients who 
walked to other areas revisiting them as 
some of us go back to old neighborhoods 
where we once lived. A few wandered 
about, lost and confused, but everyone— 
doctors, nurses, attendants, police, main- 
tenance personnel and other patients— 
would guide these patients and help them 
return to their wards. One patient even 
wandered into the dental office pointing 
to one of her teeth which was found to be 
abscessed. She hadn’t spoken to anyone in 
years and hadn’t been off the ward except 
on special occasions. The dentist treated 
the patient, showed her the way back and 
she returned to the ward. Many incidents 
of this nature occurred and after a while 
everyone accepted them as “normal” and 
nothing to get upset about. 

It is during this early period that attend- 
ance in the occupational therapy and recre- 
ational therapy classes or industry drops 
down considerably, At first the personnel 
in these departments felt that their whole 
program was going to be ruined. Inactivity 
behind a closed door could not be replaced 
by inactivity in the presence of an open 
door. After the patients became reoriented, 
$0 to speak, many of their own desire, and 
Others with some little persuasion, began 
to return, or in many cases for the first 
time, attended occupational and recrea- 
tional therapy classes as well as work in 

Ospital industrial areas. In talking to the 
Patients it was found that they returned 
to these areas only after they had re- 
assured themselves that they were able to 
g0 out just like others in a community to 
"vs around in the fresh air as they pleased, 
direc looked for something to do to 
artic up the days. During 1957, more 
i cles were made in the occupational 
mein id department and more patients took 
than in the occupational therapy program 
pital at ini time in the history of the hos- 
us uring the "locked era" patients 

re escorted to and from the occupational 


and recreational therapy classes by person- 
nel from their department or from the ward. 
It meant that staff came to work at 8 : 00 
a.m., prepared their materials, went to get 
the patients and returned to the class areas, 
thus wasting between 30 minutes to one 
hour. Now, in the open ward system, pa- 
tients go unescorted. It is remarkable to 
see them assembled at the doors at 8 : 00 
a.m., or before, and stay longer in the class 
and then walk back to the ward for lunch. 
They leave classes to smoke, or walk in 
the sunshine, or for a coffee break, and 
come back voluntarily with no prodding. 
Likewise it was found that more patients 
took part in the recreation program which 
became more varied than it had ever been. 
The “bean bag" games and others in this 
category, were removed entirely from the 
program. Recreation took more adult form. 
The basketball court remained open during 
the day so that patients could play when- 
ever they pleased. The baseball field with 
all the equipment—baseballs, bats and 
gloves—were left where patients could go 
and get them, use them and then put them 
back. During the winter, ice skates were 
provided. Bowling became very popular. 
Evening dances were held more often. It 
was found that the old system of locking 
up everything in the occupational therapy 
department, including saws, chisels, ham- 
mers and sharp instruments, or locking up 
everything in the recreational department 
like baseball bats, was really not as neces- 
sary as we had thought. The patients use 
all the materials for the purposes for which 
they were intended. There has been less 
loss of tools and recreation materials than 
ever before. Patients who had been known 
to take things and hide them, stated that 
there was no necessity for it now and there 
was no fun in taking things that were 
always available. Destruction of material 
practically ceased. 

Clothes rooms were always kept locked, 
fearing that patients would take each 
other's clothes, or the rooms would become 
untidy. After the open door system went 
on for some time, the clothing room doors 
were left unlocked so that patients could 
get their hats and coats to leave the ward, 
or get their other clothes—dresses, shirts, 
underwear, etc., as was necessary. It was 
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found that the patients did not make the 
clothing rooms untidy, that they took good 
care of the things and there was no prob- 
lem of lost articles or persons wearing each 
others clothes. The women began to re- 
quest mirrors, and full length mirrors were 
placed on many of the wards. They re- 
quested more beauty parlor appointments 
and the work of this department practically 
doubled. As the women improved their 
appearance, most of the men in turn started 
to improve in their appearance, and soon 
mirrors, more frequent haircuts and shaves, 
were in vogue on the men's wards. Smoking, 
which had been a problem because of the 
necessity of having patients smoke in 
selected areas to prevent fire, now became 
no problem at all Patients just walked 
outside whenever they desired to smoke, 
and the greatest percentage of them used 
the ash trays and receptacles for the ciga- 
rette butts, so that there was no. problem 
of dirt or untidy messes or fire hazards. 
The pharmacist began to note changes in 
his department. Sedatives such as barbitu- 
rates, chloral hydrate, etc., became almost 
nil. None of these barbiturates was needed 
or ordered for a period of over two years. 
Apparently the freedom of the out-of- 
doors was enough to make the patients 
sleep well. A surprising finding was the 
drop in the use of aspirin to almost nothing. 
However, other drugs such as vitamins, 
hematinics, antibiotics, biologicals and spe- 
cialty items, increased. There was a very 
noticeable increase in the use of shaving 
lotion, hair tonics, tooth powder and tooth 
brushes. This was also reflected in the den- 
tal department where patients began to 
show more interest in their teeth and re- 
quested care. About 40% of the patients re- 
ceived Thorazine or Sparine or their equiv- 
alent in other drugs on daily maintenance 
levels averaging 50-100 mgs. per patient. 
The social service department showed 
a marked change in its program. As the 
patients were allowed outside, it was found 
that many who we thought would run away 
or could not be trusted, or could not get 
along, actually began to show that they 
could get along at least within the hospital 
area, and that they could take care of them- 
selves. Many of our patients had been in 
the hospital for so many years that they had 
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outlived their friends and relatives. Some 
of these patients were placed in a family 
care program (which means only that a 
patient is placed in a private family away 
from the hospital but is still under hospital 
supervision in the form of visits from the 
social workers). In this program, in less 
than 2 years, the number out of the hospital 
rose from 75 to 150. It was, of course, the 
social workers who had to find more homes, 
who had to do the supervision and see that 
the patients in family care were adequately 
taken care of. 

The attitude of the relatives changed 
considerably. They had always speculated 
as to what was going on behind the locked 
door where they were never permitted. 
Patients were always brought to certain 
selected areas and the visitor had to take 
the patient’s word for a description of what 
was behind the locked door. With the new 
system, relatives were allowed to visit with 
their patient anywhere in the hospital—in 
the ward, or the day room, or the sick 
ward—or anywhere on the grounds. They 
no longer complained to the personnel 
about the injustices they presumed were 
going on. They could see for themselves the 
changes that were taking place, and in 
turn they received fewer complaints from 
patients. Many of the relatives have told us 
they had lost interest in coming to the 
hospital because their visits with the pa- 
tients were so unsatisfactory, but as the 
patients were allowed out and their inter- 
ests increased, they developed a renewed 
concern in their family situations. We 
found, therefore, the families were willing 
to take patients out for a ride, or for din- 
ner, or home for a week-end visit, and in 
many cases we found that the patient could 
adjust at home and was placed in conva- 
lescent care. The open door, for some pa- 
tients, then, became a half-way house, or 
part-time hospital, where they were helped 
to adjust to a larger, freer environment 
with more social contacts. He was watched 
in this new area, helped, talked to, advised, 
and again the hospital reaped dividends. 
The convalescent care program increase 
from an average of 170 patients to over 
300 and the resident population on Decem- 
ber 31, 1957, was 1,991 which was about 
the lowest record in this hospital since 1915. 
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It was necessary for the social service de- 
partment to do pre-convalescent. care 
studies in most of these cases. The case 
load at the monthly clinics increased pro- 
portionately so that the patients could be 
followed after -they left the hospital. The 
social service program so increased that 
three new social workers were added to the 
staff. 

The change in the atmosphere of the 
hospital due to the open ward system was 
also reflected in the maintenance program. 
Previously, carpenters, painters and plumb- 
ers were interfered with in their work be- 
cause of the number of patients on the 
ward, or by the ones who disturbed them. 
As a result of the drug therapy and then the 
open door, their problems disappeared. 
The painters could work faster in the ward ; 
the ward personnel as well as the patients 
took an interest in color scheming, and, the 
usual institutional pattern was replaced 
by pastel shades as the painting program 
continued. This new atmosphere on the 
ward had a psychological effect on the 
personnel and on the patient. As far as the 
carpenters were concerned, instead of their 
constantly repairing old, worn out material, 
they were now able to build new areas 
for linen and clothes, and treatment rooms, 
which gave them a diversified interest in 
their work. They were not hindered by 
patients, and in many cases were helped by 
them. The carpenters no longer had to fix 
the holes in the screens, repair window 
bars, and locks did not get broken as they 
did previously. In fact, this repair work 

ecame practically nil. This allowed not 
only the carpenters but the other mainte- 
nance people to do work that we considered 
more worthwhile for the comfort of the 
patient and the employee. 

The electrical department was affected in 
t at more lights were needed than the 
previous small light with scattered fixtures. 

t now became necessary to light up areas 
a more fixtures and stronger lights so 
that patients could read or do other things 
in the evening, Several of the electricians 
Were trained in television maintenance 
iig every ward had a set. Two clothes 
washers and driers have been installed for 

omen patients to do their personal laun- 
Two hi-fi sets were installed. Extra 


wall sockets were installed so many male 
patients could use their electric razors. The 
plumbers began to install more toilets, 
lavatories, and especially showers because 
of the increased interest in toilet habits 
and cleanliness. Patients are encouraged 
and allowed to take as frequent showers 
as they wish. 

St. Lawrence State Hospital has always 
enjoyed a fine community relationship. The 
community has felt it was "their hospital" 
where “their” relatives and friends were. 
News of the open door program got about 
in the community in various ways, through 
the relatives of patients, through members 
of the organized volunteer service of the 
Ogdensburg Women's City Guild, and by 
way of hospital employees living in the 
city. The director and other staff physicians 
also discussed the program before various 
organizations in the community. Presently 
the newspapers became interested and sent 
reporters who were allowed to go about 
freely in the hospital and write their own 
articles. This resulted in extremely favor- 
able press comments. The community de- 
veloped a sense of pride in the hospital, 
Even the State Troopers and the Sheriff's 
department in surrounding communities 
just took it as part of the day's work to 
return an occasional patient who wandered 
away or tried to get home and got lost. 
Their good natured cooperation was a great 
help to us, especially early in the program. 
They did not regard our patients as homi- 
cidal maniacs, they did not handcuff them 
nor throw them into jail, but dealt with 
them much the same as lost children or 
amnesia victims and returned them to the 
hospital. The community, generally speak- 
ing, accepted the new method at the hos- 
pital very well. There were those who had 
qualms as to what would happen when 
mentally ill patients were allowed "on the 
loose, but they soon found that their 
fears were not justified and there was no 
adverse criticism. eee 

The open door also increased the patients 
time in the necessary industries in the hos- 
pital, such as the laundry, sewing room and 
farm area. They were able to go earlier 
to their work not having to wait for at- 
tendant supervision and they could remain 
longer employed. Again, in these industrial 
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areas, the doors were not locked and pa- 
tients could walk outside to smoke or do 
what they wanted. It was no longer en- 
forced labor, and the patients developed 
a responsibility for the work since they 
realized that their help was needed, and 
that they were doing it voluntarily. How- 
ever, as the patients improved through 
this program and were able to go home, the 
number of patients in industry has de- 
creased and more personnel will become 
necessary and there will be less depend- 
ency on patient labor as the program con- 
tinues. 

The hospital has a Catholic chapel on 
the grounds. The number of patients going 
to Mass increased considerably after the 
open door system started. In fact, the Cath- 
olic chaplain was able to institute more reli- 
gious services and ceremonies than were 
possible up to this time. The chapel has 


been open each day where previously it had | 


been locked, and patients come and go as 
they please to pray in silent devotion. At the 
present time we do not have a synagogue 
or a Protestant chapel but $260,000 has 
been subscribed by the community and 
within the next few months we hope that 
these two buildings will be completed. 
This money from the community is also 
a measure of its regard for the hospital. No 
large gifts were received but the great bulk 
of money came from 7,500 subscribers in 
the 6 counties which the hospital serves. 
The attendance at services, as well as the 
number of services held for the Protestant 
and Hebrew patients has also increased. 
We have not discussed the problem of 
suicides, escapes, assaults, or sex, for the 
simple reason that these matters have not 
been any problem. When the program was 
started early in 1956, there were a number 
of patients who left the hospital, but within 
a short time we heard from their relatives. 
The patients had returned to their own 
homes for a visit and then returned to the 
hospital. St. Lawrence State Hospital never 
had many escapes, but now there were less. 
There were three suicides in 1956, none of 
which was related to the open ward policy, 
and no suicides in 1957. There have been 
no pregnancies. There has been some prob- 
lem with some of our patients who were 
addicted to alcohol in getting possession 
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of liquor, but this was settled each time 
on an individual basis and was of no 
great significance as far as the total program 
was concerned. In two of our buildings 
which house elderly patients, these people 
were allowed to visit on each other's wards 
and to eat together in the dining rooms. 
This has been a distinct advantage in get- 
ting the patients to resocialize and develop 
new interests in conversation and new in- 
terests in getting around. The younger pa- 
tients also are allowed to mix freely during 
the day and no effort is made at restriction. 
We have found just as in any community 
there are a few men or women who will try 
to have illicit sex relations. The 3 or 4 
affairs that came to notice were handled 
on an individual basis. In some cases, the 
patients were allowed to remain on open 
wards but their freedom outside was re- 
stricted within the building area. In these, 
as in other cases, it is remarkable that the 
patient usually will remain in the area and 
not leave. 

The program as a whole, it was found as 
it developed, alleviated certain symptoms 
in many of our patients. These symptoms 
it was felt, were superimposed upon the 
original mental illness for which the patient 
was hospitalized. It was felt that these su- 
per-imposed symptoms were due to ten- 
sions, suspicions and conditions which were 
brought about by the locked door, grates 
on the windows and the close confinement 
of a lot of people in small areas. Patients 
who were restless because of confinement, 
and who would bump into others either ac- 
cidentally or purposely, thus starting à 
fight-or an argument, or creating confusion, 
became more quiet and amenable as they 
had more room in which to get about. The 
psychiatrists on the staff had to change their 
opinion in regard to many patients as they 
became aware that the superimposed symp- 
toms had disappeared and that now in 
many cases they could get to the origin 
mental illness, ; 

The legal implications of the open hospi- 
tal have been a source of some concern. 
Some discussion of this particular problem 
took place at the 9th Mental Hospital 
Institute at Cleveland in October 1957(4). 
At St. Lawrence State Hospital we have not 
had any legal difficulties to date. We have 
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received no threatening letters or any criti- 
cal letters in regard to any phase of the 
open ward hospital. This, of course, does 
not mean that it will not occur in the 
future, but it is felt that the open ward 
has become a part of the hospital treatment 
program, that it is generally accepted by the 
public and has been something which the 
New York State Department of Mental 
Hygiene has tried to promote. The writer 
quite agrees with Dr. Francis J. O'Neill(5), 
Director of the Central Islip State Hospital, 
that “legal barriers should not be used as 
an excuse for not opening the wards of 
our hospitals.” Dr. O'Neill feels that in 
spite of legal restrictions “we will surely 
be supported by the public and by many 
political leaders." 


SUMMARY AND CONCLUSIONS 


1. The open door mental hospital is not 
presented as anything new since the prece- 
dent for this type of administration oc- 
curred 75 to 100 years ago as can be found 
in many hospital records and in the pro- 
ceedings of the American Psychiatric As- 
sociation. 

2. The open ward is not presented as a 
new therapeutic panacea that will cure 
patients of their mental illness. 

3. It restores to the patient his dignity 
and pride which a locked door and a key 
had removed from him, 

4 It relieves the patient of symptoms and 
tensions which have been superimpose 
on his original mental illness because of 
locked doors, grates on the windows and 
any other type of restriction and restrain- 
Ing instruments, 

5. Many of the patients develop a sense 
of responsibility and a renewed interest 
in life, 

6. The open door affects every depart- 
ment in the hospital. 

7. The success of this program depends 
upon the attitude of the director of the 
isl and how this attitude is instilled 
si ransmitted through the channels and 

“tags at the ward personnel level. 
nt is felt that the open door is a tre- 

= Tor fator in a therapeutic program in 
Pro; it reinforces every phase of the general 

Sram to help the patients either adjust 


better or become well enough to leave the 
hospital. 
BIBLIOGRAPHY 


1. Hunt, Robert C. : Summary of Observa- 
tions—Mental Health Programs in Britain and 
Holland 1956. 

2, Am. J. of Insan., 43 : 181, 1886-87. 

3. J. of Ment. Sci., 24: 117, April 1878. 

4. Garber, Robert S.: Ment. Hosps., Feb. 
1958, p. 24. 

5. O'Neill, Francis J.: Ment. Hosps., Feb. 
1958, p. 10. 


DISCUSSION 


Walter Rappaport, M.D., (Sacramento, 
Cal.)—I would like to express my appreci- 
ation to Dr. Snow for his excellent presenta- 
tion of the policies and the program at St. 
Lawrence State Hospital which have 
brought about such beneficial changes in 
that institution, As Dr. Snow stated, the 
basic philosophy of this type of adminis- 
tration has had precedent 75 to 100 years 
ago and it is very gratifying indeed that 
more thought is being given today to 
opening large sections of mental hospitals. 
Of course, the approach or the timing 
may vary from hospital to hospital and 
from one community to another but as the 
public become better acquainted with the 
problems of mental health they will learn 
to accept the idea of mental patients living 
in a relatively open environment on the 
fringes of their communities. Only then 
will it be possible for more and more hos- 
pitals to open most of their wards, Even 
among our professional people a great 
deal of reorientation will have to take place 
in order to alleviate their anxieties and to 
facilitate a program. However, many of 
the improvements Dr. Snow mentioned and 
many others can be accomplished even be- 
fore wards are unlocked, such as: 1. Dis- 
continuation of restraint ; 2. Liberalizing of 
ground privileges ; 3. Intensifying rehabili- 
tation and resocialization activities; 4. 
Multiplying the number of patients partici- 
pating in group psychotherapy; 5. Im- 
proved and vastly increased social service 
activities ; 6. Increased use of family care 
facilities and “half-way” houses ; 7. Reori- 
entation of the families of the mentally ill 
through club and counseling activities ; 8. 
Volunteer service activities on such a 
that most of the organizations in the com- 


788 


munity come to the hospital and become 
acquainted with the patients, the hospital, 
and the treatment program. 

In recent years such a program has been 
carried out in California on a vastly in- 
creased scale with the most gratifying re- 
sults. More wards could be opened, large 
numbers of patients received ground privi- 
leges, therapeutic communities and patient 
government activities were started and the 
discharge rate has been rapidly increased. 
This resulted in a notable drop of our pa- 
tient load in spite of our increased admis- 
sion rate due to the rapid increase in the 
general population of the state. 

I would like to ask Dr. Snow to enlighten 
us on several points : 

1. How were recently admitted patients 
with known dangerous tendencies handled ? 

2. What sort of patients remained on 
locked wards ? 

3. In the paper he stated : "The greatest 
determining factor to opening a ward was 
the attitude of the nurses and the attendants 
in charge toward this procedure. No ward 
was opened until those who worked there 
felt comfortable about it. There was no spe- 
cial training of the ward personnel nor any 
special training of the patient." It would ap- 
pear that some of the ward personnel were 
not immediately receptive of the program 
or comfortable in the thought of the open 
ward. If there was no special training for 
this group of personnel, what happened to 
make them become receptive? Obviously 
this would be the crucial point of the open 
ward problem. 

Cecil Wittson, M.D., (Omaha, Neb.)— 
The St. Lawrence State Hospital is fairly 
typical of the majority of American state 
mental hospitals. It is about the medium 
for location, size, staffing and physical facil- 
ities. Obviously, however, St. Lawrence 
State Hospital had one particular advan- 
tage, a director willing and able to reblaze 
a trail established many years ago, but 
somehow neglected and forgotten, In the 
last century various American and English 
mental hospitals had the basic philosophy 
of the open door. Charles Dickens in his 
American Notes for General Circulation, 
published in 1842, tells of his visit to an 
American hospital, now, I believe, the Bos- 

ton State Hospital. He was impressed by 
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the freedom given patients. His notes con- 
tain a superb account and analysis of mod- 
ern psychiatric hospital care—practiced 
more than a hundred years ago. According 
to Dickens, patients "were freely trusted 
with the tools of their trade, as if they 
were a sane man." For amusement, "they 
walk, sun, fish, paint, read and ride out to 
take the air in carriages." They held meet- 
ings, passed resolutions and "never come to 
fistcuffs as some assemblies have been 
known to do elsewhere.” Dickens com- 
mented, “They are cheerful, tranquil and 
healthy.” Dickens concluded, “It is obvious 
that the one great factor of this system is the 
inculcation and encouragement, even among 
unlikely persons, of a decent self-respect." 
We should pause and wonder what hap- 
pened to American and English psychiatric 
practice. Why did our hospitals close their 
doors and bar the windows ? Unfortunately, 
we do not have the facts and can only 
speculate. Did the system fail because it is 
basically incorrect ? Were its leaders suc- 
ceeded by a different order of physicians 
who taught this generation of psychiatrists 
wrong concepts of care ? In any case, there 
is an obvious necessity for us to carefully 
record each step, collect and analyze ex- 
periences with the new move to open our 
hospital wards. 
Dr. Snow made one statement with which 
I must take some exception. He rather 
categorically stated that more psychiatrists, 
nurses and others are needed to staff an 
open door hospital than for a closed ward 
institution, This could be interpreted by 
some to mean that one cannot open a hospi- 
tal without additional personnel. This is not 
the impression of some other superintend- 
ents who have opened their hospitals. For 
example, Dr. Stern in a recent issue of the 
Lancet says : “To return to the closed wards 
would require more nurses than we have. 
Perhaps Dr. Snow will agree with this 
statement: "The open hospital could ad- 
vantageously use more trained personnel 
than the closed hospital" After all, Dr. 
Snow did open his hospital without any 
significant additions to his medical and 
nursing staffs ! 3 
As I see it, we badly need careful job 
analysis. The various new concepts of treat- 
ment, environmental, somatic and psycho- 
therapeutic call for a re-evaluation of the 
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duties and redistribution of personnel. Since 
we no longer conceive of the ward person- 
nel having a primary custodial function, 
they must be trained to take a more active 
part in bringing about improved treatment 
for chronic as well as acute patients. If 
the patients’ world is to be no longer simply 
the dormitory and the day room, it is 
necessary that the skills of various persons 
—staff and volunteer—be utilized in actual 
treatment. 

It is not feasible or necessary to wait until 
we have more psychiatrists and other spe- 
cialized professionals. This would be a long 
wait since, as things are going, our hospitals 
would be relatively shorter of those highly 
trained persons 10 years from now than 
they are today, 

This matter of personnel is critical but 
not unsolvable. We must recognize that our 
personnel needs are changing both quanta- 
tively and qualitatively. We must develop 
means to raeet these changing requirements 
of psychiatric treatment and care. Further, 
many, if not most, of our hospital buildings 
were constructed for closed ward cus- 
todial care. They are unsuited in many 
respects to effective programs of treatment 
and rehabilitation. This means that atten- 
tion must be given to modernization of 
existing physical structures. 

I would like to again thank and commend 
Dr. Snow for his account of how an average 
American state mental hospital can adapt 
itself to changing concepts and needs. In 
effect, Dr. Snow’s experiences constitute 
a challenge to all state hospitals to re- 
examine and remodel their policies and 
Practices, Remotivation of staff—not pa- 
tients—is the first need. 


REPLY 


Herman B. Snow, M.D., (Ogdensburg, 
N. Y.)—I wish to thank Dr. Wittson for 
emphasizing the fact that our hospital was 
Opened without any extra personnel. It was 
also necessary as I pointed out to modern- 
ize the hospital as we went along and this 
is a continuous process as the patients be- 
Come more interested in their personal ap- 
riga and in the appearance of their 
c, In response to Dr. Rappaport, I would 
s ainly agree that the open door is a tre- 

endous value to the patient, and that the 


opening of the doors should be done in an 
orderly fashion and not just for the sake of 
opening doors. 

Regarding newly admitted patients—they 
are admitted to an open ward. Up to three 
weeks ago, if there was any doubt, the 
patient was placed on a closed ward for a 
day or so and then transferred back to 
the open ward in this service. However, 
this is no longer possible since all of the 
wards in this service are opened ; and the 
one women's ward that is still closed has 
not seemed suitable for newly admitted 
patients. This ward includes the last 32 
which Dr. Rappaport questions. These are 
patients of long standing that we have 
transferred from one ward to another un- 
til we got to the last ward, but they are 
actually the accumulation of years. How- 
ever, if The American Psychiatric Associa- 
tion meeting had taken place in the middle 
of June instead of the middle of May, I 
think I could have stated that we have no 
closed wards. 

In my paper I stated that the attitude of 
the nurses and attendants was important in 
opening a ward and that they had received 
no special training. The attitude which they 
gradually built up was a result of what 
they had seen happening on other wards 
and what changes took place in the patients 
on those wards and with the other nursing 
service personnel, As each in turn de- 
veloped their own security feelings, with 
perhaps some little suggestion or persua- 
sion, the next ward would be opened. 

Dr. Noyes has spoken about a patient 
who escaped from his hospital and killed 
somebody and now he and the hospital and 
the state of Pennsylvania are being sued, 
and he asks what I would do in such a case. 
I really cannot answer this question proper- 
ly since such an occasion has not arisen in 
our hospital, but Dr. Noyes just stated that 
the patient escaped from a locked ward. I 
don't know whether putting more locks on 
the doors or more bars on the windows 
would prevent such episodes. My own per- 
sonal feeling as I would guess at it would 
be that I would not want to lock up 1,999 
patients because of what one person did. 

Again, I would like to say I feel that 
what the open door does is to cause à 
reorganization among the patients that they 
lost through the years. 


OPEN DOOR POLICY ON AN ADOLESCENT SERVICE 
IN A PSYCHIATRIC HOSPITAL * 


JAMES M. TOOLAN, M. D., ann GEORGE NICKLIN, M. D.? 


During the past several years, psychia- 
trists have become increasingly interested 
in the effects of the hospital milieu upon 
the functioning of their patients(1). One 
aspect of this interest has been manifested 
by the establishment of open door psy- 
chiatric units. Several reports from England, 
(2, 3) Canada, and this country have de- 
monstrated the many beneficial effects re- 
sulting from such a program. Patients have 
become less agitated; they show an in- 
creased interest in their environment and 
a heightened sense of responsibility for 
their own welfare. 

Encouraged by the favorable reports of 
other workers, we decided to initiate an 
open-door program on the adolescent serv- 
ice of the psychiatric division of Bellevue 
Hospital. Curran(4) and Toolan(5) have 
previously described these services. In 
brief, they consist of two separate wards 
for boys and girls from 12 to 17 years of 
age. The admission rate to the combined 
services averages approximately 650 pa- 
tients a year. The average duration of hos- 

- pitalization is one month. The average daily 
census on each ward is 25 patients. The 
patients are referred mainly for diagnostic 
evaluation from social agencies, institutions, 
the school system, other hospitals and 
clinics, and the children’s and adolescent’s 
courts. The latter source represents about 
50% of our patient load. Diagnostically, ap- 
proximately one-third of these youngsters 
fall into the schizophrenic category, the 
remainder consist mostly of behavior and 
character disorders. Suicidal attempts ac- 
count for a large percentage (17%) of ad- 
missions to the girls’ service. About 20% 
of these patients are sufficiently ill to 
require continued hospitalization in a state 
hospital. 

The above data clearly indicate that 


lRead at the 114th annual meeting of The 
American Psychiatric Association, San Francisco, 
Cal, May 12-16, 1958. 

2 Bellevue Psychiatric Hospital, N. Y. U. College 
of Medicine, New York City. 
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these patients are not only seriously dis- 
turbed emotionally, but also tend to behave 
in a most impulsive, aggressive manner. 
Truancy, running away, robbery, gang 
fighting, and prostitution are some of the 
many problems exhibited by these patients 
prior to admission. Such individuals repre- 
sent a serious management problem even 
under the most ideal circumstances as they 
are prone to act out in a rebellious, ag- 
gressive fashion, especially against authority 
figures. When the boys’ service was first 
opened, it had a prison-like atmosphere. 
In fact, prison bars were located in one 
section of the ward to enable the staff to 
protect itself in case of a serious riot. These, 
fortunately, were removed several years 
ago. Many of the patients have escaped 
from other institutions and a few (mostly 
boys) periodically attempt to escape from 
the hospital. 

The personnel on each service consists of 
two psychiatrists, two psychologists, a 
social worker, one to two nurses, and 
several nurses’ aides. In addition, resident 
psychiatrists and student nurses are as- 
signed to the service as part of their overall 
training program. The children attend 
school in the hospital daily during the 
school year. After 4 p.m. and on weekends, 
our ward coverage is drastically reduced. 
At such times, it usually consists of several 
nurses’ aides and a recreational worker. A 
nurse is seldom available for afternoon and 
evening hours. 

Several members of the staff had grave 
doubts as to the advisability of initiating 
an open door policy. Many dire predictions 
were made. It was, therefore, decided that 
a training program for the staff members 
was necessary. Not only did we attempt to 
clarify our aims and to fully explain the 
new program, but we also enabled the staff 
to voice their feelings. These, of course, 
reflected the personalities and problems of 
the various individuals involved. Comments 
ranged from : "Why should anyone stay 
in a hospital if the door is open and they 
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can walk out?" *Who will be responsible 
if someone escapes ?” “What do we do to 
stop someone from leaving?" "The boys 
will attempt to invade the girls’ ward" to 
“Jf I were a patient I would prefer to have 
the door open," etc. By the time the change 
was accomplished, most of the staff was 
cautiously enthusiastic. 

It was decided to open the doors of 
the ward from 9:00 a.m. to 4:00 p.m. These 
hours were chosen as they coincided with 
our maximum staff coverage. The program 
was explained to the patients who were 
both surprised and pleased. The results, 
in general have been better than we ex- 
pected. For the first several days, various 
staff members showed some apprehension, 
but within a short time, it was apparent 
that they were more relaxed and able to 
be of greater assistance to the patients 
than in the past. The children felt that they 
were being treated as patients and not as 
prisoners. Many were impressed by the 
fact that we would trust them. For several, 
this was a unique and therapeutically sig- 
nificant experience. The atmosphere of both 
wards improved noticeably. There was a 
marked reduction in the tension, so often 
evident previously. Rebellious and aggres- 
sive behavior also declined. 

To better understand our realistic con- 
cern over elopements, it might be well to 
describe our hospital setting in more detail. 
Bellevue is located in the midst of New 
York City. In addition to the staff, numerous 
Visitors and medical students daily visit 
the institution. We are thus far from be- 
ing isolated, and since the children wear 
their own clothing they could easily wander 
off into the city streets. 

Nevertheless, we had relatively few 
elopements. Not a single girl attempted to 
escape from the ward. Within the first 
bres two girls walked down to the street 
a test our reaction. Three girls escaped 

gether one day .. . but not from the open 
Ward. Instead, they left on their way back 
iw the school area while accompanied by 
e escort. Not a single girl had to be 
staff on a closed ward because of the 
girl s e over her elopement, One 
t E was receiving intensive psycho- 
=i Py over a protracted period, requested 

© place her on a closed ward as she 


was afraid she would impulsively run away. 
Within a few days, she felt able to return - 
to the ward. 

There was an increased incidence of 
elopements from the boys’ ward. During 
the first 8 months, 22 boys absconded from 
the hospital (6 of them after the doors were 
locked). This compares to the usual rate 
of 2 to 5 boys per year. The majority of 
these elopements occurred within the first 
2 months after the program was initiated. 
In addition to the strain of a new ward 
policy, we were suffering from a severe 
shortage of senior nursing and psychiatric 
personnel due to factors beyond our im- 
mediate control. As soon as the staff situa- 
tion stabilized, these incidences declined. 
The few elopements that did occur were 
very revealing. Several boys escaped only 
to return voluntarily within a day or two. 
Several returned within a few hours. They 
stated that they had some business to at- 
tend to or a girl or relative to visit, etc. 
It was, however, readily apparent that 
these boys were testing the situation and 
attempting to prove to themselves that they 
—not the staff—were making the decision 
as to whether they would remain in the 
hospital. Two boys ran away from the yard 
which is enclosed by a 10 foot wire fence. 
We had one mass elopement in which 6 
boys ran away together. This, significantly, 
did not occur while the doors of the ward 
were open. They waited until the early 
evening when they managed to steal one 
of the aide’s keys without his knowledge. 
Two boys enacted a simulated fight to 
divert the staffs attention at which time 
the boys opened the door and escaped. This 
plot was engineered by a very aggressive, 
psychopathic boy who had previously been 
in a correctional institution and who was 
the leader at that moment. All of the boys 
returned shortly—5 of them voluntarily 
within 48 hours. Several had participated 
out of fear of the leader—two as a prank. 
It was obvious that the leader preferred to 
escape after the doors were locked to show 
his ability to overcome obstacles and to 
prove his strength. Two youngsters ran 
away after being informed of plans to 
transfer them to a state hospital or other 
institution. All of the above patients were 
returned to the hospital except for two boys 
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whose family did not bring them back. Not 
a single one became involved in any de- 
linquent behavior while away from the 
hospital. 

We have occasionally had to place a 
boy on a closed adult ward as we be- 
lieved he represented a very serious escape 
risk and possibly a threat to the community 
as well. These have usually been aggressive 
psychopathic youngsters with long histories 
of delinquent behavior. Our disturbed 
schizophrenic patients have presented no 
difficulties. When a boy returns after es- 
caping from the ward, he is then placed 
on a closed adult ward until we can 
further evaluate his particular situation. 

Ideally, we would prefer to have 4 wards 
for the adolescent service: two open and 
two closed for the boys and girls. With 
such an arrangement, we would be en- 
abled to admit our new patients to the 
closed service until we had an opportunity 
to properly screen each case. We could 
thus retain on the closed service those 
patients who we felt were not ideally suited 
for an open service, and those who were 
so emotionally disturbed as to require a 
special situation and who often had to be 
placed on a disturbed adult service even 
before our service was opened. 

One additional factor should be men- 
tioned, No one act or policy can, by itself, 
influence the ward atmosphere to the ex- 
clusion of all other influences, As mentioned 
previously, our staff shortage at the begin- 
ning of the program was undoubtedly a 
contributing factor to the elopements as 
they subsequently diminished when the 
staff was again adequate. To enable an 
open door policy to work effectively, the 
staff must be alert at all times to the atmos- 
phere of the ward. We have discovered that 
weekly meetings of the entire staff with all 
the patients contribute immensely to our 
understanding of the current problems and 
feelings of the patients. In addition, it 
enables us to abort and prevent many dif- 
ficulties by handling them openly and with 
dispatch. Such group meetings are of great 
value in the running of such a service. 

We have decided to present our experi- 
ences with an open door program at this 
time as evidence of what can be accom- 


plished under very limited physical circum- 
stances with very disturbed, aggressive 
young patients. It has amazed many ob- 
servers that such patients would respond 
favorably to our program. We believe this 
indicates that individuals often react as 
they believe we expect them to act. Several 
years ago, a young boy had been very 
disturbed while on our service. We dis- 
charged him with some misgivings and re- 
ferred him to a clinic for therapy. Im- 
mediately after discharge his behavior im- 
proved. He said to his therapist, “When I 
was in the hospital, I felt everyone thought 
I was crazy ... so I acted that way." It is 
our impression that a great deal of the 
behavior exhibited by individuals in hos- 
pitals and other closed institutions is a re- 
action to the staff and the expectations of 
the staff. As we change, so too will the 
behavior of many of our patients. While 
we do not believe that an open door policy 
is a panacea, we do feel that it can be of 
considerable help in reducing many of the 
tensions and problems that result from a 
closed service. We hope that others will 
attempt such a program with similar groups 
of children and adolescents. 


SuMMARY 


A short description has been offered of 
the effects of opening the doors of the 
adolescent service of a psychiatric hospital. 
In view of the situation of the hospital and 
the type of patients involved, we feel that 
the program to date has been successful. 
While a slight increase in elopements did 
occur from the boys’ ward, the benefits to 
the patients and staff have in our opinion 
more than compensated. 
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PSYCHIATRIC RESEARCH IN SPACE MEDICINE ' 


GEORGE E. RUFF, Carr., USAF (MC), ann EDWIN Z. LEVY, Carr., USAF (MC)? 


Three areas of research in space medicine 
are of particular interest to psychiatrists. 
The first two involve identification of psy- 
chological stresses in space flight and selec- 
tion of crews best qualified to withstand 
them. The third concerns development of 
artificial environments which can support 
effective human functioning. 

Our knowledge of psychological stress 
in space flight is based largely on inference. 
For example, it seems plausible to suspect 
that separation from earth and prolonged 
exposure to danger will be serious problems 
for space crew members. Reactions to 
analogous experiences are described in ac- 
counts of shipwrecked sailors, arctic ex- 
plorers, prisoners of war, and pilots of 
high altitude balloons or advanced test 
aircraft. Although stimulus deprivation 
and lack of drive objects arising in these 
situations may present a severe threat to 
the ego, frequent examples of effective 
adaptation are found. By extrapolating 
from these data, one may predict that 
space flight will impose no psychological 
stress which carefully selected, trained 
crews cannot withstand, 

_ But many predictions derived from con- 
sideration of "space analogous” situations 
m be verified only in space flight itself. 
iud Semple, loneliness in space, like pro- 
1 ged zero gravity states, cannot be simu- 
ated in the laboratory. Separation anxiety 
E net dependency needs may or may 
í ave the same implication at 100,000 
eet as at 100,000 miles. And symbolic 
one of space flight to space crew 
uL pers will remain subjects for fantasy 
m AS as such ventures are no more than 
a iat possibility for most of us. Many 
iia however, will lie between the first 
same satellite and the exploration of 
ral ssumptions can thus be tested in 
et flights before longer ones are planned. 


1 
Read at the 114th annual meeting of The Ameri- 


i Psychiatric Associ isco, if, 
s: Calif 
May 12.1 P lod. iation, San Francisco, 


Aer ; " : 
Force diy Laboratory, Wright-Patterson Air 


In contrast to these speculative attempts 
to identify emotional stresses imposed by 
space flight itself, the task of providing an 
environment to satisfy needs of space crew 
members can be approached directly. 
Methods for providing food and oxygen, 
disposing of waste and carbon dioxide, and 
protecting against acceleration forces, ex- 
treme temperatures, toxic fuels, ultraviolet 
radiation, and cosmic rays are under de- 
velopment. The psychological problems of 
existence in an artificial medium are less 
tangible, but can be dealt with in experi- 
mental studies of isolation, confinement, 
and sensory deprivation. Research in these 
areas can also provide basic data applicable 
to crew selection. 

Two types of experiment have been em- 
ployed in our laboratory. The first is a study 
of prolonged confinement. This involves 
observation of groups of 5 subjects who live 
for 5 days in a small compartment de- 
signed to minimize physical discomforts . 
and monotony(1). 

Before and after each experiment, sub- 
jects are interviewed and given'a battery 
of psychological tests, including the Ror- 
schach, TAT, and Wechsler-Bellevue. Base- 
lines are obtained for performance tests and 
for all psychological and biochemical vari- 
ables measured during the experiment. | 
Complete hematological studies are also - 
done during pre and post experimental 
periods. 

During the experiment, measures cof 
group interaction are offered by rating 
scales and an interpersonal projection test 
designed by Glad(2). Individual perform- 
ance tests during duty periods measure 
vigilance, reaction time, and various intel- 
lectual functions. Heart rate and skin re- 
sistance are recorded for one minute of each 
hour, while all urine is collected for analysis 
of 17-hydroxycorticoids, uropepsinogen, 
sodium, chloride and potassium. t 

Direct observation and comments in 
diaries provide data on subjects conscious 
reactions to the experiment. Responses on 
deeper levels are indicated by daily self- 
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administration of the Draw-a-Person, a 
sentence completion test, and an adapta- 
tion of the Blacky test.? 

Although behavior of the 3 groups 
studied so far will not be described in de- 
tail, general features of their reactions can 
be summarized. One interesting effect is 
the appearance of regressive behavior. For 
example, preoccupations with phallic sexu- 
ality and excretory functions are often 
noted during the second to fourth days. 
At the same time, overemphasis on pre- 
paring meals and incessant conversation 
about food are common. 

It is an open question whether this re- 
presents true regression or whether sub- 
jects simply eat because other sources of 
gratification have been cut off. The impres- 
sion that this behavior was regressive is 
supported by appearance of oral preoc- 
cupations in Blacky stories and figure draw- 
ings. Many of these present themes of oral 
deprivation and aggression. For example, 
. with instructions to choose any 3 cartoons 
and tell a story, one subject wrote, “Blacky 
is hungry so he goes to dig up a bone he 
had buried, but he can't find it. Then he 
goes to suckle his mother, but there is no 
milk. So he gets mad and chews on a belt,” 

Comparison of test material from pre 
and post experimental periods suggests that 
crew members were often capable of more 
flexible and mature handling of certain 
conflict areas after the experiment than 
before it began. A plausible explanation of 
this "therapeutic" effect is that group sup- 
port during a regressive episode is analog- 
ous to regression in the transference seen 
during individual psychotherapy. 

In a few subjects, there have been sug- 
gestions of ego impairment, with subse- 
quent recovery. Test material from one 
man, who was considered borderline be- 
fore the experiment, suggested a transient 
psychotic episode on the fourth day. This 
was apparently precipitated by intensifica- 
tion of homosexual conflicts, 

Severe reactions, however, have been 
rare. Most subjects have effectively handled 
conflicts by their usual defenses, The most 
common problem has been arousal of 


9 This adaptation was devised by Albert J. Silver- 
man, Sanford I. Cohen, and Cecile S. Lazar, who were 
responsible for much of the design of this project. 
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hostile feelings toward fellow crew mem- 
bers. This has been characteristically dealt 
with by suppression, denial, and undoing. 
Guilt over oral binges has led to anxiety in 
a few subjects, but has been rationalized. 

Interestingly, the two volunteer crews 
demonstrated these changes more vividly 
than a non-volunteer group. While overall 
patterns of behavior were similar, oral 
overemphasis and hostility were less ap- 
parent in the non-volunteers. This group 
performed efficiently, but without the high 
spirits of other crews. Their food intake, 
to offer a concrete example, averaged 1,700 
calories less per day than the group which 
preceded them. It appeared that since their 
libidinous investment in the project was 
less, channels for drive gratification present 
in the experiment were less utilized. 

In the second group of experiments, a 
more basic question is asked : what kind of 
stimuli, supplies, and structuring are ne- 
cessary for effective functioning ? Our ap- 
proach to this problem has been a study 
of reactions to experimental settings which 
present a minimum of inputs and contain 
as few features of the subject's usual en- 
vironment as possible. 

To accomplish this, subjects are iso- 
lated individually in a dark, soundproof 
chamber. A bed, refrigerator full of food, 
and toilet facilities are provided. In- 
structions state only that we are i 
terested in people's feelings about being 
alone in the absence of light and sound, 
Thus, we hope that whatever structuring 
occurs will arise more from needs of the 
individual than from conditions of the 
experiment, À 

Subjects receive psychiatric examina- 
tions before and after each experiment. 
The Rorschach, TAT, MMPI, DAP and 
some form of intelligence test are also em- 
ployed to evaluate the personality pattern. 
Depending on the information sought dur- 
ing a particular phase of the study, tests 
such as the Bender-Gestalt and Porteus 
mazes are added to measure alterations In 
motor function, decision-making ability; 
perceptual speed, and the like. y 

Using these tools, 52 experiments have 
been carried out, ranging from 4 hours to 
7 days in length. The approach has been 
exploratory, with emphasis on identifying 
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significant variables in the experimental 
situation and on determining relationships 
of observed responses to personality char- 
acteristics, While it is again impossible to 
describe results in detail, we should like 
to discuss several aspects of the problem. 

First, our findings suggest that at least 
7 classes of variables must be considered in 
planning isolation research. The first of 
these is defined by the complex of circum- 
stances under which isolation occurs. For 
example, reactions of a prisoner isolated by 
the Communist Chinese cannot be com- 
pared directly with those of an experimental 
subject placed in a similar chamber. A 
subject who expects the experiment to end 
at a stated time unless he terminates it 
prematurely, would behave differently if 
informed the end will come only when he 
requests it. Relationships between subject 
and experimenters have important effects 
on response to the experimental conditions. 

A second group of variables refers to 
the subjects personality, background, mo- 
tivation, and set, There is a vast difference 
between reactions of a psychiatrist studying 
effects of isolation on his own mental func- 
tions and an Air Force officer taking part 
in what appears to be just another kind 
of mission. Volunteer subjects, who are 
often counterphobically motivated, tend to 
look upon the experiment as a test of en- 
durance. Non-volunteers, on the other hand, 
are more likely to view it as a matter of 
routine, 

The third category of variables can per- 
haps best be termed “aloneness.” This is 
difficult to approach experimentally, but 
the extent to which it enters into any 
isolation situation must be considered. 
Aloneness includes both geographic and 
cultural components, since more than 
physical separation of men from other men 
must obviously be considered. It is con- 
Ceivable that a prisoner of war whose 
captors have vigorously sought to under- 
mine ties to his society may feel more alone 
than à space crew member 6 months from 
earth, 

" Associated with aloneness is another vari- 
dle—the degree of communication allow 
Aoa subject and experimenters. Fail- 
"a 2 obtain feedback from other indi- 

uals may be stressful by preventing con- 
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sensual validation of perception and 
thought. Attempts to control the degree of 
communication have met surprising ob- 
stacles. For example, eliminating verbal 
communication increases the significance of 
nonverbal and implied communication. An 
individual who cannot communicate direct- 
ly may not feel isolated when physiological 
reactions are recorded. He quickly per- 
ceives that wires convey information on 
his behavior. Awareness that he will even- 
tually discuss his experiences also prevents 
a genuine sense of communication lack. 

The fifth problem stems from confine- 
ment. Even when sufficient mobility to 
prevent physiologic complications is al- 
lowed, a restricted space may be intoler- - 
able. A related but different variable is 
one we have called the “perceptual space.” 
This refers to the distance between the 
subject and the point at which barriers to 
sensory input are placed. With all other 
conditions held constant, blocking light 
and sound by goggles and earplugs may 
produce more anxiety than blocking input 
by the walls of a chamber several feet 
from the head. Ego boundaries seem to 
be more easily maintained when a sense 
of physical boundaries is preserved. 

The final category of variables is defined 
by the modality, quantity, and pattern of 
sensory input. In view of reports that 
severe disorders of perception, thought, and 
affect may follow alterations in input(3, 
4, 5), we have been particularly interested 
in this area, We have explored both reduc- 
tion in the absolute level and changes in 
the pattern of stimuli. Regardless of the 
experimental conditions, perceptual dis- 
turbances have been rare. Few hallucina- 
tions have been observed. There are many 
possible explanations of differences be- 
tween our results and those of other investi- 
gators, but none have yet been verified 
experimentally. 

The second aspect of isolation we should 
like to consider concerns similarities in 
individual reactions. Although variations 
among subjects are striking, consistent pat- 
terns of reaction are noted even under à 
wide range of experimental conditions. 

Subjects first pass through a brief phase 
of anxiety. In a few instances this may 
progress directly to panic. More often, 
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anxiety subsides quickly as characteristic 
defenses are employed and exaggerated. 
For example, a subject with obsessive-com- 
pulsive features may seize upon some as- 
pect of the experiment as a “mission” and 
diligently attempt to carry out what he 
views as his assignment. Dependent sub- 
jects cling to relationships with the experi- 
menters. The passive-aggressive subject 
looks upon the experiment as a battle and 
searches for ways to foil his adversaries. 
During this phase, the experimental situa- 
tion becomes transformed into a replica 
of the individual’s accustomed world. 

If the experiment continues long enough, 
the third stage is reached. Unconscious 
material threatens to erupt, and defenses 
become more primitive. The subject im- 
pulsively decides to terminate the experi- 
ment—often for a reason he later decides 
was trivial. One subject, for example, who 
came out because the refrigerator stopped, 
was subsequently puzzled by his action. 
He knew, he said, that the supply of un- 
refrigerated food would have lasted at 
least another 24 hours. 

Our tentative formulation is that sub- 
jects react to isolation by structuring their 
experience in some meaningful fashion. As 
long as the structure is maintained, the 
individual preserves his sense of continuity 
and sameness. This enables him to function 
in the absence of accustomed sources of 
information. For isolation is stressful not 
only because fewer physical stimuli im- 
pinge upon receptors, but also because the 
meaning they ordinarily convey to the sub- 
ject are lost. 

Subjects may structure isolation experi- 
ments in a variety of ways. Some struggle 
to maintain spatial orientation or to meas- 
ure the passage of time. Others are com- 
fortable as long as they perceive regular 
patterns of thought or behavior. One sub- 
ject, for example, successfully counted his 
respirations for 4 hours. Subsequent inter- 
views made it clear that each count was 
viewed as a bond to the preceding count, 
and so on back to the moment the chamber 
door was closed. In this way, continuity 
with past experience was maintained. 

Since the ego as subject is free to per- 
ceive itself as an object, a clear concept of 
ego identity gives rise to an inherent sense 


of structure.* But the ego itself provides a 
more effective frame of reference than 
one based exclusively on spatial or temporal 
orientation. Thus, where identity diffusion 
impairs perception of inner coherence, lack 
of external cues is particularly stressful. 
This would seem the best explanation of 
our observation that schizophrenics usual- 
ly do badly in isolation, Exceptions may 
occur when fairly intact schizoid subjects 
emphasize the protectiveness afforded by 
the compartment rather than the void be- 
tween boundary and sense organ. ( This il- 
lustrates another aspect of the importance 
of "perceptual space." If light and sound 
are blocked at the eye and ear, instead of 
at the walls of a chamber, this feeling of 
protection is stripped away.) 

It might be said, therefore, that experi- 
mental isolation is stressful by destructuring 
the environment. It becomes intolerable if 
lack of meaningful inputs disrupts per- 
ception of continuity and sameness. Struc- 
ture is maintained primarily through the 
sense of ego identity, and secondarily by 
preserving orientation in space and time. 


SuMMARY 


An attempt has been made to suggest 
problems of space flight of interest to 
psychiatrists. Many psychological stresses 
cannot be simulated in the laboratory, and 
thus can be dealt with only by projecting 
from data now available. Since emotional 
hazards analagous to those likely to arise 
in space have been overcome on earth, we 
infer that space flight will impose no in- 
tolerable stress on carefully selected, 
trained crews. 

Several aspects of exploratory studies of 
isolation and confinement have been 
selected for discussion. These suggest that 
meaningful structuring of experience is nec- 
essary for adaptation to drastic alterations 
in environment. Our conclusion is that the 
best qualification for a space crew member 
is a sound ego. His environment should 


* This formulation is consistent with Rapaport s 
suggestion that the ego requires external stimuli to 
maintain autonomy from tbe id(6) ; Federn's = 
cept of ego feeling(7) ; and Moloney's ideas on the 
importance of “self-respect,” “self-sufficiency,” "sel 
system," and "self-esteem" in withstanding Com- 
munist coercion techniques(8). 
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offer both meaning and variety in sensory 
input to prevent disorganization of percep- 
tion and thought. 
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THE SOCIAL CONDITIONS OF PSYCHOTHERAPY IN INDONESIA : 


DR. R. SLAMET IMAN SANTOSO ? 


In Indonesia psychotherapy was formerly 
considered to be unnecessary; it is still 
not well understood by the medical profes- 
sion. Therefore, those who wish to advance 
the practice of psychotherapy must under- 
stand its historical development in the 
country and the difficulties we face. My 
paper will describe the present attitudes 
toward psychotherapy. 

Medical education and psychiatry. In- 
donesian medicine is still dominated by the 
materialistic-organic point of view, and 
physicians so tenaciously adhere to it as 
to give no attention to the influence of 
mental forces, Yet in a free society the 
mental forces must take their own course ; 
so that at present a very small group of 
psychiatrists must deal with the almost 
insoluble problem of the severe mental 
disorders. The treatment of the neuroses 
falls outside the scope of the medical pro- 
fession, except for a handful of interested 
men. The medical school in Djakarta is 
in certain respects more progressive and 
has made a small beginning toward treat- 
ment of neurotic disorders, 

Besides the difficulties in medical educa- 
tion, the even greater problems existing 
in the society must be well understood in 
their relation to psychotherapy. 

First, the neuroses. Long before the 
second World War the frequency of neu- 
rosis in Indonesia was noted. The rapid 
modern developments since then have been 
such that “the Indonesian mind is in 
constant turmoil.” The pressures to assimi- 
late the new concepts of life into the older 
traditions and the upsurge of education 
also contribute to neurotic reactions. The 
incidence of neurosis is rapidly increasing. 

A second problem is the use of psycho- 
therapy, which is taught via Western meth- 
ods and language. The changes or modifica- 
tions needed to apply this therapy to 


1 Read at the Symposium on International Psy- 
chiatry, at the annual meeting of The American 
Psychiatric Association, San Francisco, Calif., May 
2-16, 1958. 

2School of Medicine, University of Indonesia, 
Salemba 6, Djakarta, Indonesia. 
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Indonesians have not been worked out. The 
roles of language and culture impose cer- 
tain difficulties. 

Before the war some effort was made to 
treat the neuroses. To gain some idea of 
their frequency, I worked 6 months in 
1934 in the department of internal medicine 
at the university. In the daily average of 
200 to 250 patients, at least 20 to 25 were 
neurotic and another 30 to 40 probably so. 
The numbers since then have increased. 
I would estimate that about 25-30% of these 
patients suffer from neurotic disorders as 
the chief cause of illness. 

All Indonesia, with an estimated popula- 
tion of 80 millions dispersed over some 
4,000 islands of an area larger than that 
of the United States, has only 20 psychia- 
trists; the capital city, Djakarta, of about 
3 million population, has 8 physicians with 
adequate psychiatric training. Thus we 
psychiatrists face an insurmountable prob- 
lem. The general practitioner, though per- 
haps with some knowledge of mental 
disorders, must treat the neuroses along 
organic lines. The danger is that the real 
condition becomes obscured and in time 
wholly forgotten. ; 

Ethnological differences. Yt is striking 
that one ethnological group, the Javanese, 
is relatively free from neuroses. The Min- 
angkabauw group, however, has a very 
high incidence. Since this group has been 
geographically confined so far, with little 
outside communication and with consider- 
able inbreeding, heredity may presumably 
play an important role, But cultural factors 
also are important and have become rather 
rigid. I have the impression, for instance, 
that the Javanese in general stop to ponder 
questions before taking action. Their con- 
templative attitude gives them a certain 
equilibrium that may contribute to the 
low incidence of neurosis. In persons © 
other groups, the conflicts that may result 
from overquick reactions to events may 
lead to neurotic behavior. 

Social influences. By 1910, Indonesia had 
relatively stable social conditions, with the 
colonial government firmly established an 
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accepted. Peace and order prevailed. But 
this isolation ended with the outbreak of 
World War I, when Indonesia became 
linked with international communication, 
traffic through the islands increased and 
many new cultural issues and concepts 
emerged. By 1920, when I entered junior 
high school, I found the pupils discussing 
many topics such as human rights, includ- 
ing education, freedom of speech and re- 
ligion and equal political and socio-eco- 
nomic rights. We founded then the first 
nationalistic movement, with its difficult 
consequences for the relationship between 
Indonesian and Dutch. These fast-increas- 
ing social changes finally resulted in the 
struggle for independence. 

Looking back, I see that many of my 
classmates absorbed well and quite easily 
the various issues ; whereas others became 
obsessed by their ideas and some became 
fanatics or even paranoiacs. As I see these 
instances now on a larger scale and of 
greater intensity, I am forced to conclude 
that the tremendous speed of change has 
caused an imbalance in the Indonesian 
mind. 

Along with all the changes and new 
rights and the release of mental forces, has 
come the responsibility of running the 
government. Under these mental and emo- 
tional pressures, neurotic reactions have 
accordingly increased. The serious factors 
are not just the new issues, but the contra- 
dictions with tradition, when traditional 
patterns are cast off without firm new 
ones to replace them. I would like to give 
2 examples of such conflict between the 
old and the new. 

The change in marital status. Traditional- 
ly the Indonesian father was the authority 
in the family; his undisputed position a 
stronghold for family life. Nowadays, with 
the almost complete emancipation of wom- 
en, the husband’s authoritative status is 
unsettled, and this, even without open con- 
flict, affects the inner structure of the 
marital relationship. The father loses his 
absolute authority, whether or not the 
mother is prepared to assume her new re- 
Eu. The family life, however quiet 
E e surface, has an instability that is the 
d ce of neurotic behavior in both husband 

nd wife and, even worse, in the children. 


In my comments I judge not the new ideas 
themselves but the conflicts arising from 
change—effects that should pass with the 
establishment of new traditions. 

Conflict in religious matters. In former 
days religious life went on quietly, and 
dogma was neither pondered nor ques- 
tioned. In the last 20 years religion has 
revived, with the founding of several re- 
ligious schools, some orthodox, others more 
liberal The real struggle began with the 
spread of scientific knowledge, when ortho- 
doxy and dogma were more and more 
questioned. Some groups could absorb these 
new ideas without too much difficulty. But 
in others, neurotic reactions greatly in- 
creased as doubts and fears arose, followed 
by depressions. Sometimes the state of 
doubt resulted in a double personality, 
especially during prayers or religious 
rituals. 

Education as a source of conflict. The 
release of dynamic forces within the com- 
munity has led to an explosive demand for 
education in all areas. However laudable 
this desire, it entails danger if not handled 
carefully, and I have seen many instances 
of neurotic reactions in students, especially 
since the war. With the social pressures 
of 3 million school entrants before the war 
and 8 million or more at present, educa- 
tion could not be properly organized. 
School registration cannot keep up with the 
increased numbers, let alone the supply 
of adequately trained teachers. I know 
teachers who are forced to teach different 
classes for 8 to 12 hours a day. Of course 
a teacher near exhaustion cannot deliver 
good work; some at the point of break- 
down seek medical help or go into other 
work. 

These lacks in the educational organiza- 
tion affect the student's personality struc- 
ture. Up to a certain age pupils must follow 
a definite schedule of learning, with mis- 
takes reduced to a minimum, so as to pre- 
serve the teacher's authority and the stu- 
dents smooth functioning. The slipshod 
methods in the lowering of educational 
standards produce more and more unstable 
pupils, unable to face reality ; many of the 
students hope to attain positions and s 
status that prove to be beyond their actual 
capacity; and the teachers suffer both 
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from the failure of their efforts and their 
consequent loss of prestige. 

These are the facts, and without blaming 
anyone we psychiatrists should point out 
these defects and not ignore them, while at 
the same time stating that the present 
education has its merits, and that the in- 
tellectual level is above prewar level. 

Psychotherapy and its problems. The 
problem then is to see how the subjects 
of these cultural changes and improper 
teaching can be helped, and the outbreak 
of neurosis prevented. The psychotherapist 
must cope with the problems and also 
look toward future solutions ; that is, treat 
the individual patients and think in terms 
of wider social betterment. The art of psy- 
chotherapy is thus a social science. Several 
factors, especially language and cultural 
tradition, limit the training of an adequate 
number of psychotherapists at this time. 

Language. Language as a means of com- 
munication and analysis is the central fac- 
tor in psychotherapy. For psychotherapy 
to be effective, the therapist must thorough- 
ly understand the patient and be able to 
help him understand his problems. Lan- 
guage is also closely related to the mental 
patterns of the society and the individual. 
In the societal pattern, we face 8 major 
dialects and some 200 local ones. The fact 
that we physicians learned psychotherapy 
as a Western concept, via a Western lan- 
guage, adds to the difficulties. Not every- 
thing expressed in English can be translated 
into some of the dialects. Nor do some 
Western concepts and ideas accord with 
Indonesian ones. In my experience only 
those persons who have absorbed much of 
Western ideas are suited to direct psycho- 
therapy. These are few and even for them, 
though language is unimportant, some 
Western concepts must be modified to fit 
Indonesian ways of life. All others present 
great difficulties, even for an Indonesian 
psychotherapist. 


SOCIAL CONDITIONS OF PSYCHOTHERAPY 


[ March 


Because I am Javanese I can treat Java- 
nese people who are less well educated, 
since the Javanese language has many syn- 
cretic elements and thus offers a good 
means to penetrate the similar syncretic 
elements in the Javanese mental pattern. 
But I do not know the dialects of many 
other Indonesian groups, whose emotional 
life is still another barrier to understanding. 
Perhaps every language group needs its 
special psychotherapist and type of psy- 
chotherapy. The language barrier doubtless 
accounts for the prewar formulation that 
psychotherapy is unnecessary in Indonesia. 

The cultural tradition. Although tradition 
is usually a stronghold for life, some cul- 
tural traditions may be a cause of neurosis. 
For example, Minangkabauw family life 
is a matriarchal system, with women in in- 
direct authority and the wife's brother in 
charge of the children and their education. 
I have often seen patients from this group 
suffering from intense feelings of ! te to- 
ward men in general and behaving with 
imeverence toward older people ; attitudes 
to be explained by the lack of love and 
supervision from their own parents. How 
far this may hold for the whole group is 
another matter. 

In the Balinese group, although I can 
use the Indonesian language with them, I 
have found their cultural and emotional at- 
titudes baffling. I am reminded of a remark 
by Kimball Young, the social psychologist, 
that much in Balinese culture suggests the 
label in Western culture of schizophrenic, 
but he would hesitate to call the Balinese 
culture a schizophrenic one. 

To me, psychotherapy has a great future 
in Indonesia, but it must be guided by ex- 
tensive anthropological study, since the cul- 
tural development ranges from that of 
people barely out of the stone age to that 
of the most modern educated persons. À 
road must first be built through illiteracy 
and magico-mystic traditions. 


RELEASABLE HISTAMINE LEVELS AND HISTAMINE TOLERANCE 
IN TISSUES OF 291 PSYCHOTIC PATIENTS * 


LOUISE H. JODREY, Pu. D. anp JACKSON A. SMITH, M. D.? 


INTRODUCTION 


Interest in the metabolism of histamine in 
psychotic patients stems from the fact that 
allergic responses, such as asthma, are 
rarely found in psychotic individuals(1, 2, 
3). Similarly, when an asthmatic patient 
develops a psychosis, there may be a re- 
mission of asthmatic symptoms which re- 
appear when the psychosis abates(4). 

Although many investigators have re- 
ported a high tolerance to histamine(5, 6), 
as well as elevated plasma histamine levels 
in schizophrenics(7, 8), it seemed appropri- 
ate® to study tissue histamine levels in 
psychotic patients in order to test the 
hypothesis that low tissue histamine might 
be responsible for the infrequency of al- 
lergic responses in such individuals, which 
in turn might be related in some way to the 
etiology of mental disease. 

Since the triple response(9) of Lewis is 
undoubtedly due to action of histamine in 
the skin, the measurement of wheal size 
after intradermal injection of a histamine 
releaser offers a method of measuring tissue 
histamine levels without resorting to biopsy 
techniques. The skin contains about 8 mg. 
of histamine per gram, and the average 
man would have about 30 mg. of histamine 
in this organ which could serve as à large 
reservoir for histamine in the body(10). 


METHOD 


Four-hundreths of a cc. of isotonic saline 
containing 54 mg. of a histamine releaser 
(d-tubocurarine) was injected intradermal- 
ly on the volar surface of the forearm. The 
same volume of saline containing 1 mg. o 
histamine was injected into the correspond- 
ing area of the other arm. These con- 
eb Me supported by the Nebraska. Board 
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centrations and volumes of histamine and 
histamine releaser have been found to pro- 
duce wheals of approximately the same 
size(11). 

The injection of the histamine served as 
a control for variation in responsiveness of 
the vascular system to histamine. Hence 
an estimation of the releasable skin hista- 
mine could be had by subtracting the area 
of the curare wheal from that of the hista- 
mine wheal. 

Measurements of wheal diameter to the 

nearest millimeter were made with a clear 
plastic ruler and the areas were calculated. 
When wheals were elliptical, a measure- 
ment of each axis was taken and the ap- 
propriate calculation for the area of the 
ellipse made. All measurements were made 
10 minutes after the intradermal injections 
of histamine releaser and histamine. 
. The determinations of skin histamine 
were carried out on 291 hospitalized men- 
tally ill patients of both sexes. Included 
were schizophrenics, manic-depressives, 
psychoneurotics, and some with personality 
disorders. In expressing results these groups 
have been treated separately. The control 
group, 25 men and 26 women, consisted of 
51 employees and staff members of the 
Nebraska Psychiatric Institute. 


RESULTS 

Section 1. Releasable Merino the 

atient group there were 9 0 vious vari- 
er age, duration of hospitalization, 
drug therapy and diagnosis. The results 
have been tabulated separately and statis- 
tically analyzed to determine the effect of 
each of these variables on releasable skin 
histamine. 

Table 1 shows the average values for 
releasable histamine in male and female 


TABLE 1 
RELEASABLE SKIN HISTAMINE IN 
MaLE AND FEMALE PATIENTS 


He. of Hino ze hs Me 
ases ul wl 

Male M3  -364s.mm. 239 
Female 122 —2.85 sq. mm. 9.24 
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patients. The units are arbitrary, having 
been obtained by subtracting the area of 
the curare wheal from the area of the 
histamine wheal. 

The negative value indicates that the 
response to the histamine releaser was 
smaller than the response to histamine. As 
tested by Students’ t-test, there was no 
significant difference between these two 
very similar means. Patients receiving reser- 
pine therapy were not included in the 
above group for reasons which will be 
apparent later. 

Table 2 shows the effect of age on the 
content of releasable histamine in the skin. 


TABLE 2 
RELEASABLE SKIN HISTAMINE IN PATIENTS 


OF SEVERAL ÅGE GROUPS 
No. of. Histamine wheal area Standard 


Age urare wheal area Error 

30 18 —3.97 sq. mm. 3.59 
30-39 19 —7.92 sq. mm. 6.69 
40-49 56 —3.02 sq. mm, 3.31 
50-59 69 —1.28 sq. mm, 2.71 
60-69 48  40.05sq. mm. 4.92 

70 21 —0.07 sq. mm. 5.36 


The mean values for skin histamine in 
different age groups appear somewhat dif- 
ferent from each other, but on statistical 
analysis, the only means which were 
significantly different were those from the 
50-59 year group and a combined group 
of those over 60 years, The latter group 
had a lower skin histamine content than 
the 50-59 year old group, the “P” value 
being less than 0.05. Because of rather 
wide variation in the data from other age 
groups, it was not possible to show a 
significant difference in skin histamine be- 
tween the over 60 group and those under 
50. The conclusion that the older patients 
had less releasable skin histamine than 
all others might have been validated if 
larger groups had been studied, 

Duration of hospitalization, which is a 
rough approximation of the chronicity of 
the illness, is charted against skin hista- 
mine content in Table 3, 

The mean values for skin histamine in 
groups distinguished by varying duration 
of hospitalization (and possibly duration 
of illness) are very similar and the statisti- 
cal analysis attests this similarity. The 


TABLE 3 
RELEASABLE SKIN HISTAMINE IN PATIENTS 
or VARYING DURATION OF HOSPITALIZATION 


Duration of No. of Histamine wheal area Standard 
hospitalization urare wheal arca Error 
1-5 years 49 —4.67 sq. mm. 3.61 
25 years 160 —3.05 sq. mm. 2.08 
<5 years? 72, —3.85 sq. mm. 2.67 


* Includes those of less than one year hospitalization. 


means are not significantly different in 
these groups. 

Table 4 shows the mean skin histamine 
levels in groups on various drug treatments. 


TABLE 4 
RELEASABLE SKIN HISTAMINE IN PATIENTS 
WITH AND WITHOUT DRUG THERAPY 


No. of Histamine wheal area Standard 

Drugs Cases urare wheal area Error 
None 140 —4.09 sq. mm. 2.36 
Reserpine 56 26.40 sq. mm. 2.87 
Chlorpro- 

mazine 52 —1.35 sq. mm. 9,83 
Compazine 12 —0.05 sq. mm. 6.60 
Promazine 7 9.09 sq. mm. 8.41 
Meprobamate 6 —4.33 sq. mm. 4.01 
Others 16  —0.19sq. mm. 4.91 


Statistical analyses show that the group 
on reserpine differs significantly at the 0.01 
level from the group not on drugs, and from 
all the other groups treated separately or 
combined. Hence, skin histamine in pa- 
tients receiving reserpine is significantly 
lower than in patients receiving other tran- 
quilizing drugs or no drugs at all. This 
finding was the basis for omitting data from 
patients on reserpine when considering 
other variables which might affect skin 
histamine levels. 

In testing the possible effect of type of 
mental illness on histamine levels, the 
data from schizophrenics and manic-de- 
pressives were considered. The results are 
shown in Table 5. 

The mean values for the differences be- 
tween the size of the histamine wheal and 


TABLE 5 
RELEASABLE SKIN HISTAMINE IN PATIENTS 
WITH DIFFERENT ILLNESSES 


esl i ndard 
Mél nim - ed rre ed am, Ren 
Schizo- 
phrenia 133 — —247sq.mm. 235 
Manic- 
depressive 
psychosis 55 —1.72 sq. mm. 3.51 
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the curare wheal indicate that the response 
to endogenous histamine released by the 
curare was greater than the response to 
exogenous histamine. These means do not 
differ significantly from each other in the 
types of mental illness included in this 
study. 

The last comparison in skin histamine 
levels involved normal subjects and pa- 
tients. The results are shown in Table 6. 


TABLE 6 
RELEASABLE SKIN HISTAMINE IN NORMALS 
AND PATIENTS WITH AND WITHOUT 


Druc THERAPY 
No. of Histamine wheal area Standard 
Type of subject Cases —Curare wheal area Error 
Patients on 


drugs 93 —1.42 sq. mm. 2.10 
Normals 51 —5.74sq.mm. 3.13 
Patients not 

on drugs 140 —4.09sq.mm. 2.36 
Patients on 

reserpine 56 26.40 sq.mm. 2.87 


The mean value for histamine level in 
the skin of patients not on drugs did not 
differ significantly from normals, nor did 
the mean value for patients on drugs other 
than reserpine differ significantly from the 
normal yalue. However, skin histamine 
levels in patients receiving reserpine 
differed significantly from those of patients 
receiving no drugs (P<0.01), patients re- 
ceiving drugs other than reserpine (P< 
0.01) and normals as well (P<0.001). 

Section 2. Tolerance to Histamine.—The 
experimental data presented thus far have 

een measures of the level of releasable skin 
histamine in normals and in patients 
Erouped according to sex, age, duration of 
hospitalization, drug therapy and diagnosis. 

e data to be presented next, being mean 
Values for the size of the wheal produced 

Y intradermally injected histamine, are 
measures of the tolerance to histamine or 

egree of responsiveness of the vascular 
System, Since other workers have been con- 
aned with this problem in mental pa- 
sents, it may be of interest to present our 

ndings from this study. 
= eje T gives the size of the histamine 
fadi in men and women patients. These 
dividuals were not receiving any drugs. 
e response to injected histamine was 
Steater in women than in men. This dif- 
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TABLE 7 
SxiN Response TO HisTAMINE IN 


Sex TER Moss Wed...) Ree 
Male 69 .39sq.mm. 4.86 
Female 66 79.62 sq.mm, 2.45 


ference was significant at the 0.01 level as 
determined by statistical analysis. 

In Table 8 the average values for hista- 
mine wheal size in patients are listed ac- 
cording to age groups. The groups include 
both men and women fairly equally dis- 
tributed in each group. These patients were 
not receiving drug therapy. 


TABLE 8 
SxiN RESPONSE TO HISTAMINE IN PATIENTS OF 
SEVERAL AcE Groups 


No. of Area of Standard 
Age Cases Histamine Wheal Error 
Under 30 8 81.39sq. mm. — 5.71 
30-39 8 87.60sq.mm. 17.65 
40-49 36 75.31sq.mm. 3.59 
50-59 42 83.31 sq.mm. 2.50 
60-69 30 78.68 sq.mm. 4.71 
70 andover 12 75.99 sq.mm. 4.64 


These mean values for response to hista- 
mine were not significantly different from 
each other when analyzed statistically. 
Some of the groups are small, but from 
these data it cannot be said that the re- 
sponse to histamine varies according to 
age. 
erable 9 gives the mean size of histamine 
wheals in schizophrenics separated into 
two groups according to duration of hos- 
pitalization. The mean values do not differ 
statistically. Assuming that duration of 
hospitalization is a rough measure of dura- 
tion of illness, no good evidence was found 
to suggest that the response to histamine 
changes as the illness progresses. Such a 
finding might have been made if greater 
numbers of acute patients had been avail- 


able for analysis. 


TABLE 9 
SKIN RESPONSE TO HISTAMINE IN PATIENTS OF 
VARYING DURATION OF HOSPITALIZATION 


j of Standard 
n ue Hise Whal Error 
5 years 

oe less 43 73.80 sq. mm. 2.61 
More than 
5 yrs. 134 75.31sq.mm. 1.97 
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The variable of drug therapy is con- 
sidered in Table 10. Those patients receiv- 
ing no drugs gave a greater response to 
injected histamine than those on drug 
treatments, Statistically the mean value for 
those not on drugs was different from the 
value resulting from combining all drug 
therapies (P value less than 0.01) as well 
as that of reserpine separately (P value 
less than 0.01) and chlorpromazine separ- 
ately (P value «0.05 ; 0.02). 


'TABLE 10 
SKIN RESPONSE TO HISTAMINE IN PATIENTS 
WITH AND WITHOUT DRUG THERAPY 


Drug No, of Area of Standard 
Treatment Cases Histamine Wheal Error 
None 140 79.77 sq. mm. 1.98 
Reserpine 56 70.45 sq. mm. 2.18 
Chlorpro- 

mazine 54 73.97 sq. mm. 2.06 
Proclor- 

perazine 12 71.35 sq. mm. 3.63 
Promazine 7 63.74 sq.mm. 3,73 
Meprobamate 6 76.84 sq. mm. 6.69 
Others 16 74.12 sq. mm. 3.88 


In Table 11 the mean values for hista- 
mine wheal area are charted according to 
diagnosis. Data from schizophrenics and 
manic-depressives only have been used be- 
cause of the small number of cases of other 
types of mental illness. The group included 
those receiving drug treatments because 
the percentage was roughly the same in 
each group. The average area of the hista- 
mine wheal is approximately the same in 
schizophrenics and manic-depressives. Sta- 
tistical analyses showed that these values 
were not significantly different from each 
other. 

TABLE 11 
SKIN RESPONSE TO HISTAMINE IN PATIENTS 


WITH DIFFERENT ILLNESSES 
No. of 


Diagnosis Cases Histamine Wheal mae? 
Schizo- 

phrenia 176 75.04 sq. mm. 1,63 
Manic- 

depressive 

psychosis 66 76.05 sq. mm, 2.17 


Table 12 gives the average area for hista- 
mine wheals in 3 different types of subjects 
—patients receiving drug therapy (reser- 
pine included), normal individuals, and 
patients receiving no drug therapy. The 
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values for the last two groups did not 
differ statistically, but the values from the 
normal group and patients on drug therapy 
were significantly different at the 0.001 
level. Also the values from patients on 
drugs and patients not on drugs were 
significantly different at the 0.01 level. 


TABLE 12 
SKIN RESPONSE TO HISTAMINE IN NORMALS 
WITH AND WITHOUT DrUG THERAPY 


Type of No. of _ Area of Standard 
subject Cases Histamine Wheal Error 
Patients 

on drugs 151 72.11 sq. mm. 1.26 
Normals 51 83.75 sq. mm. 1.94 
Patients not 

on drugs 140 79.77 sq. mm. 1.98 
Discussion 


The finding that releasable skin hista- 
mine is equal in men and women patients 
is in contrast to the finding that the re- 
sponse to histamine is significantly greater 
in women than men. Since there is such a 
similarity in releasable skin histamine in 
both sexes, the greater response to in- 
jected histamine in females could result 
from a more active vascular system rather 
than to a lesser tolerance to histamine per 
se. According to Gooszen and Donker(8), 
there is a higher blood level of histamine 
in male schizophrenics than in female 
schizophrenics. Assuming the validity of 
this observation, the lesser response to 
histamine in males might indeed be a result 
of increased tolerance to histamine. The 
reason for a greater response to injecte 
histamine in females cannot be stated 
with any certainty since the importance 0 
tissue histamine versus circulating hista- 
mine, in governing the response, becomes 
the question and there is no definite in- 
formation on this. However, Whelan( 12) 
has done some work which implies that 
histamine, when involved in vasodilar 
activity, must be released from the muscle 
cells of the blood vessels which respond. 
This suggestion, if substantiated, woul 
tend to minimize the importance of circu- 
lating histamine in governing vascular 
responses. 

Our data give some evidence that re- 
leasable skin histamine diminishes wit 
age, particularly in those patients over 
60 years of age. There is little agreement 
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in the literature on the effect of age of 
tissue histamine content. Riley and West 
(13) found an increase in lung histamine 
with age in man ; Rocha e Silva(14) found 
a decrease in histamine of abdominal skin 
of rabbits while Feldberg and Kellaway 
(15) found a gradual rise in lung hista- 
mine in cats from 8 weeks to 40 weeks. 
At any rate, the differences in skin hista- 
mine with age noted in this study were 
not very striking and do not warrant a 
great deal of consideration. 

Tolerance to injected histamine did not 
vary with age in the patients studied. This 
is in accordance with the finding of 
Weckowicz and Hall(16), who found no 
correlation between age and response to 
histamine pricked into the skin. 

Duration of hospitalization, which may 
be a rough approximation of duration of 
illness, did not affect the content of hista- 
mine releasable from the skin. Our patients 
were divided into 3 groups—those who had 
been hospitalized for 1 to 5 years, those 
who had been hospitalized for more than 
5 years, and those who had been hos- 
pitalized for less than 5 years. This last 
group, of course, included the 1-5 year 
group, along with the less than one year 
individuals. There were not enough pa- 
tients in the less than one year category 
to justify treating them as a separate group. 
Hence our data do not consider separately 
the very acute patient. 

In calculating mean histamine response 
according to duration of hospitalization, 
only schizophrenics were included and they 
Were divided into 2 groups : those who had 
been in the hospital for 5 years or less and 
those who had been in the hospital for more 
than 5 years. There was no significant 
difference in response to injected hista- 
mine in these two groups. 

Weckowicz and Hall(16) found no dif- 
erence in histamine response in chronic 
Schizophrenics when using groups in which 
the duration of illness was 1 to 5 years, 6 
2 10 years, 11 to 15 years, and longer than 
oo Our data agree with this finding, 
: ough our less than 5 years group did 
^ ey à few acute cases. The above au- 
is do tound a significantly greater response 

Istamine in acute schizophrenics as 
Compared with chronic schizophrenics. 
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Of the patients studied, more than half 
were receiving tranquilizing drugs at the 
time of the tests. The drugs were reserpine, 
chlorpromazine, proclorperazine, proma- 
zine, meprobamate and several others given 
to insufficient numbers of patients to war- 
rant classifying them separately. Of all 
these drugs the only one which significant- 
ly altered the skin histamine content was 
reserpine. Reserpine lowered the content 
of the skin histamine by about 30%, when 
the values for patients receiving this drug 
were compared with values for patients 
not on drug therapy. Reserpine is a known 
releaser of serotonin from brain tissue and 
platelets. This effect has been considered 
by some workers to be involved in the 
mechanism of action of reserpine. Whether 
the lowering of skin histamine by this 
drug has any bearing on its physiological 
action cannot be stated with any certainty. 
It is interesting that reserpine is unique 
among the tranquilizers in lowering skin 
histamine content. It has been reported in 
the literature that serotonin is a powerful 
histamine releaser. Perhaps the above ac- 
tion of reserpine is mediated through 
serotonin. 

It is also of interest that both reserpine 
and chlorpromazine increased the tolerance 
to injected histamine. In the group not 
receiving any drugs the histamine wheals 
were significantly larger than those on all 
drug treatments combined, those on reser- 
pine, and those on chlorpromazine. It would 
therefore seem that drug treatments in- 
crease tolerance to histamine, resulting in 
smaller wheals on injection. It would be 
interesting to know whether or not Wecko- 
wicz and Hall(16) were dealing with drug- 
free patients, when they concluded that 
schizophrenics gave a weaker response to 
histamine than normal individuals, (Our 
data on normals will be discussed later. ) 
Information in the literature is rather 
scanty on the action of tranquilizing drugs 
on histaminé levels and tolerance. Some of 
the phenothiazines, such as promethazine, 
are definitely known to be anti-histaminic 
in combating allergic responses, presum- 
ably by interfering with the action of hista- 
mine at the end organs, te 

ro could be responsible for the lower 
vant to injected histamine found in - 
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those receiving reserpine and chlorpro- 
mazine, but it could not affect the measure- 
ment of releasable histamine because the 
data were obtained by using the injected 
histamine as a control It would seem 
likely that the antihistamines would affect 
in a similar manner the response to endo- 
genous and exogenous histamine. 

For purposes of determining releasable 
skin histamine in different types of mental 
illness, schizophrenics were compared with 
manic-depressives. No significant difference 
was found between these two groups with 
respect to releasable skin histamine or re- 
sponse to injected histamine. Weckowicz 
and Hall(16) found that the response to 
injected histamine was less in schizo- 
phrenics than in non-schizophrenics, but 
their techniques of administering the hista- 
mine and evaluating results were quite 
different from methods used in this study 
which was completed before their paper 
appeared. 

When one is interested in possible ab- 
normalities in physiology, associated with 
mental disease, it is of greatest interest to 
compare a given physiologic response in 
normal subjects and mental patients. The 
final comparison reported in this paper is 
concerned with releasable histamine and 
histamine response in normals, patients 
not receiving drugs, patients on drugs other 
than reserpine, and patients on reserpine. 
In regard to releasable histamine, normal 
subjects did not differ from patients, ex- 
cept those patients on reserpine. Thus it 
seems that, under the conditions of these 
experiments, tissue histamine is not al- 
tered in mental disease but may be 
modified by certain drug treatments. Toler- 
ance or response to injected histamine was 
uniform among normal individuals and 
patients not receiving drug therapy ; how- 
ever, patients on drugs other than reserpine 
and patients on reserpine did give a 
significantly different response to injected 
histamine than normal individuals. 

Under the conditions of the experiments 
reported here, the rarity of allergic re- 
sponses in psychotic individuals cannot be 
attributed to a diminished tissue histamine 
content nor increased tolerance to exo- 
genous histamine. Recently Mongar and 
Schild(17) have discovered that the re- 
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lease of histamine in anaphylaxis is in- 
hibited by many substances including 
metabolic inhibitors, antipyretics, and some 
phenols. These substances do not inhibit 
the release of histamine by well-known 
histamine releasers such as octylamine and 
48/80. 

Since psychotic patients are rarely sub- 
ject to allergic responses, and yet appear 
to have normal histamine levels (as indi- 
cated by skin histamine), it may be possible 
that the sera of psychotics contains a sub- 
stance responsible for inhibiting the 
anaphylactic release of histamine without 
altering the release due to specific com- 
pounds such as curare which was used in 
this study. A substance similar to those 
cited by Mongar and Schild, if present in 
sera of mental patients, might be related 
in some way to the etiology of psychoses. 
At present, work is underway in this labora- 
tory on the problem of comparing sera from 
normals and psychotics for the presence 
of such substances. Such a compound in 
the sera of psychotics would reconcile the 
two conflicting findings of infrequent al- 
lergic responses and normal tissue hista- 
mine, 

SUMMARY 

1. Skin histamine, releasable on intra- 
dermal injection of curare, and tolerance 
to intradermally injected histamine have 
been studied in 291 mental patients and 
51 normal subjects. 

2. The data were analyzed statistically 
for the effect of sex, age, duration of hos- 
pitalization, drug treatments and diagnosis. 
Data from patients were also compared 
with normal subjects. 

3. Releasable skin histamine was the 
same in male and female patients but 
tolerance to histamine was greater in males. 

4. Age did not affect releasable skin his- 
tamine levels except in the 50-59 year old 
group as compared with the over 60 group. 
The difference was not striking but indi- 
cated a trend toward less skin histamine 1n 
the older age group. Tolerance to injecte 
histamine was not affected by age. __ 

5. Duration of hospitalization, which 
may be a rough approximation of duration 
of mental illness did not alter skin hista- 
mine content or tolerance to histamine. 

6. Reserpine lowered skin histamine very 
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considerably and was unique among the 
tranquilizing drugs in this property. Both 
reserpine and chlorpromazine increased the 
tolerance to histamine. 

7. Schizophrenics and manic-depressives 
did not differ in skin histamine levels or 
response to intradermally injected hista- 
mine. 

8. Patients receiving reserpine therapy 
had a lower level of skin histamine than 
normals, but patients not receiving drugs 
and patients receiving drugs other than 
reserpine did not differ from normals in 
releasable skin histamine. Histamine toler- 
ance was greater in patients receiving drugs 
in general, or reserpine in particular, than 
normal individuals. Normal individuals and 
patients not receiving drug therapy gave 
similar responses to intradermally injected 
histamine. 

9. An hypothesis is suggested for re- 
conciling the infrequency of allergic reac- 
tions in psychotics with essentially normal 
releasable skin histamine and normal toler- 
ance to intradermally injected histamine. 
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NEW CONCEPTS OF PSYCHIATRIC CARE WITH 
SPECIAL REFERENCE TO THE DAY HOSPITAL +? 


CHARLES E. GOSHEN, M.D.° 


The year 1958 appears destined to be- 
come a major turning point in the evolution 
of facilities for psychiatric care. Perhaps 
the most noteworthy and striking change 
developing in the years ahead will be the 
obsolescence of the standard public mental 
hospital Various influences today appear 
to be pointing in that direction. Some of the 
more obvious are: 

1. In the first place, the state hospital 
system seems to possess the self-defeating 
characteristic of "built-in obsolescence." It 
has a certain, undesirable reputation in the 
mind of the public which sees the state hos- 
pital as a place reserved for patients who 
have reached the ends of their ropes, psy- 
chiatrically, and therefore filled with 
chronic, deteriorated psychotics. Having 
such a reputation, the public does not seek 
hospital care until such a desperate situa- 
tion has been reached that it becomes 
virtually impossible for the hospital to re- 
habilitate any appreciable number of pa- 


_ tients so admitted. 


2. The American public is becoming 
rapidly more sophisticated in matters of 
mental health and less and less content 
with the kind of custodial care offered by 
the state hospital, and, as a result, is turn- 
ing to other facilities for help. Fortunately, 
this trend brings them for help much earlier 
in the evolution of their problems, when 
they are more easily treated, but not to the 
state hospital. 

3. An increasing number of our leaders 
in psychiatry are seeing the term "hospital" 
when applied to state and federal mental 
institutions as a euphemism, and are seeking 
to curb the forces which are trying to ex- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2A summary of the Proceedings of the First 
National Day Hospital Conference held in Wash- 
ington, D. C., March 1958, by The American Psy- 
chiatric Association. 

3 Director, Architecture Study Project and General 
Practitioner Education Project, American Psychiatric 
Association. 
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pand these institutions. Our President, for 
example, at the 1958 annual meeting of The 
American Psychiatric Association, has made 
an important statement to that effect. 

4. The tremendous monetary cost of 
building and operating mental institutions, 
which is approaching the sum of a billion 
dollars a year, is in itself a factor in forcing 
citizens and lawmakers to seek other, less 
expensive and more productive, ways of 
doing the job which the institutions are 
meant to do, but which they are failing to 
do, and expensively. 

5. Our social and economic structure has 
reached such a high degree of civilized re- 
finement that there becomes less and less 
excuse for the large numbers of people that 
we find in mental institutions to be rele- 
gated to such a dreary existence. 

6. Finally, and perhaps most important 
of all, new methods of psychiatric treat- 
ment, new types of psychiatric centers, and 
new kinds of professional skills are be- 
coming increasingly available as a more 
acceptable substitute for institutionaliza- 
tion. One of these new developments is the 
day hospital. In March of this year, the 
Architecture Project and the General Prac- 
titioner Education Project of The American 
Psychiatric Association, held the First Na- 
tional Day Hospital Conference. The Pro- 
ceedings of the Conference are summarized 
as follows. 

Although day hospitals have been in ex- 
istence for just 10 years, with only a handful 
in operation today, in spite of the fact that 
comparatively little has been written about 
them, the concept has become exceedingly 
popular among psychiatrists. The General 
Practitioner Project of The American Psy- 
chiatric Association recently conducted 4 
small survey of the opinions of different 
groups of APA members relative to 40 od 
methods of psychiatric therapy, and 
idea of the day hospital received a muc 
higher rating than any other procedure so 
far as its psychiatric value is concerned. i 
was hoped that the results of the Confer 
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ence on day hospitals would be shown in a 
much wider development of new day cen- 
ters ; and to assist this growth, the experi- 
ences of the various day hospitals already 
in operation are being made available 
through publication of the Proceedings. 
The experiences of the existing day hos- 
pitals have had much in common, particu- 
larly in the way in which they were de- 
veloped. Almost invariably, those centers 
now in existence were developed as a way 
of meeting a therapeutic problem for which 
existing facilities offered no solution. Usual- 
ly, there was felt a need for some kind of 
"inbetween" facility which offered a pro- 
gram of activities for a patient not as 
limited and confining as that found in a 
hospital, and not as free and unsupervised 
as the life a patient leads while attending a 
standard psychiatric clinic. In other words, 
different psychiatrists independently sought 
a way of offering a certain kind of patient 
a type of life experience which supplied 
leadership and supervision without requir- 
ing complete separation from the patient's 
home life. The day hospital therefore, 
evolved independently in several different 
places as a way of filling a therapeutic 
vacuum. The first center of this sort was 
started in Montreal under Dr. Ewen Cam- 
eron’s guidance. Since then, there have 
appeared other centers in the provincial 
hospital in St. John's, Newfoundland, two 
under the direction of the New York State 
Department of Mental Hygiene (Pough- 
keepsie and Brooklyn), one under the di- 
rection of the New Jersey Department of 
Institutions and Agencies, one in Louisiana 
under that State's Department of Mental 
Hygiene, one at the Menninger Memorial 
Hospital in Topeka, one in the Massachu- 
setts Mental Health Center in Boston, one 
in the Phipps Clinic at Johns Hopkins, and 
One private center under the auspices of 
the Robbins Institute in New York City. 
Plans are underway to inaugurate new day 
Centers at Spring Grove State Hospital in 
aryland, the Penn Foundation for Mental 
Health in Sellersville, Pa., at the Cleveland 
Receiving Hospital, and in the Haverford 
ental Health Center in Pennsylvania. 
Although all of the existing day hospitals 
Place a heavy emphasis on the activities 
Program set up for the patients, they differ 
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somewhat in their approach to the individu- 
al type of treatment offered each patient. 
They have all found it necessary to assign 
each patient’s care to a specific psychiatrist, 
but the various psychiatrists differ regard- 
ing the emphasis they place on the issue of 
the organic therapies (drugs, insulin, 
shock). In some day centers, individual 
therapy consists largely of drugs or shock, 
and in others, it is exclusively psychothera- 
py. In spite of this evidence of the universal 
disagreement in psychiatric circles over the 
issue of psychological versus organic thera- 
py, all day hospital centers agree on the 
therapeutic value of opportunities for su- 
pervised work, play and socialization found 
in the day care setting. It may be reasonable 
to hope that out of this common agreement 
in therapeutic practice may eventually 
evolve a common agreement on theory. 
The personnel employed in the day cen- 
ters have been drawn from various profes- 
sions, and invariably as a result of some 
compromise between what was available 
and what was sought for. Some of the 
centers make extensive ,use of the psychi- 
atrically trained nurse, who when properly 
screened seems to work effectively in the 
program. Other centers have found the 
nurse to be an unsatisfactorily oriented staff 
member, and have made less and less use 
of her, or none at all. The role of the social 
worker in the day hospital would seem to 
be ideally suited to this type of program, 
but, nevertheless there is considerable dis- 
satisfaction with the type of service which 
the highly trained psychiatric social worker 
seems prepared to offer. Several members of 
the Conference suspected that either the 
method of selection or the type of training 
of the psychiatric social worker makes her 
too much of a theorist and not enough of 
a practitioner to be useful to the day hos- 
pital program. Naturally, many exceptions 
can be found to any generalization of this 
sort. The psychologists have been used to 
some degree in most of the day hospital 
units, but they too, suffer from some 
of definition of their possible therapeutic 
roles. Although not much use has been 
made of hospital volunteers, there is sug- 
gested a tremendously important role which 
they might play in serving as a liaison be- 
tween the day hospital and the community. 
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The occupational and recreational workers 
have been found useful in the day hos- 
pital unit much as they are in the inpatient 
setting. Perhaps these professions need to 
be oriented more toward teaching useful 
work and play skills than in supervising 
simple time filling functions. The family 
physician can be brought into the day 
hospital program more intimately than in 
the inpatient setting because the former 
is more likely to make sense to him. Simi- 
larly, the medical student and medical- 
surgical intern can be more effectively in- 
doctrinated with psychiatrie principles if 
their training includes work in the day hos- 
pital They can be effectively used as 
activity leaders during their training where 
they would not have individual responsi- 
bility for treatment, but would still partici- 
pate in the treatment program. One or two 
of the day hospital units also made use of 
untrained people effectively, feeling that 
standard professional training more often 
prejudices than it prepares for the job of 
activity leader. Teachers of various sorts 
can be used, and have been, with great 
value in teaching various skills. The Con- 
ference reached general agreement on the 
need to develop training programs specifi- 
cally designed for day hospital work, and in 
the careful screening of personnel on the 
basis of their success in mastering the prob- 
lems of interpersonal relationships. 

In regard to the selection of patients for 
day hospital care, two distinctly different 
types of experiences have developed. In 
one, the day hospital has been used as a 
step for patients to take after having been 
hospitalized in a standard hospital, and in 
the other, the patient has been cared for in 
the day hospital instead of being hos- 
pitalized. Most of the existing day hos- 
pitals find they are admitting patients from 
both of these groups. In all cases, there has 
been a varied mixture of ages and sexes 
with ages running from early adolescence 
to senescence. The day hospital program is 
offered, generally, to patients suffering from 
the more serious psychiatric disturbances, 
many of whom would ordinarily be hos- 
pitalized. There is a necessary upper limit 
on the degree of disturbed behavior which 
can be handled in a day hospital, but the 
experience of all the centers has shown 


that, as the personnel gain more experience, 
they find it possible to handle remarkably 
disturbed patients without trouble. An 
amazingly small number of unfortunate in- 
cidents of disruption or destructiveness has 
been reported in the day hospital. Perhaps 
the incidence is even less than would be 
seen if the same patients were hospitalized, 
suggesting the possibility that hospitaliza- 
tion itself implies a certain incentive for 
being destructive, whereas the social pres- 
sures at work in the day hospital tend to 
inhibit this tendency. 

The physical facilities employed in all 
the existing day hospitals were developed 
from expediency rather than design. (In 
the future, it is hoped that specific pro- 
visions will be made for day hospital pro- 
grams in the design of psychiatric treat- 
ment centers.) In one case, the space em- 
ployed by the day hospital group was a 
standard apartment which was furnished 
and equipped from gifts made by local 
merchants. In another case, a basement 
storage area of a psychiatric hospital was 
converted into a headquarters for the day 
care patients while the other occupational 
and recreational facilities of the hospital 
were employed for the day patients. One 
unit bought and renovated a 10-room house 
for its purpose. In still another instance, no 
physical facilities at all were specifically 
allotted to the day program, but the exist- 
ing hospital space and equipment were 
used, indistinguishably from the inpatient 
service. Another unit simply rented office 
space in a city office building, and in.the 
others, space was taken over from other 
hospital facilities. The Conference pro- 
duced a suggested outline for the design 
of new facilities for day care, and the de- 
tails are contained in the Proceedings. 

The activity programs of the different 
units were alike in that there was emphasis 
on a full program, approximately 9 to 4 
each day, Monday through Friday. In ad- 
dition, a unit in Montreal has an evening 
program for patients who are employed 
during the day. There was, also, a genera 
emphasis on variety in the programs, so 2$ 
to include an assortment of activities, bot 
work and play. Specific activities which are 
offered in the different units include the 
usual arts and crafts, actual gainful hos- 


1959 ] 


CHARLES E. GOSHEN 


811 


pital employment, volunteer work in other 
hospitals, various forms of instruction, 
sports, outdoor activities and special proj- 
ects. Sample programs of weekly activities 
are included in the published proceedings. 
Invariably, the activities developed were 
built around the kind of interests and skills 
expressed by the patients, and the interests 
and skills available in the personnel. 
There are certain special problems an- 
ticipated by the idea of the day hospital 
which have not been found to be particu- 
larly difficult to solve in practice. One of 
these is the question of legal responsibility. 
Conceivably, the placing of a disturbed 
patient in a day hospital programs incurs a 
considerable risk, which would be theoreti- 
cally obviated if standard hospitalization 
were employed. No serious problems of 
this nature have been reported, however. 
Like all medical and surgical treatment 
measures, a physician’s intervention in the 
course of disease always carries with it the 
tisk that treatment might turn out to be 
more harmful than the disease. So far, at 
least, the risks incurred in the various day 
hospitals have been less than the surgical 
tisks of uncomplicated appendectomies. 
The question of the cost of operating a 
day hospital was considered at length at 
the Conference. In general, it appears that 
the per diem cost is higher than that of 


standard state hospitals, but comparable 
with the per diem costs of operating psy- 
chiatric units of general hospitals. The 
capital expenditure is only a small fraction 
of the cost of building inpatient facilities 
because of the lack of necessity for house- 
keeping, feeding and sleeping accommoda- 
tions. Since the average length of stay in . 
a day hospital is measured in weeks instead 
of years, the total cost of treating a patient 
is much smaller in the day hospital than 
in an inpatient setup. 


SUMMARY 


In summary, the following recommenda- 
tions are offered for consideration : 

1. That each of the state departments of 
mental hygiene adopt the concept of the day 
hospital as an experimental substitute for new 
or expanded hospital buildings. 

2. That every building project now under- 
way incorporate plans for a day hospital center. 

3. That existing psychiatric training centers 
consider the incorporation of day hospital train- 
ing in their medical student, intern and resi- 
dency programs. 

4. That in those areas of the country not 
now supplied with psychiatric facilities con- 
sideration be given to the introduction of a day 
hospital, before building expensive inpatient 
services. 

5. That local medical societies be included 
in planning for and operating day hospitals. 
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TRIFLUOPERAZINE IN THE TREATMENT OF 
CHRONIC SCHIZOPHRENICS 


JOSEPH A. BARSA, M.D., JOHN C. SAUNDERS, M.D., 
AND NATHAN S. KLINE, M.D. t 


Since the advent of chlorpromazine, ef- 
forts have been made to develop new and 
more potent phenothiazine derivatives for 
the treatment of mental illness. Many of 
these compounds are now in general use. 
Although some of the newer drugs are less 
likely to produce agranulocytosis and jaun- 
dice than chlorpromazine, it has seemed 
that the more potent the phenothiazine 
derivative is in its “anti-psychotic effect” 
(i.e. combating the delusions and hallucina- 
tions of the schizophrenic), the higher is 
the incidence of extra-pyramidal side- 
effects. This is a brief preliminary report 
on one of the newest phenothiazine deriva- 
tives, trifluoperazine (Stelazine). 

Thirty chronic schizophrenic female pa- 
tients were chosen for the study, Their 
ages ranged between 20 and 63. They had 
been continuously hospitalized for 2 to 27 
years. All of the patients had received at 
least one full year of chlorpromazine thera- 
py with slight or no improvement. 

At the time of starting treatment with 
trifluoperazine, the patients showed a 
variety of behavior. All of them were de- 
lusional and hallucinated. Some were tense, 
agitated, irritable, and hostile, but the ma- 
jority were withdrawn, flat in affect, pre- 
occupied, and disinterested. The patients 
with considerable tension were started on 
a dose of 5 mg. trifluoperazine q.i.d., where- 
as the others were started on 2 mg. qi.d. 
The dosage was gradually increased until a 
maximum therapeutic benefit was achieved, 
or until disturbing side-effects appeared. 
The highest dose reached was 30 mg. q.i.d., 
but in most of the patients the dose did 
not go beyond 15 or 20 mg. q.i.d. The ap- 
pearance of extra-pyramidal side-effects was 
the most frequent factor in limiting the 
dosage. The patients received the drug for 
5 to 7 months. 
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At the end of the treatment period, the 
patients’ improvement was evaluated as 
follows: One patient was markedly im- 
proved, i.e., in remission and able to be 
released from the hospital; 8 were moder- 
ately improved, i.e., although not well 
enough to live outside of the hospital, they 
were now usually co-operative, more alert, 
more interested in their environment, more 
sociable, and more active in the hospital 
programs ; 8 were slightly improved, and 13 
were unimproved. The patients who seemed 
to respond best were those who were with- 
drawn, regressed, and apathetic. 

All of the patients had their blood and 
urine examined at two-week intervals. No 
case of leucopenia, agranulocytosis, or of 
liver dysfunction manifested itself. There 
were no skin eruptions and no evidence of 
skin photosensitivity. However, the inci- 
dence of extra-pyramidal symptoms was 
high. Fourteen patients experienced in- 
creased restlessness, tremulousness, and 
agitation, usually early in therapy. Twelve 
patients showed signs of Parkinsonism— 
tremor, rigidity, and excessive salivation ; 
and one patient developed a spasmodic tor- 
ticollis. All of the extra-pyramidal symp- 
toms improved with the addition of benz- 
tropine methanesulfonate (Cogentin), but 
in some cases the dose of trifluoperazine 
had to be reduced as well. 

In our experience, trifluoperazine ap- 
pears to be one of the most potent pheno- 
thiazine derivatives yet developed. It does 
not have as marked a sedative or retarding 
effect as chlorpromazine, and, therefore, it 
is most useful in those withdrawn, T€ 
gressed schizophrenics who require a po- 
tent antipsychotic effect without excessive 
sedation, Only time and more experience 
will tell if trifluoperazine has the further 
advantage of freedom from jaundice an 
agranulocytosis. 
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SEASONAL VARIATION IN THE INCIDENCE OF SEVERELY 
CRIPPLING MENTAL DISORDERS 
II. ALCOHOLISM 


NELSON J. BRADLEY, M.D., anp RUBEL J. LUCERO, M.A.' 


The authors recently carried out a study 
of the effects of seasonal variation on the 
admission rate of all types of patients, ex- 
cluding alcoholics, to mental hospitals(1). 
They found that only psychoneurotics 
showed significant variation in admission 
rates due to the social stresses of activities 
occurring at various times of the year. 
People aged 60 to 70, regardless of diag- 
nosis, also varied but the authors felt that 
this was due more largely to the physiologi- 
cal stresses associated with temperature 
changes than to social stresses. 

The authors felt that alcoholics should 
also be studied in terms of their reactions 
to social seasonal stresses. This was not 
done in the original study, as the sheer 
weight of numbers of alcoholics entering 
Willmar State Hospital is so great that they 
must be considered separately in any study 
done at the installation. 

One author hypothesized that alcoholics 
would vary because of the well known fact 
of increasing consumption of alcohol dur- 
ing holiday seasons, etc. The other author 
felt that alcoholics would not vary in terms 
of generalized social stress. 


METHOD 


All alcoholic admissions from April 1, 
1954 through March 31, 1957 were in- 
cluded in the study. They were studies in 
terms of first admissions, readmissions, and 
total admissions for male, female, and total 
group. The total number of admissions was 
4,100. Of these 2,093 were first admission 
males, 259 first admission females, 1,595 
readmitted males, and 213 readmitted fe- 
males, The actual frequency of admissions 
in each month for each grouping was com- 
Pared with a theoretical frequency. The 
theoretical frequency was computed on the 
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assumption that alcoholics would enter the 
hospital in terms of the total number of 
days in each month. Chi-square was the 
statistic used to determine the significance 
of the results. 


DISCUSSION 


The above data indicate that alcoholics 
behave much more like psychotics and the 
other behavior disorders than they do like 
psychoneurotics in terms of their reactions 
to immediate environmental stress. Thus 
the alcoholic cannot generally be expected 
to break down in terms of whether external 
events are propitious for him, disastrous to 
him, or indifferent to him. It would appear 
that whatever causes usual exacerbation of 
the alcoholic’s symptoms must be within 
him. 

SuMMARY 

Four thousand, one hundred consecutive 
alcoholic admissions over a 3-year period to 
the Willmar State Hospital were studied in 
an attempt to discover whether external 
stresses occurring within the framework of 
different times of the year played a part in 
frequency of admissions. 


CONCLUSIONS 


1. Alcoholics do not vary in the time of 
the year that they enter mental hospitals. 

9, Alcoholics more closely resemble psy- 
chotics and the other behavior disorders 
than psychoneurotics in terms of their re- 
sponse to external stress. 

3, External stress of a systematic sort 
plays less of a role than internal stress in the 
exacerbation of symptoms in the alcoholic. 


BIBLIOGRAPHY 
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THE USE OF GLUCAGON IN THE TERMINATION OF 
THERAPEUTIC INSULIN COMA 


MANFRED BRAUN, M.D., anp MILFORD PARKER, M.D.1 


Glucagon is a hormone which is thought 
to be elaborated by the alpha cells of the 
pancreas. Its biochemical action is not com- 
pletely understood. The elevation in blood 
sugar which it produces results from the 
release of glucose from the liver glycogen 
store. It is believed that this is accomplished 
through the rapid activation of the hepa- 
tic glycogenolytic enzyme and through the 
establishment of equilibrium between the 
peripheral utilization of glucose and the 
rate of glycogenolysis(1). 

The study was begun in January 1958. 
Fifteen schizophrenic patients receiving in- 
sulin shock therapy (IST) experienced a 
total of 375 comas. The depth of coma was 
estimated according to the classification of 
Himwich as follows : Stage II—357, Stage 
III—25 and Stage IV—4. 

The clinical features of Stage II comas 
are (excerpted from VA Technical Bulletin 
—TB 10-501, April 16, 1948) : 

Loss of environmental contact; motor 
phenomena, i.e, primitive movements, 
forced grasping, myoclonic twitchings, 
clonie spasms, motor restlessness ; sensory 
changes, i.e., increased sensitivity to stim- 
ulation ; changes in the autonomic nervous 
system, i.e., increased sympathetic activity, 
periodic exophthalmos, dilatation of pupils 
(they still react to light), fast heart, per- 
e nl salivation, and flushing of the 

ace. 

At 7:00 A.M. each morning, Monday 
through Friday, each patient is given atro- 
pine sulfate 0.6 mgs. by mouth and the 
prescribed dose of crystalline insulin intra- 
muscularly. They are then put to bed in a 
quiet, darkened room. The pulse, respira- 
tion and state of consciousness are checked 
every 15 minutes beginning at 8:00 A.M. 
This is continued until they have fully 
recovered from the coma and are able to 
leave the room under their own power. 
Prior to the use of glucagon, the comas were 
terminated by the administration of 500 cc. 
of a 42% glucose solution via gavage. Fifty 
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percent glucose solution intravenously was 
given when indicated in addition to, or in 
place of, the gavage. 

After the patient has been tested for in- 
sulin sensitivity, he is started on 40 units 
of insulin for the first day, then 80 units 
on the second day, 160 units on the third 
day, and so on in increasing doses until he 
has a stage II coma. The dosage is then 
decreased daily by 25% of the previous day's 
dosage until the point is reached where the 
patient no longer reaches a stage II coma. 
The dosage is again increased to the level 
at which he last had a stage II coma ; it is 
maintained at that level until the patient 
has completed a course of 30 stage II 
comas. 

The amount of insulin per patient neces- 
sary to produce coma varied from 80 to 600 
units. The patients were permitted to re- 
main in a stage II coma from 30 to 60 
minutes ; however, if the patient progressed 
into a deeper coma than stage II, it was 
terminated immediately. Glucagon was 
then injected hypodermically. At first, doses 
varying from 2.0 to 4.0 mg, were used ; later 
the dose was gradually reduced to 0.25 
mg. Within 10 to 15 minutes after receiving 
a hypodermic injection of 0.25 mg. of glu- 
cagon, all patients in stage II comas te- 
sponded sufficiently to drink a glucose- 
orange juice mixture. Return to conscious- 
ness could not be hastened by increasing 
the dose. The patients were considered to 
have regained consciousness as soon as 
they were able voluntarily to drink the 
glucose-orange juice mixture. The effective- 
ness of 0.25 mg. was not influenced by the 
weight of the patient nor by the amount 
insulin administered. In no case of stage 
II coma was it necessary to give glucose 
by the intravenous route or by stomach 
tube. There were no untoward effects. Dur- 
ing the course of treatment of each patient 
there was no diminution in the effectiveness 
of glucagon. 

At the Bronx VA Hospital it is the custom 
to limit the depth of coma to stage II. Stage 
III and IV comas developed only in those 
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patients who progressed very rapidly 
through stage II. It is felt that the risks of 
the deeper comas outweigh the advantages. 
These patients were given from 0.25 to 4.0 
mg. glucagon by hypodermic and in no 
instance were they responsive within 10 
minutes. Fifty cc. of 50% glucose solution 
was then given intravenously with prompt 
recovery. 

Blood sugar studies before and after 
glucagon were done on different days on a 
total of 5 different patients selected at 
random. Twenty-four blood sugar studies 
were done before and after the administra- 
tion of glucagon. The insulin dosage varied 
from 80 to 520 units. The average blood 
sugar prior to the administration of glu- 
cagon was between 0 and 6 mgs. percent. 
Within 10 minutes after the administration 
of glucagon the average blood sugar was 
between 20 and 25 mgs, percent. 

The rise in venous blood sugar after 
glucagon, was relatively small and raised 
some doubt about this being the sole factor 
responsible for the restoration of conscious- 
ness. There was no correlation between the 
dose of glucagon and the rise in blood 
sugar. In one patient venous blood from the 
left antecubital vein at the elbow and 
arterial blood from the right brachial artery 
at the elbow were obtained simultaneously 
just before and 10 minutes after 0.5 mg. of 
glucagon had been given. The venous blood 


sugar levels were 10 and 33 while those of 
the arterial blood were 14 and 43 mg. % 
respectively. 


DISCUSSION 


The use of hypodermically administered 
glucagon has greatly simplified the conduct 
of insulin shock therapy by largely eliminat- 
ing the need for gavage or intravenous glu- 
cose. Venous thrombosis at the sites of 
repeated intravenous injections and painful 
subcutaneous infiltrations with glucose 
solution no longer occur. The sharply re- 
duced necessity for gastric intubation 
makes the occasional mistaken introduction 
of glucose into the lungs much less likely. 
The use of glucagon also reduces the num- 
ber of nursing personnel required to attend 
the patients while they are receiving treat- ~ 
ment. 

The authors recommend that other psy- 
chiatric hospitals employing insulin shock 
therapy explore further the use of glucagon 
as part of this program. 

We wish to express our gratitude to Eli 
Lilly and Company, Indianapolis, Ind. for 
generously supplying glucagon; also to Dr. 
Julius Wolf, Chief, Medical Service, Bronx VA 
Hospital, for his aid and cooperation. 
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SEDATION IN ELECTROENCEPHALOGRAPHY 


C. H. CARTER, M.D. 


There are many patients who require at 
least some sedation before satisfactory 
electroencephalographic tracings can 
taken. This is particularly true of children 
and psychotic or mentally defective pa- 
tients, In addition, sleep activation is often 
extremely helpful when abnormal wave 
patterns are sought. 

A standard method for obtaining sleep 
patterns in many clinics consists of keeping 
: € patient awake the night before the 
est so that he will be sleepy (or asleep) 
PM 
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during the test. Often, too, the surroundings 
and environment are designed to induce 
relaxation. Unfortunately, these procedures 
are difficult, and offer but slight guarantee 
of success. The use of hypnotic and seda- 
tive drugs also has its disadvantages : many 
of the drugs will affect the patient's wave 
patterns and, if an outpatient is being 
tested, the stupor attending the drugs’ use 
will make the patient's quick discharge 
difficult(1, 2, 3). 

We ti recently evaluated several 
sedatives or hypnotics, as well as a tran- 
quilizer with sedative properties, to de- 
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termine just how the various agents affected 
wave patterns. 

Electroencephalograms were given to 732 
patients, ranging in age from 6 months to 
60 years, at the Sunland Training Center 
Hospital for mentally defective and epi- 
leptic children. Four-hundred twenty-five 
patients were epileptics and 307 were men- 
tally defective. 

Sodium bromide (usually Avertin) was 
given orally or rectally to 192 patients in 
doses of 70 mgs. per kilogram approximate- 
ly 15 minutes before tracings were taken. 
Pentabarbital sodium (usually Nembutal 
sodium) was given intramuscularly in doses 
of one grain per 50 pounds of body weight 
approximately 30 minutes before tracings 
were taken. Chlorpromazine (Thorazine), 
was given intramuscularly to 290 patients 
about 30 minutes before tracings were 
taken. Dosage was calculated on the basis 
of one milligram per pound of body weight. 
A Grass EEG was used to record on all 
patients, 250 of whom had previously been 
tested without the use of drugs, and whose 
tracings, therefore could serve as controls. 
All of the tracings were made approximate- 
ly 2 hours after meals ; the patient was well 
hydrated. 

We have been able to take records with 
chlorpromazine which were positive for 
both petit and grand mal seizures much 
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more frequently than with any other seda- 
tion. We feel, therefore, that chlorproma- 
zine is a good potentiator and is superior 
to many other drugs used to potentiate 
epileptic seizures. It is safer and serves a 
much better purpose by producing the 
desired sedation while potentiating ab- 
normalities. 

Barbiturates and bromides tend some- 
times to produce fast activity and a tend- 
ency to spiking, which could very often 
be misleading. Chlorpromazine, on the 
other hand, tends to produce a more nearly 
normal record, which at the same time, 
potentiates abnormalities without produc- 
ing artifacts. 

Recovery time, with and without stimula- 
tion, is not significantly different when 
chlorpromazine is used, and we feel that 
the patient is in better condition to return 
to his home after sedation with chlorpro- 
mazine than after sedation with bromides 
and barbiturates. 
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A RADID TEST FOR 
CEREBROSPINAL FLUID PROTEIN DETERMINATION 


ERWIN M. JACOBS, M.D.! 


Many instances occur during the prac- 
tice of medicine in general, and of neurol- 
ogy in particular, during which the deter- 
mination of the spinal fluid protein is of im- 
portance. Situations arise in which the 
quantity of fluid available is limited or 
where the laboratory facilities are not im- 
mediately available. Sometimes, the spinal 
fluid in the manometer is the only material 
available, as when a complete block is 
present on the Queckenstedt test or where 
the spinal fluid pressure is increased. With 
a determination of the spinal fluid protein 
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and a cell count, however, much informa- 
tion can be obtained. 

For several months, Albustix have been 
used to determine the spinal fluid protein 
at the bedside, These are reagent strips 
impregnated with tetrabromphenol blue, 
citrate buffer and a protein-absorbing 
agent. This is a colorimetric test design 
for the detection of protein (albumin) iP 
urine. The method employed would be to 
do a lumbar puncture in the usual manner 
and collect the 3 tubes for the various 
studies if there was no contraindication t0 
this. 
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A drop or two of spinal fluid was then 
placed on one of the Albustix reagent 
strips and the color compared with the 
standards given. This determination was 
then recorded on the chart along with the 
other data relating to the lumbar puncture. 
Laboratory analysis of the spinal fluid pro- 
tein was then compared with the bedside 
determination. In one of the local hospitals, 
a Coleman Junior Spectrophotometer was 
used and in the other the sulfosalicylic acid 
method for determining spinal fluid protein. 
In addition, each hospital transmitted a 
specimen to the State laboratory for cells, 
protein, gold curve and serology. 

Fifty spinal fluid studies have been car- 
ried out and a comparison of the values ob- 
tained with the Albustix was made with 
those found by other laboratory methods. 
After a few determinations, it was easy to 
determine the reading in advance from 


levels of 16 mgs. percent as high as 325 
mgs. percent. In all instances, except one, 
the State report was within 5 mgs. percent 
of the local hospital report. In the one 
sample which had a difference in values, 
the spectrophotometer gave a reading of 
85 mgs. percent while the Albustix was 
read as over 300 mgs percent. However, 
the State report later came back as 325 
mgs. percent. 


SuMMARY 


' A rapid, reliable method for gross de- 
termination of the spinal fluid protein has 
been described through the use of Albustix 
reagent strips. This is most helpful when 
only small quantities of fluid are obtain- 
able or when laboratory facilities are not 
immediately available, and can also be 
used as a rapid check on determinations 
made by other methods. 


MIOSIS FOLLOWING ADMINISTRATON OF 
CHLORPROMAZINE AND RELATED AGENTS 


SARAN JONAS, M.D. 


This note describes 6 cases in which 
miosis was seen following the administra- 
tion of promazine derivatives, and reviews 
the literature concerning at least 15 in- 
stances of this effect. 


REVIEW 


Ten papers are noted which mention 
miosis in association with promazine de- 
tivatives, Four of these record cases of 
Massive ingestion with suicidal intent. 
Dotevall's patient, a man of 25(4), became 
Somnolent with markedly miotic pupils 
after swallowing 5 grams of chlorproma- 
zine, but recovered. An 18 year old girl(7) 
rene stuporous with pinpoint pupi 

ter swallowing 5 to 10 grams of chlor- 
Promiazine, She recovered on lavage and 
30 ulants. A 27 year old woman(8) took 

tablets of chlorpromazine. She became 
eoratose with pinpoint pupils but re- 

Overed on lavage and analeptics. A woman 

came comatose and hypotensive 


ix 
a hird (New York University) Medical and Psy- 
Tic Services, Bellevue Hospital, N. Y- C 


with pinpoint pupils after swallowing 1,300 
mg. of chlorpromazine(9). On analeptics 
she recovered consciousness; the miosis 
lasted several hours more. 

In addition to these poisoning cases sever- 
al papers mention miosis on therapeutic 
doses. Dobkin et al.(2) produced a “bi- 
lateral Horners syndrome” in 7 subjects 
after 0.3 to 2.0 mg./kg. of intravenous 
chlorpromazine. Twenty-five to 50 mg. of 
chlorpromazine i.m.(5), or 100 mg. po.(3) 
have also produced this effect. Kinross- 
Wright(6) states that transient miosis can 
occur at the beginning of treatment, Conner 
and Moyer(1) have seen severe miosis on 
proclorperazine therapy. Neither Good- 
man and Gilman's textbook(10) of pharma- 
cology (1955) nor Walsh’s 1957 textbook 
of neuro-ophthalmology (11) mention chlor- 
promazine miosis. 

CASE REPORTS 

Case 1.-An agitated man of 71 with pre- 
sumed cerebral arteriosclerosis was 
chlorpromazine 25 mg. i.m. q4h for 5 days. 
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He became and remained markedly miotic, and 
much calmer. He was never stuporous. After 
24 hours without drugs his pupils were normal. 
Twenty-five mg. of chlorpromazine i.m. could 
reproduce the miosis ; 50 mg. p.o. could not. 

Case 2.—An agitated male of 76 with pre- 
sumed cerebral arteriosclerosis and normal 
pupils became non-responsive with marked 
miosis after 75 mg. of i.m. chlorpromazine. He 
recovered consciousness, with normal pupils, 
by the fourth hour. 

Case 3.—An agitated schizophrenic male of 
27 with normal pupils received 100 mg. of 
trifluoromethyl phenothiazine p.o. in 4 hours. 
At 7 hours he was stuporous with severe 
miosis, suffused bulbar conjunctivae, divergent 
strabismus, and orthostatic hypotension. At 15 
hours he was awake, and these signs had 
disappeared, 

Case 4.—A 33 year old male was admitted 
elsewhere for delirium tremens. His pupils 
were normal. He received 625 mg. of chlor- 
promazine im. over 56 hours, plus 100 mg. 
of phenobarbital at 48 hours. Transferred to 
Bellevue at the 64th hour, he arrived comatose 
with pinpoint pupils, greasy sweat, and de- 
pressed respiration. Five mg. of nalorphine i.v. 
produced no observable effect on conscious- 
ness, respiration or pupils. Finally, at the 82nd 
hour he awoke, but the miosis, the greasy 
sweat, and a fixed facial expression lasted till 
the following day. 

Case 5.—A 47 year old woman with a severe- 
ly manic psychosis had normal pupils on ad- 
mission. Two hundred mg. of amytal had no 
effect in 2 hours; 100 mg. of chlorpromazine 
then resulted in a deep stupor with pinpoint 
pupils and orthostatic hypotension. One drop 
of phenylephrine ophthalmic solution 10% on 
one eye produced maximal dilatation in that 
eye. Subsequently the patient recovered con- 
sciousness and became manic with normal 
pupils again, 

Case 6.—A 23 year old agitated schizophrenic 
male received 400 mg. of amytal in 2 hours. 


Seven hours later he remained agitated with 
normal pupils ; 75 mg. of i.m. chlorpromazine 
were given, producing a deep stupor with pin- 
point pupils. The miosis persisted for 2 days, 
during which time 9 similar doses were given. 
Twenty-four hours after the last dose he con- 
tinued to doze, but his pupils were normal. 


COMMENTS AND CONCLUSIONS 


1, Chlorpromazine and related com- 
pounds can produce marked miosis even 
in therapeutic doses. 

2. This effect is independent of the other 
side effects or the degree of sedation pro- 
duced. 

3. This sign may help to identify the 
agent in cases of excessive ingestion. 
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TARAXEIN, FACT OR ARTIFACT ?' 


MALCOLM SIEGEL, Pu.D., G. DONALD NISWANDER, M.D., 
ERNEST SACHS, JR., M.D., anb DINO STAVROS, B.A.? 


Understanding of the etiology and of the 
potential therapeutic approach to schizo- 
phrenia may lie within our grasp, Heath 
and co-workers have reported the existence 
of an abnormal protein (taraxein) in the 
plasma of schizophrenics(1), which pro- 
duces catatonia when injected into normal 
monkeys and humans, and an abnormal 
brain wave tracing in monkeys with septal- 
ly implanted electrodes. 

The significance of this report and its 
possible importance is so great that con- 
firmation of the original work merits con- 
sideration in as many laboratories as have 
the necessary facilities. 

The literature of the last few years con- 
tains many papers on taraxein by Heath 
and co-workers(2-4). What has been star- 
tling is the absence of a single confirmatory 
report from other laboratories. In 1956, Dr. 
Heath kindly supplied us with a pre-pub- 
lication taraxein isolation procedure. Two 
preparations were attempted: the first 
was from a pool of 2,500 ml. of blood 
drawn from 5 acute schizophrenics; the 
second was from a similar pool drawn from 
5 chronic schizophrenics, all of whom were 
showing active symptoms. Both prepara- 
tions were dialysed against tap water and 
stored for one week in the quickly frozen 
state. Both preparations failed to elicit EEG 
changes or behavioral changes in monkeys 
which had been carefully observed prior 
to and subsequent to injection for response 
to stress and reward situations. 

More recently 5 different batches of acute 
schizophrenic blood have been processed. 
Each was dialysed against Concord tap 
water which had been adjusted to pH 10 
With calcium hydroxide to approximate as 
near as possible the salt content and al- 
kalinity of New Orleans tap water(5). Ma- 
——— 
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terial was injected into monkeys within 3 
hours of isolation and was stored refriger- 
ated until injected. In no case were there 
any evidences of the catatonia described 
by Heath. 

Our failures to isolate an active material 
prompted an investigation of the effects of 
saline, copper salts and ammonium sulphate 
in the belief that the Tulane group might 
have been observing an artifact. Again no 
behavorial change could be observed in the 
monkeys. 

With 7 meticulous attempts at confirma- 
tion leading to failure, we launched in- 
quiries to others interested in the same 
problem. Of the 5 laboratories questioned 
not one reported the isolation of an active 
material. Two reported that taraxein has 
no effect on the rope climbing time of in- 
jected rats(6, 7), another reported no 
effect on pain, jumping thresholds or avoid- 
ance conditional response in mice(8), an- 
other reported no positive reaction in 17 
tests with humans with 9 different prepara- 
tions, 5 of which were prepared in Dr. 
Heath's laboratory(9). These preparations 
were also inactive in monkeys. Another 
reported only one, and that an equivocal 

itive response in humans in 4 attempts 
(10). A published discussion following one 
of the Heath papers(3) reports 5 negative 
tests with “taraxein” prepared by members 
of the Washington University School of 
Medicine who had learned the isolation 
technique in the Tulane laboratory. 

Failure to confirm the Tulane observa- 
tions in any independent laboratories lays 
open to question the validity of the report . 
of the Tulane investigators. Either they are 
correct and are using some essential and 
subtle technique of which they and ob- 
servers in their laboratory are unaware, Or 
their enthusiasm to obtain positive results 
is transmitted to the monkeys and human 
volunteers used as test subjects. (The 
“eagerness to please" of test subjects, hu- 
man or animal, has frequently been ob- 
served and commented upon.) The EEG 
responses reported in monkeys is no more 
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objective than the behavioral one. Even 
body temperatures of monkeys have been 
shown to be reflective of as subtle a dif- 
ference as the methods of restraint em- 
ployed in immobilizing them (11). 

Without confirmation from other labora- 
tories these authors can only conclude that 
taraxein is a hypothetical substance which 
explains some unique observations in the 
Tulane Laboratories. 
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PROCLORPERAZINE IN THE TREATMENT 
OF THE SCHIZOPHRENIAS 


VERONICA M. PENNINGTON, M.D.1 


One hundred and eighty female patients 
in 8 female cottages were given proclor- 
perazine for a period of 18 months. Many 
of them had electric and/or insulin shock 
therapy. Most of them had received phreno- 
tropic drugs for at least a short period of 
time, many of them as long as two to four 
years. Most of the group were schizo- 
phrenics, a few were chronic brain syn- 
drome cases associated with cerebral 
arteriosclerosis. Schizophrenic reaction, ca- 
tatonic type, was a predominant diagnosis 
with schizophrenic paranoid type being 
second. 

_ Proclorperazine was given in tablet, 
liquid and spansule form as well as am- 
poules intramuscularly and intravenously, 
For the acutely disturbed cases and those 
who refused medication orally, the intra- 
venous or intramuscular routes were found 
to be preferable. The liquid concentrate is 
advisable in those cases who secrete their 
tablets. Spansules are particularly useful 
both for outpatients and for those who are 
working ; they provide better results be- 
cause of the sustained blood levels. Motility 
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of the intestines, the ph of the intestinal 
juices, absorption power of the villae, as 
well as other factors may effect the spansule 
assimilation. 

To check patients whom we suspected of 
not taking their medication, the sulfuric 
acid ferric chloride urine test, which is 
quite accurate even quantitatively just as 
it is with chlorpromazine, was done. 

Chelation is the combining of a specific 
group of coordination compounds with the 
ion or atom of the metal and the ion oF 
atom of the ligand, as protein, amino acid 
and other organic molecules(1). Plasma 
copper levels are affected by phrenotropic 
drugs and chelates, a specific group of c0- 
ordination compounds which require 4 
metal ion(2). It is by this chelate forma- 
tion that neuroleptic drugs are able to 
to modify enzyme reactions and metabolism 
which is necessary for the neurochemi 
control of mental processes(3). It is be- 
cause of this that I gave Perehemin caP- 
sules, two, three times a day in connection 
with proclorperazine medication. This 
a factor that has not, as far as I know, bee? 
tested yet, that is increasing the metal in- 
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take while phrenotropic drugs are being 
taken. BAL (British anti-lewisite) could 
also be used but was not tried with this 
series. 

Because of its piperazine component, a 
moiety present in such analeptics as Ritalin, 
Meretran and others, proclorperazine does 
not produce the lethargy and somnolence 
that chlorpromazine frequently does. 

Although the antibody response for in- 
fectious processes is supposed to be reduced 
by phenothiazines and the Rauwolfia alka- 
loids in animal studies, no proof of this has 
been present in our human series. Those 
cottages with the largest percentage of 
patients receiving neuroleptic drugs had 
the fewest and less severe cases of in- 
fluenza and respiratory infections. 

A combination of Thorazine and pro- 
clorperazine as well as combinations of 
proclorperazine with perphenazine, triflu- 
promazine, meprobamate, Dartal, appear, 
in many cases, to provide greater benefits 
and fewer side effects proving their syner- 
gistic action clinically. 


RESULTS 

Number of patients .............-+- 180 
Average age. ..... eoe PG 55 
Hospitalized ........ 2 months to 38 years 
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"Time of stuig 1$. ead « 18 months 
Daily dosage ques. tn 40 to 200 mg. 
Average BP before .........-.... 134/73 
Average BP after ........0...5. 130/87 
Full remissions We eov b ees. a re 10% 
Greatly improved .........+......-. 21% 
Considerably improved ............ 36% 
Very little change ................-. 33% 
Side Reactions; eats. sa SIUS 17% 
Syncope: 5 e Hand edis QUE 2% 
Drooling ana eases 7 lee 1% 


Dystonia (buccal and nuchal) ... 1% 


Extrapyramidal symptoms ...... 6% 
Gastric distress mie e rS 2% 
Weakness: ke sala ieoa PES 3% 
Precordial pain. ......... e 25 


SUMMARY 


Proclorperazine, because of its behavioral 
potency, lack of serious side effects, and 
small dosage, is an effective psychochemi- 
cal. 
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USE OF TRIFLUOPERAZINE IN CHRONIC 
NEGRO SCHIZOPHRENICS 


MARSHALL C. SEXTON, M.D.* 


The following study? is based on the 
use of trifluoperazine? in 10 weeks treat- 
ment of 14 Negro female schizophrenics. 
Patients were selected on the basis of 
chronicity and failure to obtain any sus- 
tained previous benefit from some combina- 
tion of electroshock, insulin, reserpine, 
chlorpromazine, promazine and prefrontal 
lobotomy, Average age of patients was 30.7 
years and average duration of symptoms 
—— 
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3.07 years. Seven were in constant restraint 
on account of episodes of impulsive vio- 
lence, destructiveness and denudativeness. 
The others were apathetic, negativistic, 
often untidy and practically vegetative. 


METHOD 

All patients were kept in a group and 
were under constant observation during the 
period of therapy. No other drugs were 
used except Artane for control of extra- 
pyramidal symptoms. Dosage was started 
at 2 mg, t.i.d. and increased to 5 mg. ti.d., 
orally. Patients showing improvement were 
encouraged to dress up, visit the beauty 
parlor and engage in occupational and 


822 


recreational activities. No individual psy- 
chotherapy was practised. 


RESULIS 


The first observed reaction to treatment 
was somnolence but this was evanescent. 
The 7 unruly patients were released from 
restraint within 72 hours and have not been 
put back. The cessation of their aggressive- 
ness has been most striking and their im- 
provement has been maintained since the 
termination of the treatment period. Four 
of these have been released from the hos- 
pital. The apathetic and stuporous patients, 
however, have shown slower and only 
moderate to slight change. All patients re- 
quire much less care and supervision than 
formerly. One patient died after 19 days 
of treatment following an accidental fall 
in which she sustained a brain hemorrhage. 
Three patients have shown mild parkin- 
sonian symptoms which were readily amen- 
able to Artane. 

Blood studies have revealed no evidences 
of agranulocytosis or liver damage. There 
have been no evidences of photosensitivity, 
skin reactions, hypotension or angioneurotic 
edema. The "turbulence" noted by Gold- 
man(1) and by Freyhan(2) in their reports 
have not been observed in our cases ; neith- 
er can we agree with Goldman, Holman(3) 
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and others that the development of extra- 
pyramidal signs is indicative of high thera- 
peutic efficiency, since none of our most 
improved patients ever showed such reac- 
tions. 


CONCLUSIONS 


It is realized that only tentative conclu- 
sions can be drawn from such a small series, 
We can say, however, that our results thus 
far are encouraging and in some cases quite 
dramatic. Prompt initial improvement in 
such difficult cases and in such small dos- 
age makes further study seem imperative. 
Indeed, we have now undertaken investiga- 
tion of the effects of trifluoperazine on a 
much larger group in our patients over a 
more extended period. The absence so far 
of any serious side symptoms has also been 
impressive. 
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THE TREATMENT OF CHRONIC ALCOHOLICS WITH 
CITRATED CALCIUM CARBIMIDE (TEMPOSIL )' 


JACKSON A. SMITH, M.D., ELAINE MANSFIELD, R.N. M.P.N. AND 
HOWARD D. HERRICK, M.D.? 


The maintenance of sobriety in certain 
alcoholics may be aided by treatments 
which interfere chemically with the metab- 
olism of alcohol when the patient drinks. 
Ideally, the drug which produced this in- 
terference would have the following pro- 
perties : it could be given safely over a 
prolonged period; it would not be ad- 
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dicting nor habituating ; it would produce 
no undesirable effects unless alcohol were 
taken; and it should be slowly excreted. 
Unfortunately disulfiram, which contains 
sulfur, gives an undesirable odor to the 
patient's breath and perspiration. It also 
produces lethargy, abdominal discomfort 
and impotence in some patients. The most 
undesirable feature of disulfiram is the 
severe cardiovascular response which may 
occur if alcohol is taken. 

In 1956, Armstrong and Kerr(1) and Fer- 
guson(2) reported that citrated calcium 
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carbimide (Temposil*) sensitized an in- 
dividual to alcohol without producing un- 
desirable side-effects. Temposil was tried 
on 73 male alcoholics(3). Subsequently, 65 
additional alcoholics have been treated with 
this drug. This is a report of the impression 
gained from a total group of 138 patients 
seen during a two-year period. 

A total of 174 Temposil-alcohol reactions 
were observed in this group of 138 pa- 
tients. A number of patients underwent 
more than one reaction to determine the 
rate of excretion of the drug, the rapidity 
with which the patient was sensitized to 
alcohol, and the consistency of response in 
the same patient to repeated intakes of 
alcohol. 

In the alcohol test, the patient was given 
a maximum of 2 ounces of 100 proof whis- 
key or one ounce of 95$ alcohol in water 
during a fasting state. The routine dose of 
Temposil given was 50 mg. orally each day, 
and in a few patients this was increased 
to 100 mg. Different patients were tested 
repeatedly after being on the drug for 
varying lengths of time, to see whether the 
severity of the action increased as the drug 
was continued, and also to compare the 
reaction of the same patient on a daily 
intake of 50 and 100 mg. of this preparation. 


RESULTS 


The side reactions, so frequently com- 
plained of by patients taking disulfiram, 
. Were not seen in these individuals who were 

treated with Temposil. Only 8 patients in 

the group described any awareness of tak- 
ing the drug. 
, In no instance was lethargy, headache, 
impotence or abdominal discomfort a dis- 
turbing side-effect. A transitory leukocyto- 
Sis, varying from 12,000 to 18,000 per c.c. 
Was noted in several patients during the 
second and third weeks of treatment. 

The most encouraging finding during the 
Temposil-alcohol reaction was the lack of 
disturbing cardiovascular effects. The 
marked hypotension frequently seen during 
à disulfiram-alcohol reaction was not ob- 
Served in this group. 

e Temposil-alcohol reaction was very 


a " 
é Ton citrated calcium carbimide (Temposil) used 
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similar to that seen in a disulfiram-alcohol 
reaction. À conjunctival injection, flushing 
of the face, anxiety and dyspnea were not- 
ed ; the reaction was usually less severe, and 
disturbing blood pressure changes were not 
observed. The reaction to alcohol in a pa- 
tient taking Temposil can be decreased in 
severity or in some instances terminated 
by intravenous antihistamines. 

Temposil is rapidly excreted, and the 
patient may be able to drink within 12 to 
18 hours after receiving a 50 mg. tablet. It 
was found that this drug would sensitize 
an individual within one hour after 50 mg. 
was taken orally. There was no evidence 
that this compound has a cumulative ac- 
tion, since the severity of the reaction after 
receiving 50 mg. approximated in severity 
the reaction after 7 and 14 days on the same 
dosage, with the same quantity of alcohol. 


SUMMARY AND CONCLUSIONS 


The lack of side-effects and the absence 
of severe cardiovascular response during a 
Temposil-alcohol reaction, increase the de- 
sirability of treating the alcoholic by in- 
terfering with the metabolism of the 
alcohol. Although this drug is rapidly ex- 
creted, there would seem to be question as 
to whether the patient who decides to drink 
will be deterred by having to wait a few 
days longer to start, if he is taking disul- 
firam rather than Temposil. 

Some observers have not regarded the 
reactions, when the patient taking Temposil 
drinks, as being sufficiently severe. How- 
ever, there would seem to be little correla- 
tion between the discomfort the patient ex- 
periences and the maintenance of sobriety. 
The methods of treatment which interfere 
with the metabolism of alcohol are applic- 
able only to the alcoholic who wants help 
in abstaining, and Temposil seemingly 
offers this help with the least discomfort— 
to patient and physician. 
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PROMAZINE-IPRONIAZID : A BRIEF REPORT 


DOUGLAS VANN, M.R.C.S.: 


Ten ambulatory depressives,? tense and 
anxious, whose progress had been unsatis- 
factory on various other forms of treatment 
were placed on the following regimen. 
Sparine in 25. mg. tablets was given in di- 
vided doses at the beginning of each meal 
and on retiring to bed at night. Marsilid 
was given at the close of each meal. Where 
sleep rhythm was disturbed, a deep intra- 
muscular injection of Sparine (100 mgs.) 
was given at bedtime. 

The dosage of Sparine varied from 150 
to 500 mgs. daily. Marsilid was initiated at 
75 mgs. daily. In two cases (Nos. 2 and 9) 
this was reduced temporarily to 50 mgs. 
and subsequently restored. In two cases 
dosage was raised to 150 mgs. daily. One 
case (No. 5) showing early hepatic en- 
largement and mild jaundice, was given 
delta hydrocortisone in divided doses 
totalling 15 mgs. daily and the other treat- 


1City Chambers, Civic Center, Canberra, Australia, 
? See detailed chart p. 825. 


ment was continued. Jaundice cleared in 
5 days and the liver-size returned to normal. 


CONCLUSIONS 

The effects of Marsilid cannot be assessed 
separately and objectively in a few cases 
also receiving other therapy, but improve- 
ment in the majority was unexpectedly 
rapid and greater than that shown on a 
previous regimen. Marsilid dosage was be- 
gun at a lower level than that given by 
Smarr, Wolf and Pressman(1) whilst the 
response to corticosteriod therapy in case 
no. 5 was similar to that reported by Tre- 
thowan and Shand(2, 3) in chlorpromazine 
—jaundice. 
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CASE REPORTS 


MODIFIED ECT USING SUCCINYLCHOLINE 
FOLLOWED BY PROLONGED APNEA 


W. HAMELBERG, M.D.1 


The introduction of short-acting barbit- 
urates and muscle relaxants into the field 
of electroconvulsive therapy has made this 
form of therapy more readily acceptable 
not only to the patient but also to the psy- 
chiatrist. This modification of ECT, regard- 
less of whether the drugs are used separate- 
ly or combined, is not without its complica- 
tions(1, 2), and one of the complications 
of the short-acting muscle relaxant, suc- 
cinylcholine, is the subject of this report. 

Prolonged apnea following standard and 
excessive doses of succinylcholine continues 
to be reported in the literature. In an excel- 
lent article by Foldes, many of the etiologi- 
cal factors capable of producing succinyl- 
choline apnea are described, but a definite 
cause is yet to be defined. In this same arti- 
cle, a review of the reported cases of apnea 
occurring after various dosages of the drug 
is presented, with 20 mgs. being the small- 
est dose administered, followed by an 
absence of spontaneous respiration lasting 
50 minutes(3). 


CASE REPORT 


A white male, age 48, was admitted to the 
hospital for psychiatric treatment of an agitated 
depression. The patient’s past history and 
physical examination were not remarkable. The 
usual admission laboratory work was likewise 
within normal limits, 

After psychiatric interview, ECT was se- 
lected as the means of treatment in this patient. 

In order to modify the convulsion produced 
by electrical current, the patient received pen- 
tothal sodium 2%% intravenously until he 
became unconscious, after which 60 mgs. of 
succinylcholine intravenously was adminis- 
tered, To render the patient unconscious re- 
quired 200 mgs. of pentothal sodium. 

After he became unconscious, hyperventila- 
tion with 100% oxygen was instituted until 


~ 1 Professor and Chairman, Dept. of Anesthesiology, 
Medical College Hosp., Charleston, S. C. 
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complete relaxation of the skeleton muscles 
occurred, when he received the ECT. After the 
therapy, ventilation with 100% oxygen was re- 
instituted ; however, the patient made no 
respiratory effort for 45 minutes, after which 
there was a 15-minute period of inadequate 
respiratory activity. The patient made an un- 
eventful recovery from this first therapy. 

In an effort to avoid further periods of pro- 
longed apnea, the dose of pentothal sodium was 
reduced to 150 mgs., and the patient received 
intermittent succinylcholine in 2-milligram 
doses until there was respiratory paralysis. Ap- 
nea occurred at the end of 8 mgs. of succinyl- 
choline, when an additional 2 mgs. was given. 
With this dose of succinylcholine, the patient 
remained apneic for 18 minutes and had in- 
adequate respiratory activity for another 5 
minutes. 

Thereafter, the dose of succinylcholine was 
reduced to 6 mgs., which would produce res- 
piratory paralysis ; and, with this dose of suc- 
cinylcholine, apnea lasted 10 minutes with a 
delay in return of adequate respiratory ac- 
tivity for another 5 minutes. The patient re- 
ceived 15 treatments using this dosage sched- 
ule with the same response each time. 


DISCUSSION 


The original dosage of pentothal sodium 
and succinylcholine given this patient was 
based on previous experience in which 3 to 
4 mgs. per kilogram of pentothal sodium 1$ 
given, followed by approximately one mg: 
per kilogram of succinylcholine. This dos- 
age schedule is varied according to the pa 
tient's physical status and his emotional 
state. This method of determining dosage 
has been employed in over 5,000 treatments, 
and this is the first case of prolonged apnea 

However, in an effort to establish a pos 
sible metabolic cause for this patient's pr 
longed apnea, several of the etiologica 
factors mentioned by Foldes were investi" 
gated. Liver function was established 8$ 
being normal on the basis of the following 
liver studies—icterus index, total prote? 
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albumin-globulin ratio, prothrombin, bili- 
rubin, cephalin flocculation, and thymol 
turbidity. Plasma cholinesterase level was 
determined and also found to be within 
normal limits. 

To determine if hypoventilation or hy- 
perventilation with 100€ oxygen played a 
part in producing the apnea, pCO, and pH 
were normal before induction with pento- 
thal sodium and during the period of apnea. 

The investigative studies failed to es- 
tablish any etiological factor responsible 
for this patient's apnea. 

Since many modified electroconvulsive 
therapies are performed in the psychiatrist's 
office, and contrary to the opinion of others 
(4), the author believes this case empha- 
sizes the importance of having a highly 
qualified team, well-versed in respiratory 
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physiology, available with proper equip- 
ment to handle cases of prolonged apnea. 


SuMMARY 


A case of prolonged apnea following a 
small dose of intravenous succinylcholine 
is reported. Attention is directed to the 
numerous possible etiological factors which 
might account for the production of pro- 
longed succinylcholine apnea. 
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COMMENT 


WORLD FEDERATION FOR MENTAL HEALTH 
ANNUAL MEETING 


The 1958 annual meeting of the World 
Federation for Mental Health, held in Vien- 
na, Austria, August 24-29, represented an 
advance in the theory and practice of an- 
nual meetings. During the preceding year 
the Federation had been actively occupied 
with the mental health problems of refu- 
gees, especially with those from Hungary. 
Through its members it has helped the 
Austrian Society for Mental Health and the 
International Refugee Organization to pro- 
vide much needed psychiatric, diagnostic 
and therapeutic services. 

The annual meeting, then, became a 
point along this line of progress rather than 
the usual isolated event held in a certain 
place with a program that was good, but 
not strategic. The location was chosen be- 
cause it was appropriate to the program of 
consideration of refugees rather than the 
reverse. The goals were specific, not vague. 
The plenary sessions were focused on the 
goals and involved participants of high 
competence such as the High Commissioner 
for Refugees. The discussion groups were 
multi-national and multi-professional and 

_ were allocated specific phases of the refu- 
gee field. The discussions eventuated in 
proposals for further work such as the 
utilization of the refugee situation for the 
study of variations in social values, a study 
of the previous character structure of the 
refugee and its relation to their reaction to 
cultural change, the effect of the past cul- 
ture on the adjustment of the refugee, the 
processes of assimilating cultural pluralism 
in the host culture, the training of refugees 
in the field of mental health and the de- 
velopment of emergency mental health 
teams for disaster work. 

The pre-conference board meeting and 
the conference itself were attended by rep- 
resentatives of several United Nations 
agencies-WHO, UNESCO and UNICEF, 
who presented pertinent aspects of their 
work and stimulated discussion of ways in 
which the World Federation for Mental 
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Health could collaborate effectively. 

WHO, the World Health Organization, 
was represented by a Swiss psychiatrist, 
Dr. Maria Pfister, who occupied an impor- 
tant place on the program. Of interest to 
American psychiatry is the concern of 
WHO with respect to the peaceful uses of 
atomic energy, the utilization and experi- 
mentation of ataractic, and hallucinogenic 
drugs, a special study of schizophrenia for 
which a report has been prepared and will 
be available on request, and architectural 
plans for psychiatric facilities. WHO has 
included in its operations visits to many 
countries concerned with long term needs 
and plans for mental health, including 
movements of population due to technical 
change. It has also held a number of meet- 
ings on the mental health and public health 
aspects of aging, social psychiatry, and the 
mental health aspects of automation. Look- 
ing ahead it will be concerned with drug 
addiction, epidemiological studies of mental 
illness, psychiatric classification, the psy- 
chiatric treatment of criminals and the men- 
tal health of the subnormal. It is also 
concerning itself with mental health fellow- 
ships. It is paying special attention to the 
mental health of children in connection 
with the other activities of WHO and is . 
giving special leadership in the develop- 
ment of mental health in Africa, south o 
the Sahara. 1 

UNESCO, the United Nations Economic, 
Social and Cultural Organization, also is 
concerning itself with migration and mi- 
grants and is preparing material to d 
those who provide service to miis 
people, including bibliographies of ment 
health services. For the past year or more 
the World Federation has encouraged the 
development of national committees, 
which one exists in the United States, con- 
cerned with the mental health aspects O 
atomic energy development and UN C Y 
is holding meetings on the moral and soc! 
aspects of this problem. 
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UNESCO is working on a series of pub- 
lications on race and mental health and in 
collaboration with the World Federation is 
preparing a list of institutes doing research 
on mental health. It is conducting research 
through its Social Science Department on 
mental health aspects of east-west relation- 
ships, the changing status of women, the 
attitude toward the acquisition and use of 
wealth, the effects of contemporary change 
on peasant life, and on ways of communica- 
tion between cultures. Through its Educa- 
tion Department it is concerned with 
cultural studies in child development and 
industrial change, mental health aspects of 
urbanization, and industrialization and the 
integration of migrants. It is cooperating 
with the World Federation on World Men- 
tal Health Year. 

UNICEF, the United Nations Interna- 
tional Children’s Fund, has a great many 
activities concerned with child welfare and 
hence potentially concerned with the men- 
tal health of children. Emergencies are 
brought about so much by threats to child- 
hood in matters of bare existence that the 
mental health elements have not to date 
been given the consideration that would 
be indicated, However, a special study is 
in progress concerned with children who 
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are deprived of normal family life, and 
especially those that are having to be in- 
stitutionalized. UNICEF has a concern for 
the mental health implications of this de- 
privation. 

At the annual business meeting of the 
Federation special citations were presented 
to Mrs. Clifford W. Beers, the Connecticut ` 
Association for Mental Health and the Na- 
tional Association for Mental Health—1958 
being the 50th anniversary of the initiation 
of the mental health movement. 

New members elected to the Executive 
Board, replacing those whose terms had ex- 
pired, included: Prof. Dr. Tsung-yi-Lin, 
Taiwan, China, psychiatrist ; Dr. Tigani El 
Mahi, Sudan, psychiatrist ; Miss Gerd Zet- 
terstrom, Sweden, nurse ; and Prof. F. J. J. 
Buytendijk, Netherlands, psychologist. 

The new officers are: president: Prof. 
Hans Hoff, Austria; vice-president : Dr. 
Paul Sivadon, France, who for the past 
year has been Chairman of the Executive 
Board ; and treasurer: George S. Steven- 
son, M.D., United States. 

A number of members of The American 
Psychiatric Association were among those 
present at the meeting. 

George S. Stevenson, M.D. 


NEWS AND NOTES 


New Psycuratric Hosrrran m New 
Yorx._The newly constructed 232-bed 
Gracie Square Hospital at 420 East 76th 
Street, was opened February, 1959. It is 
equipped for active treatment of all psy- 
chiatric disorders. Special emphasis is 
placed on a flexible admission policy in- 
cluding short hospitalization for diagnostic 
evaluation, emergency admissions including 
patients awaiting admission to other psy- 
chiatric hospitals, medical and surgical care 
of psychiatric patients with physical dis- 
eases, and beds for “day hospital” and 
"night hospital" patients. 

Director is Leonard Cammer, M.D. Chief 
Consultant in psychiatry is Lothar B. Kali- 
nowsky, M.D. Consultants in other fields of 
medicine are available. 


Lecrures IN Cup Psycutarry AND NEU- 
moLocx.—The Lynchburg Training School 
and Hospital, Colony, Va., is presenting a 
series of lectures in 1959, under a grant 
from the Smith, Kline and French Founda- 
tion, in the fields of child psychiatry and 
child neurology. Four lectures were given 
in January. Subsequent speakers and lec- 
ture dates are : 

"Child Psychiatry," Dr. Wilfred C. Hulse, 
May 28-30 ; “Child Neurology,” Dr. Walter 
O. Klingman, July 30-August 1 ; “Child Psy- 
chiatry,” Dr. Frederick H, Allen, September 
24-26 ; "Child Neurology," Dr. Sidney Car- 
ter, October 29-31 ; "Child Neurology," Dr. 
Paul M. Ellwood, Jr., November 19-21. 

For further information write Mr. Arve 
Lee, Administrative Services Director, 
Lynchburg Training School and Hospital, 
Colony, Va. 


New York State APA DivisioNAL MEET- 
me, 1959.—The N. Y. State Divisional 
Meeting will be held in New York City, 
November 13-15, 1959. Please send 200 
word abstracts of papers for the meeting by 
May 1 to Max Fink, M.D., Chairman, Pro- 
gram Committee, P. O. Box 38, Glen Oaks, 
Long Island, N. Y. The following subjects 
are suggested : 1, Combined psychotherapy 
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and pharmacotherapy. 2. Brain damage and 
childhood psychopathology. 3. Sociologic 
aspects of psychiatry. 4. Activity therapies 
for hospitalized patients. 5. Problems of 
adolescence. 


Virncinta BEYER MEMORIAL  LECTURE.— 
The department of psychology, Springfield 
(Md.) State Hospital announces that the 
Virginia Beyer Memorial Lecturer for 1959 
is Samuel Novey, M.D. The topic will be 
*Considerations on Religion in Relation to 
Psychoanalysis and Psychotherapy." The 
lecture will take place on April 17 at 
8:00 P.M. in the Geriatrics Building. 

For further information write to Dr. 
Michael H. P. Finn, Chief Psychologist, 
Springfield State Hospital, Sykesville, Md. 


Harrr Psycuratnic Instrrute.—This clinic 
at Port-au-Prince containing 2 wards of 10 
beds each, an outpatient department, lab- 
oratory and other facilities began operation 
in February. Dr. Louis Mars, psychiatrist 
and minister of foreign affairs for Haiti is 
the director. Grants for the foundation are 
supplied by the Schering Corporation, Hoff- 
man-La Roche, and Wyeth International. 

The Haiti Institute is described as the 
world's first mental hospital in which treat- 
ment will be primarily pharmacological. 
The drugs, including two tranquilizers an 
one psychic energizer are supplied by the 
three pharmaceutical houses mentioned. 
Maintenance of the clinic will be the re- 
sponsibility of Haiti, The department of 
mental hygiene of the State of New York 
is interested in this new clinic and Dr. 
Nathan S. Kline, Director of Rockland 
(N. Y.) State Hospital will serve as treat- 
ment consultant. Emphasis will be on out- 
patient treatment. 


Pror. Werner W. Borum RECEIVES 
SociAL Senvice AwAnp.—The Harry M. Len 
sidy Memorial Research Fund in the Schoo 
of Social Work, University of Toronto, has 
made an award to Prof. Werner W. Boch, 
University of Minnesota, for r 
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problems of social work practice and the 
development of social policy. Dr. Boehm 
has just completed a report on a 3-year task 
as Director of the Curriculum Study of the 
Council on Social Work Education. 


INDIVDUAL PSYCHOLOGY (ALFRED ADLER). 
—From the textbook, Handbuch der Neu- 
rosenlehre und Psychotherapie, the chapter 
(48 pages) dealing with the life and work 
of Alfred Adler has been printed as a sepa- 
rate brochure by the Publisher, Urban & 
Schwarzenberg, Munich and Berlin. 

Information may be obtained from Alex- 
andra Adler, M.D., 333 Central Park West, 
New York 25, N. Y. 


TwzrrrH ANNUAL MrxriNc, Worin FED- 
ERATION Fon Mxwrar Hxarru, 1959.—The 
12th annual meeting of the W.F.M.H. will 
be held in Barcelona, Spain, August 30 to 
September 5, 1959, at the invitation of the 
Liga Espanola de Higiene Mental. The 
general theme of the meeting is "Planning 
for Mental Health." 

For further information write ; Secretary- 
General, World Federation for Mental 
Health, 19 Manchester St., London, W. 1, 
England. 


Tur Wonrp MEDICAL Association Tum- 
TEENTH GENERAL AssEMBLY.—The Canadian 
Medical Association will be host to the 
13th General Assembly to be convened in 
Montreal, Canada, September 7-12, 1959. 
The tentative program includes : Medical 
Editors Conference, Monday, September 
T; Socio-Medical Affairs; The North 
American Approach to Health Insurance 
(panel discussion), Thursday, September 
10; and a Scientific Program, Wednesday, 
September 9. Two eminent Canadian doc- 
tors will present papers. 

Registration begins Sunday, September 
8, 1959, from 1:00 P.M. The registration fee 
is $10.00 per person. 

5 For additional information write to the 
ecretary General, The World Medical As- 
NER 10 Columbus Circle, New York 


^ Conrenence ow ExpertMeNntaL PSYCHI- 
TRY, P TrTSBURGH, Pa.—As a feature of 
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Pittsburgh's year long Bicentennial Cele- 
bration, the Western Psychiatric Institute 
and Clinic will sponsor a conference on 
Experimental Psychiatry on March 5, 6 and 
7, 1959. The following distinguished speak- 
ers will participate in the program : John 
D. Benjamin, M.D., Ray L. Birdwhistell, 
Ph.D. Jack R. Ewalt, M.D., Robert H. 
Feliz, M.D., Ralph W. Gerard, M.D., Fran- 
cis J. Gerty, M.D., Roy R. Grinker, M.D., 
Ernest R. Hilgard, Ph.D., Heinrich Klüver, 
Ph.D., Lawrence S. Kubie, M.D., Alexander 
H. Leighton, M.D., William Malamud, 
M.D., Amedeo Marrazzi, M.D., Warren 
McCulloch, M.D., and Robert A. Patton, 
Ph.D. 


NATIONAL AssociATION For RETARDED 
Crmpren ANNUAL ConveNTION.—The an- 
nual convention of the National Association 
For Retarded Children will be held in 
Cincinnati, Ohio, October 21-24, 1959. 
There will be general sessions, workshops 
and exhibits on all phases of mental re- 
tardation. 

Registration is open to members of pro- 
fessions interested in the welfare of the 
mentally retarded. For further information 
write to NARC Convention, 99 University 
Place, New York 3, N. Y. 


New York Uwrv.Brrrevuk MEDICAL 
Center Traininc FeLLowsum.—New York 
University-Bellevue Medical Center is of- 
fering a 3-months training fellowship with 
stipend in neuroanatomy and neurophysi- 
ology, beginning September 1959. Applica- 
tions should be in by May 1, 1959. 

For information write to Dr. Louis Haus- 
man, Dept. of Anatomy, N. Y. U.-Bellevue 
Medical Center, 550 First Ave., New York 


16, N. Y. 


Request For EXCHANGE OF IDEAS AND 
INFORMATION REGARDING INSULIN Coma 
Tuenary.—Despite the fact that many In- 1 
sulin Coma Units have closed down during 
the past few years with the coming of the 
tranquilizers and further psychotherapy, 
there are many hospitals which feel 
that it still has an important part in the 


erall therapy program and still produces 
m when other methods have failed. 
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The Metropolitan State Hospital in Wal- 
tham, Mass. still has an active Insulin Unit 
operated under the supervision of Dr. Karl 
Theo Dussik who worked with Dr. Sakel 
in the original Unit in Vienna, and Dr. 
Dussik would be pleased to enter into an 
exchange of ideas, results and experiences 
with other physicians and hospitals who are 
still using or are interested in Insulin Coma. 
He is at present doing research on improved 
methods and uses of insulin and can be 
reached at the hospital. 


First ANNUAL Symposium, Univ. or Va. 
Scmoor or Menicrne.—The division of be- 
havioral science, department of neurology 
and psychiatry, Univ. of Virginia School of 
Medicine, announces its first annual sym- 
posium, “Experimental Foundations of 
Clinical Psychology,” to be held at Char- 
lottesville, Va., April 1-2, 1959. Members 
of the symposium are Janet A. Taylor, 
Northwestern University, Robert B. Mal- 
mo, McGill University, Murray Sidman, 
Walter Reed Army Inst, of Research, Irwin 
A. Berg, La. State University, Jack A. 
Vernon, Princeton University, and John H. 
Weakland, VA Hospital, Palo Alto, Cal. 
The symposium will be under the chair- 
manship of Arthur J. Bachrach, Univ. of 
Virginia. 

For further information write: Mrs. 
Katherine Tiffany, Secretary, Division of 
Behavioral Science, University of Virginia 
School of Medicine, Charlottesville, Va. 


Cump Apoprion Service, New York 
Crry.—Mrs. Amelia Igel Sternau, Director 
of the Child Adoption Service of the State 
Charities Aid Association, 105 East 22nd 
St, New York 10, N. Y., reports that the 
number of out-of-wedlock births in the 15 
to 17 age group in the U. S. has increased 
40% in the last decade. In the New York 
area in the last year the number of unwed 
mothers served by Child Adoption Service 
increased by 25%. This service, which is a 
voluntary non-sectarian agency established 
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since 1898, has issued a pamphlet outlining 
the aid it offers unwed mothers, available 
on request. 


Dr. Bri ro Heap Prcnr«a Hosrrrar. 
—Dr. Henry Brill, Assistant Commissioner 
of the Department of Mental Hygiene for 
New York State, has been appointed senior 
director of Pilgrim State Hospital, succeed- 
ing Dr. Harry J. Worthing who died in 
March 1958. 

This is an appointment of special signifi- 
cance since Pilgrim Hospital is the largest 
mental institution in the world, caring for 
some 15,000 patients. 

Dr. Brill had served as assistant commis- 
sioner in the Department since 1952 and 
has been with the Department for over a 
quarter of a century. 


ALFRED KonzvBski MEMORIAL SyMpost- 
uMm.—On Saturday, April 11, 1959, the 8th 
annual memorial meeting will be held at the 
Carnegie International Center, 345 East 
46th St., New York City. 

Addresses on new frontiers in biophysics, 
space science, neurology and psychology 
will be given by William J. Fry, Sc.M., 
University of Illinois, James A. Van Allen, 
Ph.D., State University of Iowa, Charles M. 
Pomerat, Ph.D., University of Texas. There 
will also be a panel discussion from the 
viewpoint of general semantics, including 
the above speakers and Wendell Johnson, 
Ph.D., State University of Iowa, and Russell 
Meyers, M.D., State University of Iowa. 

The seating capacity of the auditorium 
limits attendance to 200. Those wishing to 
attend» should apply, for reservations 
promptly to the Institute of General Se- 
mantics, Lakeville, Conn. 


Norra Pacrric Socrery or NEUROLOGY 
AND PsvcuraTRY.—The annual convention 
of the Society will be held in the Gearhart 
Hotel, Gearhart, Ore., on April 2-4, 1959. 
Among the guest speakers will be Harry A. 
Wilmer, M.D., of Palo Alto, Cal., author of 
the book Therapeutic Community. 
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THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following candidates were certified by this 
Board after examination in New York, N. Y., De- 
cember 15-16, 1958. 


PSYCHIATRY 


Abraham, A. Samuel, 9937D Young Dr., Beverly Hills, Cal. 
Andrews, George Reid, State. Hospital, » N.C 
Arnstein, Robert Leo, 79 Killdeer Road, Hamden 17, Conn. 
Bader, Eli, 30 North Michigan Ave., Chicago 2, Ill. 

Baitde, Brahm, 55 East Washington St., Chicago 2, Ill, 
Balaban, Alvin Bernard, 230 Hilton Ave., Hempstead, N. Y. 
Billet, Sanford Louis, 7601 Braymer Ave., Washington 23, 


D. C 
Bochm, Herbert S., 2 East 86th Street, New York 25, N. Y. 
Bottino, Antonio, 400 East 55th St, New York 22, N. Y. 
Braiman, Alex, Strong Memorial Hosp., 260 Crittenden Bivd., 
Rochester 20, N. Y. 
Brancato, John, 115-05 Linden Blvd., Ozone Park 20, N. Y. 
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DICTATORSHIP PLANNING 


Marx believed that everything could be planned. That's the trouble with all dictators. 
They think they can run the world by planning from above. What did Mussolini try to 
do? What did Hitler try to do? They had plans for conquering the world and they knew 
just how to do it. They failed. They failed for many reasons, but one of the reasons is 
that you can't run things that way. And I think that no matter how far you go in dictator- 
ship, no matter how far it may succeed, it will ultimately fail bceause of the impossibility 
of planning on a world-wide scale. 

—Invixc LANGMUIR 1957 t 
(From General Electric Research 
Laboratory) 
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Roots or Mopern Psvcmurny. By Mark D. 
Altschule, M. D., with the collaboration of 
Evelyn Russ. (New York and London: 
Grune & Stratton, Inc., pp. 184, 12 illustra- 
tions, 1957. $5.75.) 


. the history of psychiatric concepts 
has not been emphasized in American medical 
teaching; in fact, it is generally neglected." 

"The historical approach is more important 


“ 


to the study of psychiatry than to the study ` 


of any other branch of medicine . . . No ex- 
tensive body of verifiable data exists in this 
field . . . Since at present clinical psychiatry 
is largely a system of ideas, its history should 
be presented . . . as a history of ideas.” 

A preface is good if it tells the purpose 

of a book and what has been done to fulfill 
that purpose. This Dr. Altschule has done ; 
he has given the only valid introduction to 
the history of psychiatry by tracing the trend 
of ideas as exemplified by the teaching of a 
succession of leaders in the field. “Trends in 
thinking should be charted not from period 
to period but from man to man." 
. The author's treatment of this subject is 
impressive, being determined by extraordinari- 
ly extensive reading which demonstrates the 
Peculiarities and varying emphases in psy- 
chiatric thinking from early times onward, old 
views recurring like old styles of dress 
revived, 

He begins with the concept of anxiety. 
We are said to be in the “Age of Anxiety.” 
But this view Altschule points out with ample 
documentation “is valid only if it is taken 
to mean that there is an intense preoccupation 
with anxiety in the twentieth century.” “There 
IS no evidence that severe anxiety is more 
commonly experienced today than in earlier 
times, Many 18th century treatises report 
anxiety as a conspicuous symptom of the 

j.pochrondríae disorder and of depression. A 
Classic quotation is from The English Malady 
Mss wherein the author George Cheyne 
escribes his own symptoms, “. . . a perpe 
TAY and inquietude . . . a melancholy 
agit and panick where my reason was of no 
X ha me," In The [Pathological] Varieties 
sie igious Experience William James des- 
= S "the religion of chronic anxiety" that 
a Prominent in the evangelical groups in 
th England and America. 
rage 2 gives a short but substantial 
ne of the speculations of early writers 


about the nature and location in the human 
frame of that hypothetical entity the soul. 
First there were two varieties ; the theological 
and the psychological or operational. Christi- 
anity exalted the former at the expense of 
the latter. Modern psychology, echoing La- 
place’s reply to Napoleon, has found no need 
for the hypothesis of a soul, and since the 
end of the 18th century the serious search for 
it has been largely discontinued, although 
theologians still talk about it. That leaves the 
human organism with the two opposite num- 
bers, body and mind, the latter having ab- 
sorbed the remnants of the soul. 

The longest chapter in the book is that 
dealing with “Ego-Psychology” and how it got 
into psychiatry. It is hardly unfair to regard 
the ego as a myth, that is until it can be given 
a definition generally understood and accepted. 
In our day it seems to have acquired almost 
the status of an entity, the I becoming a He, 
as the author suggests, the He representing 
the self. The ego is really only an abstraction 
subsuming the concepts of individuality, per- 
sonality, subjectivism altogether. Modern ego 
psychology may arbitrarily be dated from 
Descartes’ “Cogito, ergo sum,” for which, as 
the author points out, Leibnitz substituted 
“Sum, ergo cogito.” The concept is of course 
as old as the proverbial hills. To trace the 
significance attached to it during recent 
centuries Altschule quotes liberally from 
Broussais, Griesinger, Maudsley, Morton 
Prince and others. The moder Trinity of the 
mind seems to be merely pouring old wine 
into new bottles. Galen described three 
varieties of soul: the vegetative, the intel- 
lectual and the spiritual. “The modern Id, 
Ego and Super-Ego might be regarded as 
Galen’s three souls brought up to date.” 

A major stumbling block in contemporary 
psychology and psychiatry is the concept of 
unconscious cerebration. The author gives an 
ample view of opinions and intimations on 
this subject prior to 1890, beginning with the 
assumptions of socalled primitive peoples con- 
cerning dreams. Unconscious thinking has been 
the subject of speculation by philosophers 
and psychiatrists from century to century. 
“By the middle of the 19th century, ideas 
derived from the three factors-general philo- 
sophical psychology, associationism, and re- 
flexology had become fused into the general 
concept of unconscious cerebration . . - Said 
Maudsley : “It may now be affirmed that the 
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most important part of mental action, the 
essential process on which thinking depends, 
is unconscious mental activity . . ." But 
Maudsley and later William James were dis- 
turbed by the rather loose way of some meta- 
physical psychologists in dealing with the 
unconscious as if it were an entity rather 
than a process. James declared that making 
arbitrary distinction "between the unconscious 
and the conscious . . . is the sovereign means 
for believing what one likes in psychology, and 
of turning what might become a science into 
a tumbling-ground for whimsies.” 

The author sums up: “The idea that the 
mental causes of emotional disorders are 
often unconscious is clearly of great antiquity 
. . . It was supplanted in some 20th century 
psychologies by the idea that these causes 
were always unconscious (having wilfully 
been made so by the Ego). Whether or not 
these 20th century contributions are advances 
is nat established.” 

A separate chapter is devoted to the ancient 
history of somatopsychic relations and the 
significance of physical features in revealing 
states of health and personality types. The 
phrenology vogue of the 19th century comes 
in here. 

Chapter 6 is titled “Venus Ascendant.” 
With references and quotations it shows that 
the extraordinary, somewhat obsessional con- 
cern with sex in the 20th century under 
Freudian influence is no new thing. 

Under the caption “Civilization as a Social 
Evil.” “Every generation,” the author reminds 
us, "contrasts the wickedness and unhealthli- 
ness of the present with the noble honesty 
and simplicity of the past.” Beginning with 
a complaint of the Yellow Emperor (ca. 
2600 B:C.) about the disorderly social condi- 
tions of his time as compared with days 
gone by, this perennial defect of psychological 
perspective is traced down to the one of our 
day. Altschule concludes : “The subject should 
be studied on the basis of four propositions : 
1) That civilization causes mental and emo- 
tional disorders ; 2) That mental and emotional 
disorders cause civilization; 3) That both 
cause each other ; and 4) That neither causes 
the other." 

The shifting views of specialists through 
the ages on the subject of treatment of mental 
disease are given a separate survey. Bleeding, 
purging, punishment, kindness, prayer, “tran- 
quilizing" machines, water cure, drug therapy, 
magnetism, psychotherapy, all are duly docu- 
mented. This section is illustrated. 

In a final chapter Altschule traces the 
ancient origins of Freudism, particularly in 


Greek philosophy. As he sees it, clinicians of 


today "have only two choices with respect - 


to Freudism : They may accept a theory of 
mental and emotional disorder that is based 
almost entirely on ancient speculations or 
they may wait for modern physiology and 
experimental psychology to provide the data 
for a valid theory of behavior. If such data 
were available now, there would of course 
be no need to choose—and no intuitive sys- 
tem, Freudian or otherwise, would receive any: 
consideration." 

This is a long review for a short book ; but 
it is laden with historical information and will 
profit the reader. 

C.. Baa 


A TrexrBook or CuinicaL NEuRoLocv. (8th Ed.) - 


By I. S. Wechsler. (Philadelphia and London: 
W. B. Saunders Co., 1958, pp. 782.) 


The volume under review is the eighth edition 
in 30 years of this well-known textbook of which 
the seventh edition appeared 6 years ago. These 


facts are a measure of the value that has been | 


placed upon it. 

The book starts with an account of methods of 
examination of the nervous system, including a 
section on psychological diagnosis. There follows 
an account of the diseases of the nervous system 
under the headings of the Spinal Cord, the Periph- 
eral Nerves and the Brain. A concluding section 
deals with the neuroses, largely from the analytic 
point of view. It is the author's intention “to in- 
clude most, if not all, the clinical neurologica 
problems which confront the student and practi- 
tioner.” The dilemma upon the horns of which 
such an aim places the author of a relatively small 
book has been pointed out many times and this 
book is no exception. There is brief mention 
many uncommon entities at the expense, perhaps, 
of some, such as occlusion of the internal carotid 
artery, which might have been treated more fully. 
This deficiency is only in part remedied by the 
lists of selected references at the end of 
section. " 

The book in general has a pleasant, old-fashioned 
flavour and deals faithfully with the classical syn- 
dromes of neurology, but much recent work í 
some of the current preoccupations of neurologists, 
such as the myositides and the degenerations (sic. 


associated with the presence of a neoplasm, afe 


barely touched upon. P 

It is written in a vigorous, engaging style with 
frequent expression of the author's personal views 
and practice. These range from conservative o 
sel to the proposition that the term epilepsy shouf 
be discarded (not illogical, perhaps, in the term 
nological maze that surrounds the subject of com 
vulsive disorders). The book is well produced 
illustrated and is of convenient size. 

In conclusion, this reviewer would not recom- 


mend it to the student nor as a book of reference 


but the instructed reader will enjoy this s 
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of Dr. Wechsler’s long experience of the practice 
of neurology. 
Ricuarp A, Cuampers, M. D., 
University of Toronto. 


MULTIVARIATE CORRELATIONAL Anatysis. By 
Philip H. DuBois. (New York : Harper and 
Brothers, 1957, pp. 202. $4.50.) 


This volume presents a systematic formu- 
lation of multiple and partial correlation, a 
matrix method of multivariate correlational 
analysis in which every element has statistical 
meaning and a general design of finding multi- 
ple R. In addition, a flexible means of finding 
a series of multiple R’s which correspond to 
an increasing series of predictors is set forth. 

Ever since Galton discovered correlation 
and the theory was extended by Pearson and 
his associates it has occupied an important 
place in scientific research. The author does 
justice to his subject. Students and social 
science research workers will find the discus- 
sion on factor analysis most enlightening. The 
excellent glossary at the end of this book is 
an added bonus to an already meaty opus. 

ARTHUR LERNER, Pu. D., 
Los Angeles City College. 


Teacnino THE Bmionr AND Girtep. By Norma E. 
Cutts and Nicholas Moseley. (New York: 
Prentice Hall, $4.25.) 


This volume is a compilation of the experiences 
of thousands of teachers, gifted students, and their 
Darents assembled to assist teachers in the class- 
room and those in training to recognize, appreciate, 
understand, and guide children with superior learn- 
ing ability. 

The authors stress the importance of recognizing 
the bright child for his overall capabilities rather 
than from the arbitrary figure of the LQ. The 
gifted child should be recognized in his early school 
life in order that an appropriate curriculum be pro- 
vided. Emotional disturbances, hearing or visual 
defects and reading problems occur in the gifted 
child and, if not recognized and corrected, will hin- 
der his progress, The subsection on “General Char- 
acteristics of Bright Children” provides a list of 
well-defined and illustrated criteria for recognizing 
the gifted child for his individual abilities. Through- 
d his school career the combined efforts of the 
opes is needed to prepare the bright child for 
: » uture. The gifted child serves as a stimulus to 
d e teacher in her own learning rather than a hin- 
: ao Considerable information is provided in the 
me as an aid for the teacher in recognizing the 

right child, 
1s at helpful suggestions ior the management of 
habes ted child are explained in detail in the chap- 
“Ug on “Enrichment: Purposes and Plans” and 
Utilizing Community Resources.” Throughout the 
Scussion of the various subtitles of these chapters, 


the authors refer to published articles which are 
available to teachers in furthering their work with 
the gifted child. 

The authors offer practical suggestions for pro- 
viding facilities within the school program for the 
bright child. These suggestions are illustrated with 
procedures presently used in schools throughout the 
country. 

The importance of emotional growth as an ad- 
junct to academic progress and the role the teacher 
plays in the bright child’s emotional development 
is well defined. The importance of the teacher 
limiting herself to the teaching role in her rela- 
tionship to the emotionally disturbed bright chil- 
dren is stressed by the authors. 

The appendices provide lists of reference ma- 
terials on the bright child which are readily avail- 
able to teachers. 

This volume is a clear and understanding presen- 
tation of the academic approach to the gifted child. 
It should be a valuable asset to the library of 
schools and colleges. 

Rurua E, Durry, M. D., 
Devereux Schools, 
Devon, Pa. 


Tue Mxnprcar Interview. By Ainslie Meares. 
(Springfield, Ill. : Charles C Thomas, 1957, 


pp. 115.) 


Medical education becomes more and more 
complicated, not the least complicating factor 
being the increasing responsibility of general 
physicians for the management of emotion: 
disturbances. A few decades ago doctors, often 
content to detect or exclude the presence of 
structural disease, commonly dismissed mental- 
ly disturbed patients with the unsatisfying 
opinion that they were organically sound. In 
recent years we have progressed to the point 
where many doctors not only diagnose mental 
illness confidently but also seek out causative 
factors by studying the inherited and inborn 
constitution, family conflicts, social influences 
and neurotic patterns of behaviour. Frequent- 
ly, however, uncertainty prevails when the 
family doctor or general physician asks him- 
self “How can I help this patient improve in 
mental health P" Some doctors try to refer 
many of these patients to psychiatrists only to 
find that the patient may be loathe to go, pre- 
ferring help from his family physician, or that 
the psychiatrist is so busy it will be weeks 
before the patient can be seen. Obviously, as 
medical students are taught, all these patients 
cannot be treated by psychiatrists. Medical 
students urgently need wise guidance about 
the office management of patients with psy- 
chological problems. The Medical Interview 
is sure to help doctors who have not had post- 
graduate training in psychiatry and who d 
cerely wish to increase their skill in psycho- 


therapy. Indeed many psychiatrists, particular- 
ly those responsible for teaching medical stu- 
dents, will profit by studying this book. 

Dr. Meares discusses the management of 
the patient who is structurally fit but suffering 
from a psychological disturbance. He assumes, 
reasonably, that there is a place for a series 
of interviews, usualy from one to six, in 
which the general physician helps the patient 
reveal the emotional basis of the problem and 
learn how a better adjustment can be made. 
Aware of what is happening in the interviews 
the doctor tries first to mobilize, then control 
and ultimately reduce anxiety in a beneficial 
way. Dr. Meares avoids espousing any school 
of psychiatric therapy and he carefully points 
out that the doctor who undertakes this form 
of treatment is not conducting an involved 
analysis of the patient and his problem. 

The author's views on physical examination 
are controversial He assumes that in certain 
cases the physical examination has value only 
as a technique to aid the patient in revealing 
emotional conflicts, He advocates watching 
how the patient undresses in order to learn 
more about his personality and, with certain 
very reticent patients, he recommends that 
the doctor help to remove articles of clothing. 
No doubt the psychological aspects of how the 
patient approaches and submits to physical 
examination are important. Nevertheless the 
examination itself remains an important part 
of the investigation of patients suffering from 
mental disorders and its value in diagnosis 
should not be minimized, 

To those who say psychotherapy is an un- 
teachable art this book provides effective 
contradiction. In only 112 pages the author 
makes many valuable suggestions. Worth 
Special mention are his considerations of: 
what motivates the patient to consult his 
doctor ; what motivates the doctor to treat the 
patient; the considerable therapeutic impor- 
tance of rapport and empathy established 
during interviews ; the relative ineffectiveness 
of intellectual understanding unless accom- 
panied by emotional involvement of the pa- 
tient ; the importance of the doctor's attitude 
expressed often unwittingly in speech and 
manner; the various ways of helping a pa- 
tient me emotionally involved in the 
understanding of his problems. 

Here is a book which deserves to be wide- 
ly read, 

W. B. Sprautprnc, M.D., 
Toronto, Ont. 


Tae RELATION OF PsycuiarRY TO Pa. 
coLocx. By Abraham Wikler, M. D. ( 
more : Williams & Wilkins, 1957, pp. 
$4.00.) 

This excellent review of the general area 
of psychopharmacology is a highly noteworthy 
accomplishment. The work is broad in scope. 
yet gives detailed and critical consideration 
to the many areas and problems which it 
encompasses. A total of 889 references is 
listed. The period covered by the review runs 
from 1930 to 1955. The pharmacological agents 
discussed include insulin, carbon dioxide, the: 
barbiturates, and the amphetamines, as well 
as the newer tranquilizing drugs and the 
psychotomimetic agents. .- 

The book is divided into 4 major sections. - 
The first is a consideration of the effects of 
drugs on human behavior, a section which Y 
covers both the therapeutic effects of drugs” 
and their hallucinogenic actions. The other 
3 sections consider the biochemical, the neuro- 
physiological, and the psychological aspects” 
of current theories as to the mechanisms : 
drug actions. These theories are scruti 1 
in the light of the available experimental ^ 
evidence. In his summary, ‘Dr. Wikler stresses — 
his belief that the effects of drugs on human - 
behavior must be understood not solely in - 
terms of a single effect on a single enzyme 
system, brain center, or psychological function, 
but must be seen as a pattern of actions 
manifesting themselves at various levels in - 
various ways. : 

It should be added that, in laying the 
ground work for discussion of theories 0 
drug action, Dr. Wikler reviews in a com- - 
pressed but meaningful manner much of our - 
present knowledge concerning brain function - 
and the biological bases of behavior. Dr. - 
Wikler is to be congratulated for the prepara- 
tion of a most timely and needed review OF — 
an actively expanding area of research in- 
terest. It provides within its covers a synth 
and critical analysis of much material to be - 
found scattered throughout the numerous - 
journal articles and conference proceedings — 
dealing with the many facets of psychiatric 
drug action. 

Jonatuan O. Core, M.D., 
Nat. Inst. of Mental Health, 
Bethesda, Md. 


Das Psycnoanatytiscne Vouxssucn. 5th b 
Edited by Paul Federn and Heinrici 
Meng. (Berne, Switzerland : Verlag Hans 
Huber, 1957, pp. 448, 12 illustrations, 


DM or SFR 29,80.) 
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The present edition of the Volksbuch is the B 


i 


1959] 


5th, the 4th having been published in 1939, 
and ranks among the most widely read psycho- 
analytic literature. As the, now sole, editor 
reveals (Dr. Paul Federn died in New York 
City in 1950) this volume is thought of as 
Number 1, containing 4 major sections: gen- 
eral articles on psychoanalysis, psychology and 
psychopathology, Krankheitskunde und Heil- 
kunde (psychosomatic medicine), and non- 
medical. disciplines (ethnography, sociology, 
law, poetry, arts, myth, legends and prehis- 
tories, religion, ethics, and psychohygiene). 
Later this year the second volume will appear, 
containing articles on Seelische Hygiene, sex, 
education, child analysis, and “branches of psy- 
choanalysis," The present volume's contribu- 
tors number, as in the past editions, 21, al- 
though they are not all the same ; however, 
some of those who have died have retained 
their space in the Volksbuch, such as Ferenczi, 
Jeckels, Landauer, Pfister, and Hanns Sachs. 
Others have been added: Maria Pfister- 
Ammende, Konrad van Emde Boas, the late 
Thomas Mann, and Erwin Stengel. 

A review of the present volume, particularly 
concerning the “older” contributions made dur- 
ing the life-time of Freud, reveals that the 

system” of psychoanalysis seems to have been 
completed or nearly completed at the time of 
Freud’s death. Since then, it appears that but 
one major contribution was added, namely that 
of sociology, which is magnificently represented 
by van Emde Boas, the great Dutsch sociolo- 
gist, and which corroborates Ernest Jones’ 
chapter on “Sociology” in the third volume of 
his Freud biography. 

The first contribution, written by the editor, 
Prof. Heinrich Meng, is one of the most inti- 
mate human documents on Freud that has 
iow to this reviewer's attention. In the sec- 
a on non-medical disciplines, it would be 

esirable, if feasible, for attorneys, ministers, 
ehtnologists, and artists to secure reprints for 
eir respective disciplines, as all of us can 
profit from the depth and the width of psycho- 
partis theory or, as the Germans aptly say, 
enken, and this despite and because of many 
criticisms, no matter how valid. 
ae it should be made clear that the 
te of the book is misleading. It is in no sense 
^ “Popular” or “popularizing” work; on the 
"iau d it has its place only on the shelves of 
te practising physician, psychiatrist, psycholo- 
gist, and psychoanalyst, and anyone who is 
Concerned with problems in psychotherapy. 
Hans A. ILLING, Ps.D., 
Los Angeles, Calif. 
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Tae FawmLY IN Psycnormenary. By C. F. 
Midelfort, M.D. (New York: Blakiston 
PAN McGraw-Hill Book Cò., 1957, 

50, 


This book attempts to present a more 
scientific approach to a method of treatment 
which is well known and probably applied 
by many individuals in the field of medicine. 

The introduction describes the viewpoint of 
the author that the family must be involved 
in a successful therapy of any individual in 
order for the improvement in the psychologi- 
cal illness to be maintained. He describes 
initially the contrast between the way a 
family views the illness and the way the 
community views it, and points out that the 
family has many reparative factors within 
its ordinary function. From this he goes on 
to describe the use of a subjective approach 
of the family in order to provide creativity 
and release of frustration. Further, the author 
points out that there are ways of demonstrating 
love and feeling that can only operate within 
a family. 

Dr. Midelfort describes a way of classifying 
illnesses related to the regressive phases that 
they show in relationship to development. In 
this scale, the schizophrenic illnesses are the 
most infantile, and hysteria illustrates the 
most developed reactions of individuals. ; 

The therapy, which he goes on to describe 
in some detail through the use of case material, 
js based on a family being present for inter- 
views and a certain amount of the therapy 
being carried out by the presence of the 
family in the hospital. This is based on certain 
assumptions : 1. That objective activities that 
constitute usual group behavior are essential 
to health ; 2. That regression is a normal re- 
action of individuals under stress; 3. That 
learning, growing and maturing are dependent 
on love. 

Dr. Midelfort points out that his inter- 
viewing methods are dependent on analytic 
techniques, and that the sick individual is 
detached from his lack of health through the 
creation of something new. He feels that the 
family approach seeks to expand these con- — 
cepts and offers the patient a real opportu- 
nity to repair himself. The methodology in- 
cludes not only interviews with the parents 
and other relatives, but having many mem- 
bers of the family be in the hospital and even - 
sleep with the patient when indicated. It goes 
on to encourage normal sex relationships. He 
further stresses some considerable closeness 
and body contact with the physicians and 
others. This would not always be easy for 
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many of us to carry out, even in a hospital 
type of practice. The hospital in which Dr. 
Midelfort operates is a smaller one in a 
highly rural community where religion plays 
an important part in the lives of individuals. 
Dr. Midelfort brings out the role that re- 
ligion does play and utilizes this role in bring- 
ing out contrasts between his own religious 
beliefs and those of the patients. 

Many people reading this book will find it 
difficult to understand the strength of the 
phenomenon that Dr. Midelfort describes. Not 
many of us would be willing to make as close 
contact with our patients and many of us 
would find it uncomfortable to encourage the 
amount of family living together that Dr. 
Midelfort carries out. Some of the case results, 
however, in terms of speed of recovery from 
very severe illnesses, are rather dramatic. Dr. 
Midelfort also lists those cases which are not 
as satisfactory in the outcome as others. He 
should, indeed, be congratulated for a very 
fresh approach to a very difficult method of 
treatment, but it is impossible not to express 
Some caution as to the ability of many of us 
to utilize his methods. Many people will find 
this material most interesting and there may 
well be portions of the methodology that can 
be applied in other clinical settings. 

Henry H. Work, M.D., 
Los Angeles, Calif. 


Metnops or Gnou» Psycnornerary. By Ray- 
mond J. Corsini. (New York: McGraw- 
Hill, 1957, $6.50.) 


Dr. Klapman, himself a widely read author 
of a book on group psychotherapy, aptly 
states in the Foreword to this volume that 
Corsini has made a “commendable effort" to 
integrate into a single volume "the several 
dozen trends that merge into the concept of 
group psychotherapy," Corsini's "fairness to 
all the major schools of thought, and the 
amount of scholarship that went into this 
book. This reviewer would like to stress par- 
ticularly the last point: in a method, as 
relatively new as group psychotherapy and 
hence as controversial, Corsini's scholarship 
comes as a refreshing, rare and welcome 
gift to any reader, who wishes to inform 
himself about the whys, hows and whats of 
group psychotherapy ; I believe there is no 
other volume like it, and perhaps won't be 
for some time to come. 

The book's merits are many. Also its unique- 
ness, readability, and relative independency 
from unnecessary jargon, which so frequently 
mars the usefulness of a text and imposes 


considerable strain on the reader. The author 
is also as objective as humanly possible in his 
approach of, and the treatment toward, sey- 
eral schools of thought under discussion. That, 
of course, is not to say that he achieved a 
perfect objectivity, which perhaps may not 
even be desirable. Yet I would say that Cor- 
sini has offered the best “nonpartisan” book 
in group psychotherapy so far, has tried to 
be historian, theoretician, clinician, and re- 
searcher, and has been honest. That many 
readers may disagree from a non-eclectic point 
of view would seem to me their loss, as per- 
haps no author will be able to write a book 
for everybody. On the other hand, the in- 
dividual schools and their students can but 
gain from Corsini’s display and researches, 
showing different, and sometimes, new vistas, 
even though the book is not permeated to 
the core with, say, Freudian perfume, For 
those who wish to be indoctrinated into spe- 
cific types of schools or view, the author has 
ample references, and other books, whether 
those written by Moreno or by Slavson, are on 
the market to fill their particular needs. 

The first chapter, devoted to the historical 
developments of group psychotherapy, will 
probably find some arguments in various 
quarters. For instance, Moreno claims for 
himself the first coinage of the term “group 
psychotherapy” (in 1932), without, however, 
substantiating his claim, although he cites 
many “witnesses” for his testimony, such as 
William Alanson White, Winfred Overholser, 
Pierre Renouvier, S. H. Foulkes, and even 
the author of this book himself (although un- 
mentioned by Corsini!). On the other hand, 
at the time this book went to press, the writer 
did not have Bach and Illing's research before 
him, in which the root of modern group 
psychotherapy was found to be in the writings 
of the early German sociologists, particularly 
Georg Simmel and Leopold von Wiese, and 
prior to Freud ; in fact, these authors proved 
that Freud depended on these sociologists 
(as well as Le Bon and McDougall) in ar 
riving at some portion of his psychoanalytic 
theory, particularly that of the “mass.” Simme 
published his Soziologie in 1892, describing 
the “conflict of groups.” On the other hand, 
the psychoanalytic movement gets a little bit 
the short treatment, particularly the contri 
butions of Schilder and Wender. (Since the 
book’s publication and since this reviewers 
researches on this subject, he learned from Dr. 
Rudolph Dreikurs in Chicago of the photo- 
static copies in the latter's possession of the 
minutes of the first group psychotherapeuti¢ 
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sessions in private practice in Vienna in 
1928 !). 

Some of the highlights of this book are 
mentioned here briefly: the chapter on “In- 
dividual and Group Therapy" will shed light 
as to its innumerable advocates and opponents. 
There is practically no agreement among the 
clinicians. The author is understandably pre- 
judiced on behalf of "his" method, group 
psychotherapy, particularly when he states 
that both methods "are not in competition," 
but that group therapy holds the stronger 
position, "since those who favor group therapy 
are in a stronger position as they, for the most 
part, also have practised individual therapy," 
whereas those "who argue against it have 
had, for the most part, no direct experience 
in its use." 

The book has 4 appendices, a bibliography 
containing 419 numbers (for the most ex- 
haustive bibliography in group psychotherapy 
see Corsini's special issue in last year's Group 
Psychotherapy), visual aids, and complete 
authors’ and subjects’ indices. 

To repeat : for more detailed group psycho- 
therapy, school-oriented, the reader is re- 
ferred to books elsewhere, such as psycho- 
analytic group psychotherapy, in which, in 
my opinion, Slavson has no peer. But since 
this book is mainly designed to be a “primer” 
for students, rather than for experienced group 
psychotherapists, I would know of no book 
that would serve this all-around purpose as 
the one written by Raymond J, Corsini. 

Hans A. Inxine, Px.D., 
Los Angeles, Calif. 


IwrERNATIONAL Review or CRIMINAL POLICY. 
(United Nations, No. 11, Jan, 1957.) 


_ This issue is the eleventh in the series pub- 
lished by the United Nations, Readers who 
do not possess the complete series will be 
Pleased to find (page 90) an outline of the 
Contents of the preceding 10 issues. 

Of particular interest to psychiatrists are 
two articles dealing with abnormal offenders. 
One article is concerned primarily with treat- 
ment; the other with criminal responsibility. 
i ere is a comprehensive summary of the 
egal tests of insanity in criminal cases in 
Various European and American jurisdictions. 
A brief review permits of only one quotation— 
oen in Europe and the United States the 
^e and the medical professions seem to dif- 
ch to some extent in their view of the phe- 

omenon of the will. The doctor's approach to 
a wixemination of the abnormal offender tends 

deterministic while the lawyer usually 


prefers to judge from the standpoint of the 
freedom of the will." 

Other excellent features are the section on 
publications, comparative legislative changes 
and a topical bibliography. 

K. G. Gray, M.D., 
Toronto, Can. 


Fırry Years or SociaL Work N THE MEDI- 
caL SETTING. By Harriett M. Bartlett. 
(Nat. Assoc. of Social Workers, 1957. 
.75¢.) 


In October, 1955, the Massachusetts Gen- 
eral Hospital celebrated the fiftieth anniver- 
sary of its Social Service Department. The 
anniversary also marked a half century of 
medical social work as one branch of social 
work in this country. The address given on 
the occasion by Harriett M. Bartlett is the 
basis for this publication. It provides a con- 
cise survey and critique of the field of medical 
social work over this period. The author 
credits Dr. Richard C. Cabot for a perspective 
which in 1905 was ahead of the times. She 
quotes him as emphasizing, “service to the 
total personality of the patient insofar as this 
service is needed to promote his health.” 

In the early days medical social work carried 
almost the sole responsibility for bringing the 
social viewpoint into the hospital inas- 
much as doctors of that day were concentrated 
largely on the organic aspect of illness, With — 
the later development of interest in psychoso- 
matic medicine, psychiatric social work sep- 
arated from medical social work and the fiel 


tended to focus closely on their own - 
ties, It therefore became increasingly im- 
portant for the social worker to keep a clear 
orientation as to the inter-relationships of her 
specialized field first to the total field of social 
work and, second, to the other professions 
with which she cooperates. The author be- 
lieves that social work is “a configuration of 
elements none of which is unique but which 
in combination represent a contribution quite 
distinct from that rendered by any other pro- 
fession.” The social work specialists having 
defined themselves within the framework of 
their own profession "should in the coming 
years identify, formulate and demonstrate the 
social work contribution as it is distinct 
but relates to the services of the health pro- 
fessions.” 
Dr. Bartlett observes that social workers 
tend to borrow concepts from other disciplines, 
thinking more in medical and psychiatric than 
in social terms. She also feels that there has 
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been a tendency to stress too narrowly self- 
awareness rather than the broader awareness 
objectively within the wide framework of 
society and its institutions. She points out the 
fact that doctors and psychiatrists who are 
mainly patient-centered, look to the social 
worker for an authoritative evaluation of the 
total social situation, not just the patient's feel- 
ings about it. 

Looking ahead, the author sees each of 
the various health professions as determining 
more specifically how much of the psycho- 
Social area it can encompass within its own 
competence and where the limits lie. In keep- 
ing with this trend social work will have de- 
fined its own area which will be better ac- 
cepted and understood by the others. 

This material is presented with clear his- 
torical perspective and a sense of goal. Psy- 
chiatrists, who at present are increasingly con- 
cerned with the problems of effective inter- 
action of the closely related fields of psychiatry 
and social work, will find this small publica- 
tion informative and readable. 

Beuran C. Bossetman, M.D., 
Chicago, Ill. 


PanarsvcHoLocv. By J. B. Rhine and J. G, 


Pratt. (Springfield, Ill. : Charles C Thom- 
as, 1957, pp. 220. $4.75.) 


The publication of this book forms some- 
thing like a milestone in the history of para- 
psychology. For it is the first textbook of the 
subject, offering to readers a survey of present 
knowledge of the field and a guide to experi- 
mental techniques. Each of the book’s two 
parts deals with one of these subjects. 

In Part I, “Present Knowledge”, the authors 
maintain in general a conservative tone and 
have chosen to present only the material of 
parapsychology which has been most clearly 
substantiated, They review the basic and now 
classical experiments in which the evidence 
for extrasensory perception and for psycho- 
Kinesis was first established. They correspond- 
ingly neglect the large amount of data collected 
in studies of “spontaneous cases" of extra- 
sensory perception and in studies of the phe- 
nomenon of mediumship, It is important to 
mention this restriction of the material to the 
experimental work so that a reader will not 
expect a guide to the entire subject of psy- 
chical research. 

Those who still resist the recognition of 
parapsychology as a legitimate branch of 
science may find many of their objections 
handled in the careful presentation of “Ob- 
jective Research Methods” which Chapter 2 
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provides. In Chapter 4 the authors grapple 
with the problem of “Psi and the Physical 
World”, here running into the lack of a satis- 
factory theory for the understanding of para- 
psychological phenomena. They rather assume 
a duality between the processes of extrasensory 
perception (and kindred phenomena) and the 
physical world. Although psi phenomena inter- 
act with the physical world, the authors do 
not suppose that they could possibly be a part 
of the physical world or another expression of 
it. Moreover, they seem to be combating a 
mechanistic philosophy of physics which is 
rather unfair to those physicists and other 
scientists who have abandoned a mechanistic 
point of view. 

Chapter 5 will be of particular interest to 
psychiatrists for it takes up the “Psychology 
of Psi” and reviews the rather extensive work 
which has been done, chiefly in the last 15 
years, on psychological factors which influence 
the occurrence of parapsychological phenom- 
ena. These factors include attitude (e.g. of 
scepticism or credulity) towards extrasensory 
perception, motivation to succeed, and the 
relationship between the experimental subject 
and the experimenter and agent. A section of 
the following chapter discusses briefly the 
subject of “Psi in Psychiatry”, mentioning the 
failure of persons with mental illness to show 
(on the whole) unusual capacity for extra- 
sensory perception, contrary to the frequent 
claims of paranoid patients to have such 
capacity. However, the authors remind us that 
psychiatrists are in an unusually favorable 
position to study parapsychological phenom- 
ena. A number of psychiatrists have con- 
tributed studies of extrasensory perception im 
their patients which have been particularly 
valuable because of the wealth of information 
available about such subjects and their rela- 
tions with other people at the time of the 
occurrence of the parapsychological communi- 
cations, È 

Part II introduces the reader to “Testing 
Techniques” and provides first a discussion 0 
“Psychological Recommendations for Psi Test- 
ing”. Like many other phenomena, parapsy- 
chological communications have their condi- 
tions of expression and the experimenter must 
respect what is known of these if he wishes 
to obtain the best results. The following chap- 
ter reviews basic test procedures and usefu^y 
distinguishes exploratory tests and procedures 
for conclusive tests in which additional sate- 
guards against error are included. A chapter 
on statistical methods commonly used in par?- 
psychology follows and the appendix includes 
a set of tables which gives the results of man? 
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of the calculations frequently used in evaluat- 
ing data. 

I can recommend this book highly as an 
introductory guide to parapsychology. It has 
no pretensions to being more than this and it 
admirably succeeds in this avowed purpose, 
all the more so as it includes abundant refer- 
ences to original sources of published work and 
other reviews. 

Ian SrEvENsoN, M. D. 
Charlottesville, Md. 


INVESTIGATIONS PRELIMINAIRES A UNE ÉTUDE 
SCIENTIFIQUE DE L’ALCOOLISME PSYCHIA- 
TRIQUE. By Docteur Claude Nachin. (Lyons, 
France: Imprimerie Nouvelle Lyonnaise, 
1957.) 


This monograph is a report of studies 
carried out under the direction of Dr. André 
Réquet, physician-in-chief of The Psychiatric 
Hospital at Vinatier (Rhóne), France. It 
mainly deals with a clinical study of some 534 
patients who voluntarily sought medical as- 
sistance in coping with the psychopathological 
manifestations of acute or chronic alcoholism. 
In almost all cases, conditioned reflex treat- 
ment or its more recent variant, disulfiram 
therapy, was used. 

The author distinguishes between what he 
terms the buveur traditionnel, an individual 
who repeatedly overindulges in alcohol to the 
Point where he develops cirrhosis or some 
Other visceral complaint, but never presents 
obvious psychopathology; and the buveur 
psychiatrique, who is said to consume on the 
whole much less alcohol. The latter neverthe- 
less does display a varying degree of psy- 
chopathology and always, according to the 
author, presents gross evidence of emotional 
traumata in his background. This distinction 
would seem to be an oversimplification of a 
very complex problem. 

The author describes briefly the major psy- 
chopathological syndromes (delirium tremens, 
pathological intoxication, etc.) associated with 
acute and chronic alcoholism. He then outlines 
Some of the typical emotional traumata which 

e discovered in the life histories of his 
Sie tl psychiatriques and includes a detailed 
Chis a analysis of these multiple factors, of 
childh desertion by one or both parents during 

» ood is considered the most important. 
Sse attempt to interpret some of the psy- 
As > aspects of alcoholism the author points 
civ (pee historical discrepancy : he con- 
quantity at in a 20-year period the total 
d of alcohol consumed in France 
» whereas the incidence of psycho- 
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pathological manifestations of alcoholism has 
increased. He concludes that economic and 
social factors inherent in the culture have 
contributed, in the individual, to a lessened 
ability of the body to tolerate a given quantity 
of alcohol. This novel concept is one with 
which many physiologists and biologists might 
wish to take issue. 

The final chapters describe treatment meth- 
ods and results for the period, 1949-55. Of the 
total group of 534 patients, 453 were classified 
as buveurs psychiatriques, and 141 were not. 
Both groups were studied together, and most 
of them while in the hospital were treated with 
disulfiram. One year after treatment 239, or 
about 40%, showed good results. These in- 
cluded not only total abstainers but also those 
who drank rarely without apparent damage, 
and those who, though demonstrating overt 
pathology after infrequent drinking, recovered 
rapidly and sustained the improvement, In the 
total group of 534, a preliminary series of 199 
patients was studied in the period, 1949-51. 
A follow up showed that 5 or more years after 
treatment about a third of them still showed 
good results, as defined above. 

The author stresses the importance, for dis- - 
charged patients, of regular psychotherapeutic 
contact with the hospital and urges them to 
enroll also in the A.LD.E.S., which appears 
to be a French analogue of Alcoholics Anony- 
mous. In conclusion, he takes note of many 
social and economic aspects of alcoholism 
which, as he correctly points out, extend far 
beyond the bounds of medicine. 

This monograph tends to look upon alco- 
holism and its psychopathological concomitants 
as if they constituted a primary disease proc- 
ess. If, as in much current thinking, one 
regards alcoholism as the symptom of a pro- 
found disturbance of personality, it follows 
that no approach to alcoholism should neglect 
the psychotherapeutic process. The author 
stresses psychotherapeutic contact once Or 
twice a month with the patient after discharge, 
but does not mention a more intensive ap- 
proach during hospitalization. Conditioned 
reflex and especially disulfiram therapy are an 
important part of any total therapeutic ap- 
proach to alcoholism but they are only part of 
a much larger whole. Disulfiram therapy, after 
all, is only effective as long as the patient re- 
tains sufficient motivation to take his medicine 
on a regular basis. The establishment and 
maintenance of such motivation often depen 
upon fairly prolonged and intensive psycho- 


therapy. 
BRADFORD G. MURPHEY, M.D., 
Langley Porter Neuropsychiatric Institute. 
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Socrorocy or Deviant Benavior. By Marshall 
B. Clinard. (New York: Rinehart & Com- 
pany, Inc.) 

Deviant behavior is covered from top to 
bottom in this well-balanced survey of an ex- 
tremely large field. This book is earnestly de- 
tailed and presents a stimulating theoretical 
basis for all deviant behavior, while being out 
of date in discussing psychiatric problems. 
Written as a text, and a large one, for students 
of sociology, it is, in addition, a fine source 
book of data on crime in the United States. 
(In 1954 there were 2.25 million crimes com- 
mitted ; 6,850 persons were killed by murder 
or non-negligent manslaughter ; one half of all 
persons arrested for burglary or auto theft 
were under 18 years of age.) It has the further 
merit of covering many of the well-known 
sociological and socio-psychological studies on 
delinquency in concise summary form. These 
merits would make it useful as an addition to 
any psychiatric library concerned with de- 
linquency. 

But there is a rub. This book is not about 


delinquent behavior but deviant behavior. As , 


a result a number of dissimilar problems of 
Society are mixed to make a stew that is, at 
times, unpalatable. For example: “. . . not all 
criminals have the same characteristics . . . 
Similarly, excessive drinkers are of various 
types. People suffering from mental disorders 
and suicide can also be subdivided into a num- 
ber of types." Later, the statement is made 
that "few would say that mental illness or 
such ordinary crimes as burglary and larceny 
are other than 'bad.'" It is a sort of guilt by 
association. There is implied, however un- 
wittingly, that delinquent behavior and mental 
illness have the same origins and will be eradi- 
cated by the same methods, Except in the most 
general way, this is a false implication. Fur- 
ther, and even more important, there is a 
moral condemnation involved in delinquent 
acts from which mental illness has only re- 
cently become freed. Professor Clinard's book, 
rather than lifting criminal acts into the realm 
of symptoms of mental disorder—which some 
criminal acts are—tends to lower mental dis- 
order into the realm of ‘badness.’ " 

Because the etiology of deviant behavior is 
discussed as a single entity there is no proper 
assessment of the significance of psycho- 
analytic theory in the understanding and treat- 
ment of neurosis. On the other hand, psycho- 
analysis is criticized for not providing an 
encompassing explanation for delinquent be- 
havior. Unconscious motives of thought and 
action, the study of family relationships in 
early life and problems of identity and of the 


internalization of controls are not considered 
in any depth. 

Having rejected a dynamic psychiatric 
framework, Professor Clinard does offer a 
clearly reasoned alternative—urbanism. The 
increase in city living by the population of 
the United States-from 28% in 1880 to 64% 
in 1950—is correlated with a dramatic prepon- 
derance of crimes other than murder and man- 
slaughter in urban areas. The sins of urbanism 
—anonymity, attenuated group loyalties, aim- 
less mobility, a decline in intimate and in- 
formal social control and social isolation—are 
given as the explanation for this difference. 
There is some support for this view in that 
migrants do have a higher rate of delinquency 
as do societies in which conventional family 
Structure is disrupted. 

Viewed as summary and survey rather than 
as a critique of theory, Professor Clinard's 
book is a useful contribution to the literature . 
of delinquency. 

Sipxey L. Werkman, M. D., 
Washington, D. C. 


Locic AND PsvcHoLocy. By J. Piaget. (New 
York: Basic Books, 1957.) 


Piaget has long been concerned with cogni- 
tive development. In this book, which is based 
on three lectures given in the University of 
Manchester in 1952, he attempts to relate 
cognitive development to logic as an opera- 
tional algebra. From the point of view of psy- 
chology, operations are thought of as "actions 
which are internalizable, reversible and co- 
ordinated into systems characterized by laws 
which apply to the system as a whole." Ex- 
amples of such operational systems are classi- 
fication or the inclusion of classes under eac 
other, and seriation or the linking of asym- 
metrical transitive relations into a system. The 
relations involved in such systems are, o 
course, fundamental relations in formal logic. 

Piaget rightly points out that the actu 
thought processes of the child, or even the 
adult, do not conform to the patterns 
axiomatic logic. He proposes, therefore, t9 
bridge the gap between psychology an 
axiomatic logic by a "psycho-logic" which is 
related to these in the same way as math- 
ematical physics is related to pure mathematics 
and experimental physics. What, in effect 
Piaget does is to order some logical formulae 
in such a way that they correspond with al- 
leged stages of mental development. 

The book is extremely condensed and cannot 
readily be followed without some prior aC: 
quaintance with Piaget's methodology 
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theorizing. Some confusion is introduced by 
the authors use of "operation" to stand both 
for symbolic processes as they occur in actual 
thinking, and for the operations of logic. The 
bridging of the gap between logic and psy- 
chology may, therefore, be more apparent than 
real. 
Ricuarp H, Watters, Px.D., 
University of Toronto. 


CEREBRAL Patsy ın Curipxoop. By Grace E. 
Woods, M. D. (Baltimore: Williams & 
Wilkins, 1957. pp. 158. $6.50.) 


Dr. Grace Wood's book, Cerebral Palsy in 
Childhood reflects the joint efforts and values 
of team work in the clinics as well as in the 
community field work, being carried on in the 
Bristol area. Although the Medical School of 
the University of Bristol is one of the youngest 
in Britain, it is characterized by a dynamic 
approach to the old and unsolved problems of 
medicine which has earned a front rank posi- 
tion for its efforts. 

It is refreshing to find a new survey of the 
old problem of paralysis arising in early life. 
This small volume is well illustrated and the 
material arranged in a practical manner. 

The background history of the subject is 
briefly summarized, the incidence of cerebral 
palsy as revealed by the Bristol series, covering 
18 years and 6,691 live births, reveals the 
average number of cerebral palsy children that 
teach 5 years of age, is 1.90 per 1,000 births 
in the years 1938-51. 

The clinical material studied has been 
grouped and classified along prevailing lines. 
Aetiology, clinical characteristics of the various 
types of cerebral palsy, as well as a discussion 
and a short summary to each chapter, makes 
this book a valuable manual of reference, not 
only for the pediatrician, but for the neuro- 
Psychiatrist and general practitioner as well. 

It covers in brief, visual defects, speech dis- 
turbances and seizure complications. A final 
assessment of behavior disorders and educa- 
bility, round out the subject of cerebral palsy 
in childhood in a most satisfying manner. 

The author is to be congratulated on her 
hr to present such a difficult subject in a 
clear, simple and enjoyable manner, enhanc- 
ing its value to those interested in the overall 
c inical aspects of cerebral palsy. 

This small volume should be well received 
sd ead interested in the problems of child- 

Sod paralysis, or the structural and behavior 
andicaps that arise in these early years. 
Tempe Fay, M. D., 
Philadelphia, Pa. 


UNDERSTANDING Boys AND Girts WHo Have 
Prosiems. By Eugene C. McDanald, Jr. 
(Austin: Hogg Foundation, Univ. of 
Texas, 1957. p. 15. .15c.) 


The author's clear, direct style which is free 
of technical jargon, and his sympathetic under- 
standing of the problems of both children and. 
parents make this attractive pamphlet very 
readable and worthwhile for an audience of 
parents and teachers. Dr. McDanald asks what 
adults can do to help children whose behavior 
is either definitely anti-social or merely an- 
noying to others. He stresses the importance 
of avoiding harsh judgment and disciplinary 
methods which are threatening and anxiety- 
producing to the child and of understanding 
the child's basic inner insecurities that give 
rise to inappropriate behavior. With real 
empathy, both as a psychiatrist and as the 
father of 4 children, Dr. McDanald cites an 
experience with his own son to show how chil- 
dren reveal their basic emotional needs through 
their total behavior and not merely through 
their verbal expressions. He also illustrates this 
with a case example of an adolescent boy 
whose model behavior broke down in the form 
of stealing religious books when he was pushed 
by his parents, more for their own sake than 
for his own, to continue his many leadership 
responsibilities rather than being allowed to 
be himself in less strenuous pursuits. The 
author explained this boy's behavior as the 
wish to get caught doing something bad in 
order to embarrass and impress his parents 
with his need to lead a more normal life like 
other boys. Although valid, this formulation 
which is necessarily over-simplified for this 
type of popular presentation may lead to some 
misconceptions and misapplications. For ex- 
ample some parents may erroneously think 
that any firm guidance and direction might 
lead to adolescent rebellion and delinquency 
and might therefore fail to provide appro- 
priately needed firm encouragement and 
standards of performance. As presented, the 
understanding of this boy's behavior does not 
take into account why he resorted to stealing 
rather than to some other type of anti-social 
behavior in order to *bring his parents to their 
senses" or why in the first place he was unable 
to assert himself in a socially appropriate 
way with his parents. These questions are 
raised merely as a note of caution in the selec- 
tion of case examples which in their over- 
simplification might be misconstrued by @ lay 
audience. y 

The last part of the pamphlet consists of a 
well-done description of the kind of atmos- 
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phere of mutual trust and respect between 
adults and children which is fundamental in 
helping children to master the problems of 
growing up and which at the same time en- 
ables adults to attain their highest fulfillment 
as parents and teachers. Since some readers 
will be interested in learning more about help- 
ing their children achieve "the spirit of free- 
dom to do as a grown-up or child what one 
wants to do, within the limits of fair play and 
decency", this last part of the booklet could 
have been expanded, or it might have included 
a reference list of selected readings from the 
many excellent ones already available for 
helping parents and teachers in understanding 
boys and girls who have problems. 
Oruitpa Kruc, M. D., 
Child Guidance Home, 
Cincinnati, Ohio. 


Crresrat ArorLexr. By John Riishede. (Acta 
Psychiatrica et Neurological Scandinavica, 
1957, Supplementum 118. Vol. 32.) 


This monograph deals with the arteriogra- 
phic study of the supra-tentorial circulation in 
cases of apoplexy and the findings are corre- 
lated with the clinical features in 100 cases. 
Reference is made to the pathological and op- 
erative findings in many of these cases but 
these data are, by comparison with the rest, 
meagre. 

The book is divided into 2 parts, the first 
an account and discussion of the arteriographic 
findings and the second the correlation of these 
findings with the clinical state. The first sec- 
tion contains a brief description of the normal 
carotid arteriogram and a carefully argued ac- 
count of what may legitimately be deduced 

_ from various arteriographic appearances. This 
is followed by a description of the findings in 
the 4 categories into which the author divides 
his series—occlusions, cerebral circulatory in- 
sufficiency, haematomas and known vascular 
lesions. This section contains a good review of 
the relevant literature up to 1956. In the sec- 
ond section the author surveys the clinical and 
arteriographic findings and seeks both to es- 
tablish the critería of accurate diagnosis and to 
elucidate the pathogenesis of these conditions. 
Some brief comments on treatment are ap- 
pended. 

The author's conclusions agree with those 
of most recent writers on this subject—in the 
fallibility of clinical diagnosis, the frequency 
with which neither occlusion nor haemorrhage 
is found (30% of the author's series) and the 
importance of a consideration of circulatory dy- 
namics. Of particular interest is the discussion 


of the arteriographic findings upon which an 
opinion may be given that the cerebral circu- 
lation is insufficient. In his cases of apoplexy 
in whom neither occlusion nor haematoma 
could be shown he found such evidence of 
vascular disease in all. The author does not 
discuss the condition of generalized ischaemic 
brain disease due to atherosclerosis, but his 
observations have obvious relevance to the 
diagnosis in this condition. 

With regard to occlusions, the author men- 
tions en passant that he has not found meas- 
urement of the intra-ocular pressure to be of 
value in the diagnosis of carotid artery occlu- 
sion. This is contrary to the views held by 
some other observers and will, if substantiated, 
be a disappointment to those who had hoped 
that this technique might spare these patients 
the risks of arteriography. The author does not 
regard these risks as greater in these patients 
than in any other group of neurological pa- 
tients and has achieved a satisfactorily low 
rate of morbidity. 

The main deficiency of the book, imposed 
by the restriction of his observations almost 
wholly to the supra-tentorial circulation, is the 
neglect of the vertebral system. The inter- 
dependence of the carotid and vertebral sys- 
tems has been shown to be an important 
aspect of the pathogenesis of cerebral infarc- 
tion. 

The book is the best available study of the 
arteriographic aspects of apoplexy. The illus- 
trations are clear, but all are tracings of X-ray 
photographs. There is an excellent bibliogra- 
phy. It is clearly written and the authors 
views are forthrightly expressed ; he empha- 
sises those points on which a valid conclusion 
cannot be formed. 

R. A. Cuamnens, M. R. C. P., 
Toronto, Can. 


PHARMACOLOGIC PrincirLes or Manica PRACTICE: 
4th ed. By J. C. Krants, Jr. and C. J. Carr. 
(Baltimore: Williams and Wilkins, 1958, PP 
1,313. $14.00.) 


This edition is considerably larger than the third 
and brings the reader well up to date with recent 
developments in the field of pharmacology an c 
treating diseases, Advances in treatment are bas¢ 
in part on new conceptions of drug action, and in 
part on the new drugs offered to the physician 
retains the style of former editions and remains t e 
easily readable text which can be recommend 
student and practising physician. » 

G. H. W. Lucas, 
University of Toronto 
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Tur EPILEPTIC SEIZURE, IT’S FUNCTIONAL 
MORPHOLOGY AND DIAGNOSTIC SIGNIF- 
1caNce. By Cosimo Ajmone-Marsan and 
Bruce L. Ralston. (Springfield, Ill. : Charles 
C Thomas, 1958, $6.00.) 


This is a report of the clinical and electro- 
encephalographic findings in Metrazol-induced 
seizures in epileptics ; the work was done at 
the National Institute of Neurological Diseases 
and Blindness. The series is made up of 119 
patients in whom 153 seizures were induced. 
This series would seem to be too small—par- 
ticularly after the cases are divided into their 
various subgroups—to allow for any definite 
conclusions and it will be interesting to see 
what the authors in the future find in“... a 
still larger series of cases to further clarify 
those diagnostic groups with poor representa- 
tion . . . and to further investigate the validity 
of the various lateralizing signs." The authors 
start out with the concept that “The correct 
classification of any given type of epilepsy is 
the obvious necessary postulate for the selec- 
tion of treatment; in particular, when the 
possibility of surgical management of seizures 
is contemplated . . . in the rather numerous 
instances in which . . . (a careful history and 
complete electroencephalographie examina- 
tion) ... are inconclusive, incomplete, or con- 
tradictory, the decisive criterion for diagnosis 
remains the witnessing of an attack while re- 
cording simultaneously the electrical activity 
of the brain.” Metrazol was chosen as the 
analeptic agent and it was found capable of 
Producing a seizure typical of the patient's 
Spontaneous attacks in 90% of the cases. The 
evolvement of the induced seizures was re- 
corded carefully : visually, cinematographical- 
y and electroencephalographically. 

i There is a good review of the literature on 
€ use of Metrazol as an "activating" agent. 
Owever, most of the people who have re- 

ported. on Metrazol "activations" have been 

men interested in using this technique 
ee erentiate epilepsy from non-organic 

VO Side edes Metrazol was used by 
Al aem and Ralston to delineate the 

epil of a seizure once the diagnosis of an 

psy had already been established. 
phasize main value of this study is to em- 
taking nuite dramatically the necessity of 

E us 9 account each particular element 

aikacha E and their exact sequence to obtain 

charge : ea ipo of the initial area of dis- 
might "ur the subsequent pathways that 
à M envolved in the spread of the dis- 
ge. Not much that is really new is forth- 


coming from this series although the last 
chapter, in summarizing and discussing the 
various findings, presents some interesting, 
general concepts. As a clinical experimental 
technique, this presentation should be of in- 
terest to neurologists, neurosurgeons and 
electroencephalographers. 
WALTER J. FREDLANDER, M.D., 
Boston, Mass. 


Systematic SocroLocy, An Introduction to 
the Study of Society. By Karl Mannheim. 
Edited by J. S. Erös and W. A. C. Stewart. 
(New York: Philosophical Library, Inc., 
1958, pp. 169. $6.00.) 


This volume is a further contribution to the 
publication of Karl Mannheim’s collected work 
in English. It is edited by two of his former 
research students who are now teaching in 
the University College of North Staffordshire. 
The editors have also written an illuminating 
preface. 

Mannheim left Germany in 1933 shortly 
after Hitler came to power and went to Lon- 
don. This book is based upon two courses of 
lectures that he gave in London beginning in 
1934 and continuing during the war years. In 
these lectures Mannheim attempted a more 
systematic analysis of the psychological aspects 
of man and society than he had ever before 
essayed. Much of the analysis seems outmoded 
today, especially in view of the emphasis upon 
social factors given by Alexander, Fromm, 
Horney, Sullivan and others. Nevertheless, by 
stressing the psychic character of social bonds, 
the author leads us toward a deeper under- 
standing of social life. 

His systematic investigation of social life 
begins with a description of the elementary 
processes which are found in most societies. 
According to Mannheim, these elementary 
social processes are the minutiae of society 
whose importance lies in their part in directly 
shaping the individual. He investigates the 
psychological aspects of the intimate contacts 
in primary groups, such as the family, friends 
and school groups, which lead to the "intro- 
jection of the impulses and sentiments" pre- 
vailing in such relationships. lt is in these 
groups that identification with others is first 
experienced by the growing person and it is 
here that the feeling of social unity first 

es. Later in life identification develops 
on a larger scale in secondary contacts, 
as the church, the political party and the na- 
tion. (This is strongly reminiscent of Charles 
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H. Cooley's theory of the primary group, first 
published in 1909.) 

Yet Mannheim does not devote himself en- 
tirely to the formal generalizing method. He 
incessantly explores the possible contributions 
of sociology to the solution of the modern 
crisis. In his theoretical work he tries to detect 
those economic, social political, and psycho- 
logical determinants which, if correctly 
handled, would enable the social reformer to 
influence the course of human development. 
His plans for reform are always based upon 
sociological insight. 

Pragmatism on a grand scale is not fashion- 
able in American sociology today. Instead, 
there is an emphasis upon “middle-range” 
theory and research—in race relations, crime 
and delinquency, marriage and the family, 
industrial organization, as well as in other 
areas such as the field of mental health. This 
orientation is more modest and realistic but 
it is also less inspiring than the sociology en- 
visaged by Karl Mannheim. 

CraAupE C. Bowman, Pu. D., 
Dept. of Sociology and Anthropology, 
Temple University, 
Philadelphia, Pa. 


Panent-Cump Tensions. By Berthold Eric 
Schwarz, M.D., and Bartholomew A. Rug- 
gieri, M.D. (Philadelphia: J. B. Lippin- 
cott Company, 1958, pp. 238. $4.95.) 


This book is the result of the interdisci- 
plinary efforts of a pediatrician and a psy- 
chiatrist. It is a most desirable enterprise 
Since parents are often faced with behavior 
problems of children extending beyond the 
training of more than one frame of reference. 

Parent-Child Tensions is written in a non- 
technical and readable manner beginning with 
the early stages of emotional development. 
An important feature of this volume is its 
pointing up the significance of the parental 
role in the formation of healthy personality. 
Since, as clinicians know, parents have a 
tendency to intensify child problems by their 
own attitudes and actions, it is important for 
them to be familiar with each stage of psycho- 
logical growth and ways of coping with pert- 
inent problems. 

The authors’ approach should prove to be 
valuable to parents, physicians, and parents- 
to-be. 

ARTHUR LERNER, Pu. D., 
Los Angeles City College. 


Existence. A new Dimension in Psychiatry 
and Psychology. By Rollo May, Ernest An- 
gel, Henri F. Ellenberger, Eds. (New 
York: Basic Books, Inc., 1958, pp. 445. 
$7.50.) 


The psychologist, Dr. Rollo May, takes pains 
to uncover the roots and the importance of the 
“Existential Movement in Psychology." He de- 
fines: “Existentialism, in short, is the en- 
deavor to understand man by cutting below 
the cleavage between subject and object 
which has bedeviled Western thought since 
shortly after the Renaissance." He also writes 
"Existentialism is not a comprehensive philos- 
ophy or way of life, but an endeavor to grasp 
reality." He writes against the "Compartmen- 
talization and Inner Breakdown in the Nine- 
teenth Century," whereupon he tries to show 
the particular merits of Kierkegaard, Nietzsche 
and Freud. This leads over to Dr. May's "Con- 
tributions of Existential Psychotherapy.” “Ex- 
istential Psychotherapy is the movement 
which, although standing on one side on the 
scientific analysis owed chiefly to the genius 
of Freud, also brings back into the picture the 
understanding of man on the deeper and 
broader level-man as the being who is hu- 
man." And: “The fundamental contribution 
of existential therapy is its understanding © 
man as being.” Further: “Man is the being 
who. can be conscious of, and therefore 1e- 
sponsible for, his existence.” According to his 
discussion May seems to be one of the most 
experienced existential psychotherapists. 

The psychiatrist, Dr. Ellenberger, has con- 
tributed a concise “Clinical Introduction to 
Psychiatric Phenomenology and Existenti: 
Analysis.” He writes ; “Psychiatric phenomen 
ologists and existential analysts are psychia- 
trists using certain new philosophical concepts 
as tools for psychiatric investigation. He 
discusses descriptive, genetic-structural an 
categorical phenomenology, observing that 
“phenomenology essentially ignores psychic 
and physical causality.” He defines “Existenti- 
alism is the philosophical trend of thought 
which takes as its focus of interest the consi 
eration of man's most immediate experienc® 
his own existence.” He briefly shows Heideg 
ger's contribution and then deals with Ludwig 
Binswangers “existential analysis” (Daseins: 
analyse) which stems from Heidegger s po 
losophy, the "analysis of the structure i 
Dasein” (Daseinsanalytik). Dr. Ellenberge 
remains rather sober ; the unpretentiousness 
his chapter stands out favorably against P 
May’s way of explanation. 
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In the second part of the book are papers 
by Eugene Minkowski, Erwin W. Straus and 
V. E. Von Gebsattel, in the third, papers by 
Ludwig Binswanger and Roland Kuhn repub- 
lished in English translation. 

The introductory chapters help the reader 
to get some information on phenomenology, 
more, as the book's title promises, on existential 
analysis which Drs. Ellenberger and May con- 
sider as a school of existential therapy derived 
by Binswanger from Heidegger's philosophical 
school of thought. Many writers complained 
about Heideggers harsh dealing with the 

ge; his psychiatric followers eagerly 

took over the master’s stylistic and verbal 
technique or “mistechnique.” This shows more 
in May's review than in Ellenberger’s. As re- 
gards Daseinsanalyse, the acceptance without 
Criticism and without any mention of critics 
is deplorable. The authors do not seem to 
bother about F. Heinemann, who, incidentally, 
coined the term Existenzphilosophie in a book 
published in 1929. One cannot help wonder- 
ing whether psychiatrists will deal with ex- 
istential analysis as they dealt with psycho- 
analysis. This is what I mean to say: over- 
whelmed by the novelty or apparent novelty 
the material offered, will again many 
doctors hurry to get on the bandwagon ? Even 
then enthusiasm will cool off and progress will 
be made in preserving a variety of existential 
concepts without surrender to Heidegger 
Whole philosophy and its psychiatric offshoot. 

The field of phenomenology is already wide- 
ly open, A number of original psychiatrists 

ve been and are forging their own phenom- 
enological tools. This is unmistakably shown in 
the papers by Minkowski, Straus and von 

sattel, 
Eucen Kaun, M.D., 
Baylor University, 
Houston, Tex. 


Uxceranve Coxrms. By Harry E. Bacon, 
M.D., with contributions by Paul Carroll, 
M.D., and Leroy W. Krumperman, M.D. 
(Philadelphia : J. B. Lippincott Co., 1958, 
Pp. 395. $10.00.) 


This is a comprehensive study of ulcerative 
colitis by a highly experienced surgeon. It is 
ased upon his study of 440 cases, 108 of 
Whom had colectomies. A comprehensive dis- 
Cussion of etiological factors indicates a broad 
tange of possible determinants of the disease, 
ranging from infection to emotional dis- 
e? the author's conclusion is that the 
th Ogy remains “completely obscure,” that 

€ field for speculation is wide open, and that 
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constitutional factors must be given some 
weight in seeking definitive cause for the 
disease. The initial sections of the book deal 
with clinical pathology, symptomology and 
diagnosis of the disease, together with an in- 
formative chapter on ulcerative colitis asso- 
ciated with pregnancy. The author's excep- 
tional experience enables him to present a 
comprehensive discussion of both the more 
conservative and radical surgical procedures. 
Statistics as to mortality and morbidity are 
provided; pre-operative and post operative 
care are thoughtfully discussed. 

The material upon which this study is based 
represents the more severe cases of ulcerative 
colitis ; presumably many were referred to the 
author after considerable effort on the part of 
other clinicians to cope with the illness. The au- 
thor repeatedly stresses that clinicians, includ- 
ing psychiatrists, fail to recognize the serious 
implications of the illness, and the unwarranted 
delay in taking recourse to surgery has un- 
favorably influenced the course of many cases. 
His experience with surgical intervention, 
where indicated, has been most favorable. 

The author recognizes the importance of 
psychological factors in the illness, and in- 
cludes a section on psychotherapy in ulcera- 
tive colitis. He points out the confusions that 
exist with respect to concepts of the disease 
as a psychosomatic illness. His own experience 
with his series of cases leads him to state that 
“our experience demonstrates unequivocally 
that psychotherapy has been entirely unsatis- 
factory” (p. 183). He inveighs against the 
difficulties created when patients in psycho- 
therapy are made relatively inaccessible to the 
surgeon or physician. He notes that the parents 
of young patients in psychotherapy were 
“bitterly insulted by the impertinent prying 
into their sex life and its effect on the problem 
and questions “is vulgarity considered a psy- 
chiatric tour de force ?" 

The author states that for the patient who 
has developed ulcerative colitis the attending 
physican should serve in the capacity of psy- 
chiatrist. He stresses the importance of the 
patient doctor relationship, and that in selected 
cases, psychotherapy is indicated. After pre- 
senting a case with favorable outcome after 
psychotherapy and change in the patients 
reality situation, he questions whether the 
psychiatric treatment had been of any value, 
and recommends the application of a “little 
garden variety of common sense.” 

This book, understandably, is much more 
useful to the surgeon than to the student or 
clinican who seeks orientation and perspective 
that includes appropriate weighting of psycho- 
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logical factors in illness. The author quite 
properly stresses the necessity that specialists 
in diverse medical fields must co-ordinate their 
efforts and pool their resources and skills, if 
advance is to be made in care of the patient 
suffering with as poorly understood a condi- 
tion as ulcerative colitis, The humility he 
recommends, however, like charity, should 
probably begin at home. 
Grorce J. Momm, M.D., 
Los Angeles, Calif. 


COUNSELING THE EMOTIONALLY DISTURBED. 
By C. H. Patterson. (New York: Harper 
and Bros., 1958, pp. 458. $6.00.) 


This volume, published in March 1958, is 
one of Harpers Exploration Series in Edu- 
cation under the Advisory Editorship of an 
experienced and noted educator, John Guy 
Fowlkes. The author is an associate profes- 
sor in the College of Education of Illinois 
University—a University that has pioneered, 
since 1948, in a parallel endeavor by provid- 
ing special accommodation for the education of 
physically handicapped students. 

The book, however, is based on 10 years’ 
experience in working with emotionally dis- 
turbed veterans in the Vocational Rehabil- 
itation and Education Program, supplemented 
by information gleaned from a wide sampling 
of the work of others. Each chapter is followed 
by a brief summary and pertinent references. 
The latter aggregate a total of 584 titles sup- 
plemented by an appended alphabetical index 
of individual authors. 

The book is motivated by the lag in voca- 
tional and occupational rehabilitation of the 
emotionally disturbed; the dearth of trained 
personnel to carry out the duties involved, and 
the lack of training facilities and material for 
instruction necessary to render such duties 
effective. In general, its purpose is to bring to- 
gether available information and the results 
of research in this field. 

The author discusses the nature and scope 
of emotional disturbances that lend strength 
to the belief that disorganized emotional re- 
actions may result in an individual being in- 
effectual or unable to live his life gallantly 
and courageously, He discusses the present 
and past services in this field; the qualifica- 
tions, preparation, and training for counsel- 
ing; the need and feasibility of vocational 
rehabilitation ; and the general problems in 
counseling the emotionally disturbed. He also 
discusses the counseling interview, the evalua- 
tion of various tests, the vocational objective, 

and occupational adjustments. 


The author cautions against too great a re- 
liance on the value of tests and also upon psy- 
chiatric diagnostic labels. The latter some- 
times tend to lead the counselor away from the 
more significant aspect of the situation, name- 
ly, the extent and degree of faulty communi- 
cation. 

Much that is presently known about coun- 
seling the emotionally disturbed is perhaps 
closer to opinion rather than to specific knowl- 
edge. Nevertheless, the author believes there 
is a present need for a text in this field, 
without waiting for all the answers to the 
various problems involved. Moreover, present 
day workers in the field are in need of help 
for meeting the demands of their job. Indeed, 
the book may be useful to all counselors, or 
students of counseling, for meeting the re- 
habilitation problems of the emotionally dis- 
turbed. It is, however, not prepared as a book 
on general counseling techniques for it is pre- 
sumably intended for those having a knowl- 
edge of the tools of vocational counseling, 
including tests of aptitude, interests, person- 
ality and field of occupation. 

W. L. T. 


Tue Sronwv DECADE: ADOLESCENCE. By 
George J. Mohr, M.D. and Marian A. Des- 
pres, Ph.D. (New York: Random House, 
1958, pp. 272. $3.95.) 


“The development of the emotional and so- 
cial life" of adolescents is the central concern 9 
this book by a psychoanalyst and a psycholo- 
gist. 
Indexed and excellently organized, the book 
is divided into 4 broad parts: 1. Personality 
structure and. growth, 2. Adolescent develop- 
ment, 3. Mental health problems of the adoles- 
cent, and 4. Mental hygiene for the adolescent. 
The first part traces personality development 
from "before birth" to “pre-adolescence. ‘The 
second part discusses the adolescent's psy" 
sexual development, character changes, inter 
lectual and creative interests, peer groups, aP 
the "search for identity". The latter chapt 
draws on Erikson’s studies of adolescent iden- 
tity” and is the longest and one of the 
in the book. In the third part there are Tu 
done chapters on psychological aspects * 
health problems, suicide, and delinquency: ^ 
addition to the expected one on emotion 
disturbances. jely 

The book's theoretical outlook “rests chi 
on the original work of Sigmund Freud - ds 
continuously modified in detail by yore 
experience" and includes the view that n 
of the human personality today transcen 
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bounds of any one scientific discipline". Among 
the 100 or so references cited at the end of 
the book, several professions are represented, 
even though psychoanalysis is the main one. 
Ideas of others are concisely summarized and, 
for the most part, integrated with a balanced 
respect for individual and social factors into 
the discussion of adolescence. 

The authors own considerable experience 
and thinking is reflected especially in the sec- 
ond and third parts of the book which include 
about 30 case histories admirably condensed to 
illustrate various points. There are some who 
will not agree fully with generalizations made 
here and there, as must be inevitable for any 
writing that undertakes this type of synthesis, 
despite the authors careful wording. For ex- 
ample, in discussing mental hygiene for 
delinquents, the authors say "The particular 
form of community organization is of less im- 
portance than the personalities who represent 
it" (p. 235) ; this reviewer finds that an in- 
teresting but unproven statement. 

No mention is made about the book's in- 
tended audience. Because it is so lucidly writ- 
ten, it may interest some sophisticated laymen ; 
but it seems suited mainly for those profession- 
al students, or practitioners, who seek a text- 
book introduction to current psychoanalytic 
ideas about adolescence. For this purpose, this 
reviewer considers it one of the three best 
psychoanalytic writings of recent years (the 
other two being Irene Josselyn’s 1952 volume 
“The Adolescent and his World” and Hilde 
Bruch’s review in the 1948 volume of “Ad- 
vances in Pediatrics”). 

C. Downie Tart, Jr, M.D., 
Columbia Psychoanalytic Clinic, 
New York, N. Y. 


Ouicopunenta wy Comemarion wirH CON- 
GENITAL IcHrHyosis AND Spastic Dis- 
orpers, Edited By Torsten Sjogren and 
Tage Larsson. (Copenhagen: Ejnar 
Munksgaard, 1957, pp. 112.) 


This is a clinical and genetic study of 
oligophrenia in combination with congenital 
ichthyosis and spastic disorders. It is a statis- 
Pat and thorough study of 28 cases, 90 of 
Which were observed in the county of Väster- 
botten in the north of Sweden. 

According to the authors this syndrome of 
°w-grade oligophrenia, congenital ichthyosis 
and spastic disorders of Little's disease type 
s: ve not been reported anywhere in the litera- 
iw The Clinical picture is characterized by 
X ngenita] stationary low-grade oligophrenia, 

°ngenital stationary pronounced ichthyosis, 
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which may be diagnosed as ichthyosiform 
erythrodermia, and congenital symmetric 
spastic pyramidal symptom in the extremities, 
especially the legs. With one exception the 
Spastic disorders are those found in typical 
cases of Little's disease; for some patients 
there was information that the gait had been 
gradually deteriorating. In the majority of 
cases the mental deficiency was diagnosed as 
idiocy (LQ. up to 30) and the rest as marked 
imbecility (higher I.Q. up to 50). 

No mental deficiency, ichthyosis or spastic 
pyramidal symptoms were found among the 
parents and siblings. The incidence of neuro- 
psychiatrie disorders in the families was not 
higher than in the general population. Exogen- 
ous factors were of no significance in the 
etiology of the syndrome. The disease has a 
genetic causation. 

This rare syndrome complex may be of some 
interest for the neurologist, the geneticist and 
some specialist of psychiatry dealing with 
mental deficiency. However, the small number 
of cases observed in the north of Sweden is 
too insignificant to be of real value at this time. 

RonBERT P. OpENWALD, M. D., 
Washington, D. C. 


Mannuck ANaLxsm, By Harold T. Christen- 
sen. (New York : The Ronald Press, 1958, 
pp. 645. $5.50.) 


This book has a real value in classes where 
marriage consideration is the main concern. 
Students of marriage and family problems 
will appreciate the threefold scheme around 
causal factors relating to success or failure 
in marriage. There are situational factors com- 
posed of the environmental context, personal- 
ity factors as related in terms of emotional 
and social maturity, and relationship factors 
pertaining to the interactions of courtship, 
marriage, and family living. The psychiatric 
practitioner may not find all he wants in this 
volume pertaining to his own particular theory, 
since Marriage Analysis is primarily concerned 
with foundations for successful family living, 
rather than a specific individual approach to 

justment. 
s ^ ARTHUR LERNER, Pu. D., 

Los Angeles City College. 


; Cumircar Psycmartry. 5th ed. By 

Eur P. Noyes, M.D., and Lawrence C. 

Kolb, M.D. (Philadelphia : W. B. Saun- 
ders Co., 1958, pp. 694. $8.00.) 


This book is one of the most popular and 
widely read psychiatric textbooks. The fourth 
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edition was published 5 years ago. In this 
fifth edition, Dr. Lawrence C. Kolb, professor 
of psychiatry, Columbia University, is co- 
editor. The volume contains two new chapters : 
one on “Pharmacological Therapy" and one on 
“Psychiatry and the Law.” 

In the past few years the whole field of 
psychiatry has been modified by the use of 
tranquilizing drugs. This influence is indicated 
by additions and changes that are made in 
many of the chapters dealing with various 
aspects of psychiatry, as well as in the special 
chapter dealing with pharmacological therapy. 

Although the basic material is similar to that 
of previous editions, the material in all chap- 
ters has been brought up to date, and there are 
many new bibliography references in almost 
every chapter. The reviewer will not attempt 
to indicate all of the modifications and addi- 
tions to the various chapters. However, in order 
to illustrate his point, he would like to mention 
certain additions. In Chapter VII, dealing with 
the “Examination of Patient,” the authors have 
included much more detailed information on 
various intelligence and projective tests. In 
Chapter XVII, dealing with epilepsy, com- 
ments are made on recent changes in the laws 
with reference to driving permits for epileptic 
patients. In Chapters XIX, XXI, and XXII, the 
authors have included new material on such 
topics as porphyria, tuberous sclerosis, phenyl- 
ketonuria, schilder’s disease, etc. 

In the chapter, “Psychiatry and the Law,” 
one can find up to date references on commit- 
ment laws, privileged communication, wills, 
competency in contracts, the M'Naughten Rule 
v. the Durham Decision. 

This reviewer has made frequent uses of 
Dr. Noyes' textbook since its first publication 
in 1934. It is a personal pleasure to read the 
fifth edition. The reviewer would recommend 
it highly, not only for the use of medical stu- 
dents and for teachers of psychiatry, but also 
for students and teachers in other professional 
groups such as social work, clinical psychology 
and law. 

Frank J. CunnaN, M.D., 
Charlottesville, Va. 


Tue MEASUREMENT AND ÁPPRAISAL OF ADULT 
INTELLIGENCE, 4th Ed. By David Wechsler. 
(Baltimore: The Williams and Wilkins 
Co., 1958. pp. 297. $5.00). 


Like its predecessors, this edition of The 
Measurement and Appraisal of Adult Intel- 
ligence concerns itself with theory, findings 
and applications of Dr. Wechsler's Adult In- 
telligence Scales. However, there has been 


much rewriting and 5 new chapters have been 
added. 

The new material is certainly most welcome 
and includes discussions on "Factorial Com- 
position of the W-B 1 and the WAIS’ 
“Changes in Intelligence and Intellectual 
Ability with Age,” “Sex Differences in In- 
telligence,” “Changes in Intelligence Conse- 
quent to Brain Damage,” and the “Utilization 
of the W-B 1 and WAIS in Counseling and 
Guidance.” Clinicians, especially psychiatrists, 
will find the chapter on “Diagnostic and Clini- 
cal Features” most helpful because of the 
explanatory comments presented as part of 
illustrative case material. 

The author is a Spearmanite, “reformed but 
unchastened.” He belongs to that group of 
intelligence viewers who believes in its inter- 
pretation as one aspect of total personality. In 
this understanding a new statistic which in- 
volves both field theory and non-linear dif 
ferential equations is called for. 

This reviewer hopes that in any subsequent 
edition of this volume Dr. Wechsler will de- 
vote a greater portion to cultural factors in- 
volved in intelligence testing and interpreta- 
tion. This area is still a fertile field and the 
author’s keen understanding of his subject can 
well play an important role in throwing further 
light upon this phenomenon. 

ARTHUR LERNER, PH. D. 
Los Angeles City College 


Joun Howanp : Prison REFORMER. By D. L. 
Howard. (London: Christopher Johnson, 
1958. 18s.) 

This is a well written account of the chat- 
acter, life and work of John Howard, the 
eighteenth century pioneer of prison reform. 
His classic volume State of the Prisons drew 
attention to the deplorable conditions 1n Eng 
lish and European prisons. Overcrowding, EF 
sanitary conditions, inhumane treatment ant 
other abuses were described together W! é 
practical remedial suggestions. Although mino 
crimes at that time were punished by hanging; 
the deaths of prisoners from jail fever an 


m 
other diseases far exceeded those fro 
execution. hich 

The evil conditions of imprisonment W 1 

large!y 


occupied Howard's attention are now f Pys 
of historical interest. His stress was are 
placed on the physical state of jails m his 
prisoner's mind was forgotten. Some 1 5 
observations are, however, still applicable " 
day. As for example, his strictures 0n k o 
whose attitude toward improving the tak 
the prisoner is the admonition “Let them 
care to keep out.” 
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The account of Howard's personal life is of 
much psychological interest. His marriage to a 
woman more than twice his age, who had 
nursed him through a serious illness ; his con- 
cern for the welfare of felons and his neglect of 
the child of his second marriage; his high 
religious principles and his close association 
with a corrupt manservant who fostered anti- 
social behavior in the master’s psychopathic 
son; his hypochondriacal complaints together 
with deliberate contraction of the plague; 
these apparent contradictions demand ex- 
planation. 

Perhaps the author is wise in not attempting 
to solve the riddle of Howard's character ; as 
the editor of this journal has observed “One 
must have a considerable measure of hardi- 
hood, or rashness, or something to perform 
a psychological post mortem 68 years after 
the death of the victim (Carlyle) ; even more 
to interpret arbitrarily his findings; and more 
still to publish his interpretations.” Never- 
theless, this psychological puzzle tempts the 
reader to private speculation. 

Jonn M. Macpowarp, M. D., 
Denver, Colo. 


Cumpren or tHe Kresurz. By Melford E. 
Spiro. (Cambridge, Mass.: Harvard Uni- 
versity Press, 1958. pp. 500. $10.00.) 

In 1951-1952 Professor Melford Spiro and 
his wife Audrey made an anthropological study 
of an Israeli Kibbutz, a systematic description 
of which they published in 1956 under the 
title Kibbutz: Venture in Utopia (Harvard 
University Press), That excellent volume gave 
an account of the socio-cultural setting within 
which socialization and development take 
place. In the present, more detailed, study 
the author gives an account of the socializa- 
tion process of the sabras, the first kibbutz-born 
Zeneration, and the effects of that unique 
Socialization process upon the development of 
personality. 

As Professor Spiro points out, although a 
part of Western society, the kibbutz, in its 
culture is in many respects uniquely different 
from any culture that is to be found in Western 
Society, The kibbutz is characterized by the 
, Practice of comprehensive collective living, 
Communal ownership, and cooperative enter- 
Prise, The kibbutz is a small agricultural village 
Community, and it is very definitely a child- 
oriented community, Children are raised by 
the community, not by their parents. As soon 
ap nursing has been completed at 3 months 

y the mother, the feeding of the child is taken 
over by nurses in the nursery, and ter 

€ parents see their children in the evening 
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after work. If the child is older than 6 
months the parents may take him to their room 
for about 2 hours. On Saturdays the parents 
may have the child for the whole day. As the 
children grow older they live in communal 
groups apart from the parents, and may not 
see the parents for days or even weeks. What 
kind of personality does the individual de- 
velopment under such unique socialization 
processes? In returning the answer to this 
question Professor and Mrs. Spiro make a 
fundamental contribution to our increasing 
understanding of the mechanisms underlying 
the formation of personality. 
AsuLEY Montacu, Pu.D., 
Princeton, N. J. 


Mopern Marrrce anp Famy Livine. By 
M. F. Fishbein and Ruby Jo Reeves Ken- 
nedy, Eds. (New York : Oxford University 
Press, 1957. $5.00.) 

This is a textbook adaptation of Successful 
Marriage which in its 1947 and 1955 editions 
was welcomed as filling a definite need in the 
literature. The present revision offers selec- 
tions from a broader representation of the 
social sciences with study questions and se- 
lected references at the end of each chapter. 
The editors’ faith in the ability of the reader 
to make intelligent decisions when provided 
with the most secure of available knowledge 
guides the presentation and discussion of the 
various topics. However, it is unfortunate that 
full discussion of such an important topic as 
contraception had to be curtailed by the 
practical reality of prohibitive federal and state 
legislation. There are only scattered references 
to the subject of contraception in the new 
edition, whereas it received more comprehen- 
sive and ‘candid treatment in the earlier 
edition. 3 

This book would seem to fill other important 
functions in addition to its intended purpose 
as a text in courses on marriage and the 
family: 1. as recommended reading for the 
many people who consult the general practi- 
tioner and the psychiatrist for assistance with 
problems having to do with general orientation 


to marriage, and 2. as a source of readings for 


tudy groups. 
ope ae Bernarp Lusi, Pa. D., 


Madison, Wisc. 


PATTERNS OF PSYCHIATRIC Nounsinc. By Harry 
W. Martin and Ida Harper Simpson. (New 
York: The American Nurses’ Foundation, 
Inc., pp. 150.) 

This paper-back 
ports a sociological 


volume of 150 pages re- 
study of psychiatric nurses 
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and aides in several North Carolina Hospitals 
made by members of the Staff of the Institute 
for Research in Social Science of the University 
of North Carolina, under a grant from the 
American Nurses' Foundation. It includes such 
studies of nursing personnel as their socio- 
cultural backgrounds, their reasons for enter- 
ing and leaving the field, their attitudes to- 
wards various aspects of their duties, their 
definitions of the most essential aspects of their 
function. The final chapters deal with the 
nurses ideas about the needs of the patient 
and the values of a constructive relationship to 
him as compared with the psychiatrist’s views 
in these areas. The diversity of the responses 
recorded are commented upon as follows: 
"Such disjunction of attitudes and percep- 
tions among the occupants of these three cen- 
tral roles (physician, nurse, aide) undoubtedly 
reflect lves in distorted working rela- 
tionships.” An educational program designed 
to improve this situation is not included in the 
scope of the study; it merely raises some im- 
portant questions. 
Turo. L. Demne, M. D., 
Philadelphia 2, Pa. 


INTERPERSONAL Diacnosis oF PERSONALITY. 
By Timothy Leary. (New York: Ronald 
Press Co., 1957, pp. 518.) 


This volume is representative of the better 
texts in the field of contemporary diagnostic, 
analytic and interpretive psychology. It is con- 
cerned with interpersonal behavior, with 
modes of existence observed in the course of 
the psychotherapeutic setting, The chief value 
of the text rests in the emphasis placed upon 
the complexity of human behavior in every 
day living coupled with a minimal of specu- 
lation beyond the observed facts. 

The author states his thesis in a series of 
working principles, the first being: “Person- 
ality is the multilevel pattern of interpersonal 
responses (overt, conscious and private) ex- 
pressed by the individual. Interpersonal be- 
havior is aimed at reducing anxiety. All the 
social, emotional, interpersonal activities of an 
individual can be understood as attempts to 
avoid or to establish and maintain self esteem.” 
The author points out then, that personality 
theories should hold for adjustive and malad- 
justive behaviors, that normality and abnor- 
mality should be defined as different points on 
the same measurement continuum and that 
conceptual terminology of personality should 
include the entire adjustive range of human 
activity. 

A series of these working principles is given 
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and the fifth of these is the key concept up 
which the book is based—"any statement abo 
personality must indicate the level of 
sonality to which it refers." Hence the 
a multilevel approach to the study of h 
behavior. By way of illustration, people wit 
ulcers are referred to as responsible 
managerial in their overt public behavio 
people with hypertensive arterial dis s 
refer to themselves as sweet and affiliative i 
their conscious self description; p 
suffering with dermatoses are selfpunishi 
the level of imaginative fantasy." This 
tive method recognizing as it does the ; 
of modes of existence should do much | 
hasten the end of using a single diagnostic 
label to characterize a human being. 
The author points out that the patient o 
produces a better interpersonal diagnosis 
the psychiatrist or psychologist. One wont 
if this is not to be attributed to the fact 
the patients are not burdened wih terminol 
nor do they have a pet theory to defend. — 
This book with adequate references at 
end of each chapter together with an Im 
of name and subjects is indeed worthy of the 
closest study. The author has drawn upon 
wealth of observed material and his coniu 
sions obviously are not arm-chair variety 
completed work is a credit to the 
Foundation of Oakland, California, the Sp 
sors of the project. t 
PauL A. Guess, M. D. 
Carmel, 


CONTEMPORARY ÁPPROACHES TO COG 
A SYMPOSIUM HELD AT THE UNIVERSITY OF 
CoLonapo. By Bruner, Brunswik, Fes 
ger, Heider, Muenzinger, Eds. (C 
bridge: Harvard University Press, 18 
$4.00.) 


Defined simply and comprehensively, cog? 
tion refers to “the problem of how man 
information and understanding of the v 
about him, and how he acts in and upon 
environment on the basis of such cogniti 
(Scheerer). The problem is a prof 1 
and has perennially taunted the intelligence 
man. During the past 100 years, scien 
psychology has alternated between paring 
overall problem of cognition into mani 
portions and seeking a resynthesis of the Ẹ 
lem’s original comprehensiveness. E 

A picture of where we are today in 
nection with this problem can be seen 
collection of the papers of Jerome S. 
Egon Brunswik, Leon Festinger, Fritz E 
Charles E. Osgood, and David Rapapo 
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comprised the 1955 symposium at the Uni- 
versity of Colorado. 

The papers are programmatic ; each author 
explains how he has proceeded in the past and 
indicates where he thinks significant problems 
await investigation. The influence of informa- 
tion theory, behaviorism, and psychoanalysis 
is evident in some of the presentations, al- 
though a very definite attempt is made by each 
author to maximize communication by in- 
troducing special terms only when necesary. 
Semantic problems remain, however, and it is 
necessary for each discussant to specify the 
range of agreement that exists between his 
own and another contributors use of terms. 

Four of the papers deal with cognitive 
processes; the only contrasting theme is raised 
by Rapaport who points to the need to study 
cognitive structures as well as processes. Rapa- 
port presents observations drawn from psycho- 
pathology and in so doing also raises the his- 
torically troublesome problem of consciousness. 
His provocative reflections deserve discussion, 
particularly in that they are in line with cur- 
rent developments in personality theory and 
research. His paper is not discussed in this 
volume but one would hope that future sym- 
posia will address themselves to some of the 
issues which he has raised. Although the 
symposium reveals much careful planning, the 
task of summarizing and contrasting the major 
points of the contributors is difficult. This 
function is ably performed by Fritz Heider's 
chapter, "Trends in Cognitive Theory." 

The psychiatrist who is interested in basic 
Psychological theory and research concerned 
with the problem of cognition will find this an 
important volume. 

BERNARD Lusin, Pu. D., 
Madison, Wisc. 


Cumrcan Psyomatry  (PsvcuuTRIA KLIN- 
1CzNA). By Tadeusz Bilikiewicz of Gdansk. 
(State Institute of Medical Publications, 
1957. pp. 691.) t 


This work is the first textbook of clinical 
psychiatry to appear in Poland since the end 
of World War II. The book is divided into 5 
Darts embracing history, general psychopath- 
ology and symptomatology, functional dis- 
orders, organic disorders, special theoretical 
problems, 

s may be of interest to historians of psy- 
t iatry that Polish forensic psychiatry dates 
rom the enactment of the Wislice Statute of 
1347. Some of the articles of the Statute re- 
veala remarkably sensible approach to men! 
ess. Ex ; Sec. IV, Art. 13 ; It is permissible 
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to disinherit children who malevolently aban- 
don their insane parents. Sec. V, Art. 13: The 
insane, until he regains his reason, is not 
allowed to manage his property or write a 
will. Art. 14: A person who wishes to take his 
life is either insane or intends to commit a 
crime. If he is insane, he 
sponsible. On the other hand, if i 

nal intentions, the fulfillment of which would 
serve to give validity to his testament, it can 
be assumed that such a person is incapable 
of lawful testation. 

Before World War Il, there were in Po- 
land 5 medical schools and 19 major psy- 
chiatric hospitals with a capacity of 14,000 
beds but the actual patient load approaching 
30,000, In the course of the war many hospital 
buildings were destroyed along with a good 
percentage of the medical staffs. Only 60 
physicians remained to treat the mentally ill. 
In 1956 there were 9 medical schools each 
with a psychiatric clinic and 24 mental hos- 
pitals with the total capacity of 23,580 beds. 

The sections of the book dealing with 
psychopathology, symptomatology and clini- 
cal syndromes are well organized and contain 
much practical information both for the medi- 
cal student and the training psychiatrist. Their 
forte is symptomatology, clinical diagnosis and 
prognosis. Dynamic psychiatry in the sense in 
which it is used in the U. S. A. is absent. Psy- 
choanalytic concepts are slighted or completely 
ignored. The author has this to say about 
psychoanalysis : “Freud’s psychoanalytic meth- 
od, originally progressive, contributed many 
valuable observations and stimulated lively dis- 
cussions and fruitful reflections. But soon it 
became transformed into a system of arbitrary 
and unsubstantiated speculations. The move- 
ment achieved world prominence and found 
support even among top ranking clinicians, for 
example, Bleuler. eus the epa e hien 
subsided, many clinicians sou separate — 
from psychoanalysis the useful observations 
but emphatically rejected the theoretical dead- 
weight. Today, it is mainly in the U. S. A. that 
psychoanalysis is in vogue on an incredible 
scale, its practice ges d on charlatanism, 
its theory on muggy physics. 

i On de subject of heredity, the influence of 
i is apparent. The 


possibility of inheritance of acquired 
ters under 
against erecting human psychology on canine 
experiments aş zoomorphism, 
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The authors theory on the evolution of 
disease processes is embraced in the con- 
cept of etio-epigenesis. According to this 
theory, the causal factors are stratified in 3 
layers or phases in a spatial and temporal 
sense. The first or basic level would corres- 
pond to the heredo-constitutional endowment 
of the individual. The second level is reached 
when specific or non-specific pathogenic and 
pathoplastic factors become "stratifed" upon 
the first layer and interact with it. The third 
layer constitutes the acute psychotic or psycho- 
neurotic reaction. In the case of schizophrenia, 
the first level denotes the pre-psychotic or 
healthy personality. The second level results 
when the specific schizophrenic process (whose 
exact nature is hitherto unknown) or non- 
specific factors (infection, toxin, trauma, etc.) 
begin to react with and modify the first. The 
third stratum corresponds to the eruption of 
the hebephrenic, paranoid, catatonic or mixed 
psychotic reaction. If the psychotic reaction 
occurs on a non-specific substratum, the prog- 
nosis is good and complete recovery may be 
expected, When the substratum is the specific 
schizophrenic process, familiar to us clinically 
as “chronic” or “simple” schizophrenia, then 
complete recovery is impossible. The author 
would limit the term schizophrenia only to the 
latter group of cases, Reactions occurring on a 
non-specific substratum he would term schizo- 
phrenoid or, according to French writers, 
schizophreniform. It is his opinion that only in 

is manner can one explain the enigma of 
this disease’s being “at the same time curable 
and incurable, acute and chronic, organic and 
functional, deteriorating and passing over 
without a trace.” 

Much of the substance of the book is de- 
voted to the elaboration of the etio-epigenetic 
theory in various psychiatric conditions. It 
is the author's conviction that the theory is 
useful in prognosis, therapy and statistical 


evaluations. 
J. M. Rapzrnsxr, M. D. 
Chicago, Ill. 


SCHIZOPHRENIA IN PSYCHOANALYTIC OFFICE 
Practice. Edited by Alfred H. Rifkin. 
(New York: Grune & Stratton, 1957. pp. 
150. $4.00.) 


This is a symposium which has brought to- 
gether the comments of prominent members 
of the psychoanalytical school and presents, as 
usual, an interesting and revealing picture of 
modern trends on the psychoanalytic theory 
of schizophrenia in psychoanalytic office prac- 
tice. For this reason, it is an important book 


and.should be read by serious students of 
psychoanalysis. However, the non-analyst or 
the student seeking a broad acquaintance with 
various schools of thought will find the book 
too specific in its content and not novel in its 
treatment. 

The first part deals with the concepts of 
schizophrenia and, as one might expect from 
a group of authors "the personal concepts 
vary.” There is the Kraepelinian concept of 
schizophrenia as a disease,—the confusion, 
when this concept is not distinguished from 
that of schizophrenia as a manifestation of the 
whole personality —The possibility that some 
specific organic factors may be found—ete. 

The second part treats “special” problems 
as l. transference and related problems and 
2. anxiety, panic and other problems. Two of 
the most interesting and stimulating chapters 
are those on “Panic” and “Family Role in 
Ambulatory Treatment" which are valuable 
for those who are non-analytically trained. 

The third chapter deals with treatment of 
schizophrenics. There was a lengthy discus- 
sion on latent schizophrenia, where one author 
"pointed out that all psychodynamics are 
there" while another stated "that the opposites 
are also there." It was stated that the selection 
of the schizophrenic patients is an important 
issue, then the therapist should have the 
precious gift of therapeutic power, acquired 
through life experience, personal therapeutic 
experience and a continuing practical experi- 
ence. 

Some leading psychiatrists still look upon 
schizophrenia as some sort of waste basket, or 
as a designation for a split personality. In the 
end there is still a lot of confusion in regard 
to schizophrenia. This book is another effort 
to understand schizophrenics and though there 
are still confusions, contradictions and nosologi- 
cal misunderstandings, any effort is a steP 
forward, where we may understand person- 
alities better in cooperation with psychiatry 
and the behavioral sciences. 

Rosert P. OpeNwarp, M. D. 
Washington, D. C 


Tae Primary Psycutatric SYNDROMES. By 
Dwight L. Moody, M. D., D. P. M. (E 
tol: John Wright & Sons, 1956. pp. 59° 
$7.50.) 


The author states in his preface that psy” 
chiatric thought has gotten more and more 
away from “specificity in describing bate 
plaining clinical problems.” He feels that s 
is an unfortunate tendency and that it j 
possible to demonstrate very specific sy” 
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dromes. He feels that this book "covers prac- 
tically the whole field of psychiatric patterns 
of reactions and personality in a concise 
treatise which may be readily accessible to the 
busy practitioner and student." 

The author considers that mental illnesses 
fall under 3 main headings. One, those that 
are apparently mainly psychological in origin 
and symptomatology, without apparent physi- 
cal basis. Two, those which are of organic 
origin and with predominantly organic 
symptoms; and three, a group which is 
essentially a mixture of the other two, with 
psychological symptoms grafted on to possible 
organic factors. 

In this book he considers the first group 
only. He then gives us classification of such 
disorders under 4 main headings: 1. reactive 
conditions, 2. psychoneuroses, 3. psychoses, 
4. personality behaviour disorders. Then fol- 
lows an attempt to give clear-cut symptoma- 
tology for each of the various disorders under 
the four main headings. 

Most psychiatrists will undoubtedly feel that 
it is not possible to outline and classify every- 
thing in such black and white fashion and to 
have such clear-cut symptoms and diagnoses. 
The whole book is a good review of much of 
the material that has appeared in the past in 
such attempts to give us extremly clear-cut 
diagnostic groups. Whether one accepts all 
of the authors conclusions or not, he can 
profitably spend some time checking over the 
material as assembled by the author and then 
deciding to what degree he agrees or disa- 
grees. 

The author ends with some 24 conclusions 
and suggestions which summarize his approach 
to this whole problem, classification and differ- 
ential diagnosis as well as his basic philosophy 
regarding the nature of various mental dis- 
orders, 

K. M. B. 


Tae Cun» anp mis Weurare. 2nd Ed. By 
Hazel Frederickson. (San Francisco: W. 
H. Freeman and Company, 1957. $5.00.) 


This book is designed to give a broad view 
of child welfare services in Fol country. Writ- 
ten in a clear and appealing style, a panorama 
of the field of child welfare is unfolded. “Child 
welfare is the term used to describe the many 
are varied professional social work services 
n ted to the social institutions that concern 
semselves with children. Underlying such 
ey is a philosophy of child care based 

n a knowledge of the important factors that 
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are involved in the child's healthy growth and 
development in his physical, social, intellectual 
and emotional life, The writer shares an 
obviously rich experience in child welfare 
and in teaching, as this second edition of a 
text-book on child welfare brings to life its 
history and present practices. The interesting 
emphasis in the book is the application of 
mental hygiene principles to the development 
of child-welfare programs. 

The volume covers these topics: growth and 
development of the child and child welfare ; 
needs of children in their own homes and else- 
where, and how the needs are met; safe- 
guarding family life and the health of chil- 
dren ; school, religion, recreation, employment 
protection for young workers; children in 
need of guardianship ; delinquency ; substitute 
care-foster home, day, institutional and adop- 
tion; unmarried parenthood ; what is a wel- 
fare program for children ; what is happening 
to children the world over. Each topic is dealt 
with in a broad scope. For example, the chap- 
ter on child-welfare work and the school in- 
cludes discussion of parent education, parent- 
child relationships, the work of the school 
social worker, vocational guidance and coun- 
seling. The chapter on safeguarding the health 
of children covers : maternal, infant and child 
mortality, maternal and child health, public- 
health education, needs of crippled children, 
mental health of children, the National Mental 
Health Act. Federal and state legislation re- 
lated to children is analyzed in its historical 
development, with consideration of ways in 
which professional and lay persons can help 
in community planning. The role of the Chil- 
drens Bureau, the White House Conferences - 
on Childhood and Youth, and international 
efforts on behalf of children are described. 
Each chapter ends with an exhaustive list of 
supplementary readings. Of particular interest 
to child psychiatry are the discussions and 
bibliographies in connection with the work of 
child psychiatric clinics and the community 
agencies with which they cooperate. 

This book is addressed primarily to under- 
graduate and university students, It is also of 
real value for medical students, and for stu- 
dents, practitioners and teachers in the fields 
of child psychiatry, pediatrics and social work. 

EvELYN ALPERN, M. D. 
Child Guidance Clinic, 
Buffalo, N. Y. 


Caricature or Love. By Hewey Cleckley, 
M.D. (New York: Ronald Press, 1957. 
pp. 319. $6.50.) 

I found this book tiresome and difficult to 
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complete. It seemed repetitious and to be- 
labor endlessly the same general themes. Un- 
less rather well versed in the more fundamental 
Freudian concepts it might be confusing and 
give some distorted impressions to a careless 
reader. However, there are some comfortable 
and helpful discussions relative to the dif- 
ferences between the seeking for social satis- 
faction and the attaining of real love relation- 
ships. 

Perhaps the author would do well to review 
his book—omit much of his other material, and 
submit an abstract of his thoughts pertaining 
to love. 

A great deal of work has gone into this 
volume and it should be possible to use it for 
reference purposes. 

BarpwiN L. Keyes, M.D., 
Philadelphia, Pa. 


Les MxrnHopks PsvcuosoMaATiQues D’Ac- 
COUCHEMENT Sans DourEum. By L. Cher- 
tok. (Paris: L’Expansion Scientifique 
Frangaise, 1957, pp. 268. 1,500 fr.) 


Dr. Chertok has made available for the first 
time in a single small volume with a good 
bibliography and index an account of the ex- 
perience with painless childbirth in Eastern 
and Western Europe and in the United States. 
Tracing this development from the earliest 
applications of hypnosis to the problem of re- 
lieving pain in childbirth to the modern sys- 
tems evolved in the Soviet Union and in the 
English speaking world, he has assembled a 
vast body of data into a well organized and 
concisely presented discussion. 

He discusses the work on hypnosuggestion 
of Kogerer and other researchers in Central 
Europe, traces the spread of these technics in 
Russia, France, Switzerland and the Mediter- 
ranean and treats briefly the work of Kroger, 
Abramson, Michael, Kline, Newbold, Schneck, 
and de Lee in the English speaking world. He 
notes the trend toward a substitution of auto- 
suggestion for the older suggestions impera- 


tives, 

Although the hypnotic technics had proved 
their analgesic effect in childbirth, their use 
was limited, according to Chertok, by the pre- 
judice against them throughout the world, This 
prejudice persisted in spite of the writings of 
such authorities as Freud, Bernheim and 
Pavlov. It was under these circumstances that 
the systems propounded by Read (1933) and 
Velvovski (1949) were evolved. 

Both the Russian  psychoprophylactic 
method (MPP) and the Read method are 
clearly elucidated and the criticisms against 


them are competently presented. In spite of 
the contrast between the elaborate theoretical 
foundations of the MPP, based primarily on 
the theories of the school of Pavlov, and the 
“fecund” intuition of Read, Chertok finds that, 
in practice, there is actually little difference 
between them. In both systems he finds the 
theoretical bases both insufficient and contro- 
yersial. He takes issue with the belief inherent 
in both that “natural childbirth” is character- 
ized as painless and cites both anthropological 
and zoological evidence to disprove this basic 
assumption. Both the Read triad of fear-ten- 
sion-pain, and the Russian explanations of psy- 
chological analgesia in terms of cortical excita- 
tion and inhibition are found incomplete as 
theoretical bases of their systems. 

At no point in the discussion does the 
author attempt to evaluate the analgesic effects 
of either of the systems because of the inability 
to find objective criteria to determine in degree 
and presence of pain. He believes that writers 
of both schools, and many of their critics find 
the affective factors in the pain of childbirth 
to be on two levels: physiological (local 
spasms, etc.) and past experience (emotional 
charges tending to intensify the feeling of 
pain). But in determining the role of their 
systems in inhibiting, combating, or eliminat- 
ing this pain, the respective authors are at 
odds, Read attributes the pain of childbirth 
essentially to fear while the practitioners 9 
the MPP consider this only one factor. Chertok 
asks what is meant by fear. Conscious fear i$ 
not the most important fear. Even Plotitcher of 
the Russian school recognized that patients 
fears were, for the most part, unreasoned of 
unformulated. 

Although the prime purpose of the Read and 
Russian methods is analgesic, they serve 
various other constructive ends, Chertok dis- 
tinguishes 3 elements in each of the systems : 
didactic, physiotherapeutic and psychothera- 
peutic. The didactic element eliminates ignor- 
ance as a cause of fear, substitutes fact for 
fantasy, gives good interpersonal contact Wi 
physician (and midwife) and the group. ^" 
physiotherapeutic element has two phases : 
1. raising muscle tone, and, 2. through breath; 
ing exercises, teaching general relaxation am 
displacing attention, The last serves acco 
to the Russian theory as a pain killing p 
cedure. The psychotherapeutic element con 
sists of the transformation of an attitude g 
passive dependency to one of active particip” 
tion, reduction of anxiety by work wi e 
group. But in both approaches there is c 
underestimation of interpersonal relations the 
unconscious motivation. While recognizing 
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value of these results as well as the medical 
advantages of both systems, Chertok finds that 
the analgesic effect is not explained by them. 
He maintains that analgesia, properly so- 
called, is a result of irrational, affective factors 
which intervene in a manner known as sug- 
gestion (hypnotic analgesia is the grossest 
form of this) or in all other forms of psycho- 
therapy. 

The book, for its comprehensive review of 
the history and theory of psychological ap- 
proaches to the problems of childbirth is of 
value not only to the obstetrician and psy- 
chiatrist but to all who are interested in the 
psychosomatic approach. All approaches of 
present importance are discussed and the Read 
and MPP systems are clearly explained. An 
English translation of the work could serve 
as a further stimulus to research and under- 
standing of the subject in this country. 

FrawpEns Dunpar, M.D., 
New York, N. Y. 


Kowrrex AncuETvPUS SYMBOL IN DER Psy- 
cHoLocre C. G. Juwc's. By Dr. Jolande 
Jacobi. (Rascher Verlag Zurich und Stutt- 
gart, 1957, pp. 223, SFr. 16.30.) 


The title of this little book names three 
basic and often misunderstood concepts of 
Jung’s psychology. The author proposes to 
examine their origin, delineate their meaning 
and bring them up to date—a heroic task con- 
sidering Jung’s prolific writings, poetic am- 
biguities, pluripotent imagery and his insist- 
ence that these concepts inherently lack pre- 
cision, 

The book attests to the fact that these con- 
cepts lack precision. Whether inherently so or 
because of the peculiar (though pleasurable to 
read) language of the Jungians which seems 
unsuitable for descriptive simplicity, I do not 
know. Whatever the case and in spite of the 
lack of sharp delineation of concepts, this is 
a lucid book and together with the author's 
previous volume Die Psychologie C. G. Jungs 
perhaps the best introduction into the analytic 
Psychology of Jung. Both deserve an English 
translation. 

Jung states in his introduction that he 
originally intended to include this work of 
Dr. Jacobi in one of his books. The first 
theoretical part consists of 3 chapters, each 
devoted to one of the 3 basic concepts; the 
Second part presents a dream and its inter- 
Pretation using the method of "Amplification." 

The “Komplex” has a central role in Jung's 
Psychology—it is the “via regia” to the un- 
Conscious. Early in his thinking the complex 


means the same as in Freud’s, later with the 
introduction of the concept of the “collective 
unconscious” it receives a new meaning, It is 
no longer merely an acquisition of the in- 
dividual and therefore an exclusively “personal 
affair” as it is with Freud. For Jung it con- 
sists primarily of a “nuclear-element” and 
secondarily of a number of associations con- 
nected with it, the latter originating partly from 
“personal disposition,” and partly from en- 
vironmentally determined experiences of the 
individual. The complex therefore has a “nu- 
cleus” belonging to the collective unconscious 
and it is enveloped by associations belonging 
to the personal unconscious. The complexes 
have a remarkable capacity of becoming auton- 
omous and the differences in the degree of 
their autonomy and their relationships to the 
ego determine the variety of their manifesta- 
tions. Freud is accused of having seen only 
the morbid aspects of the complex, whereas 
Jung also sees its healthy aspects, and, as a 
matter of fact, he insists that those nuclear- 
elements are normal and desirable constituents 
of the collective unconscious. Freed of its ex- 
tensive “personal envelope” these nuclear-ele- 
ments become the important energy-sources 
for all psychic life. It is the aim of Jungian 
therapy to remove the repressed personal con- 
flictual material and free the nuclear-elements. 
Once this is done the individual is confronted 
with a conflict that is no longer his alone but 
is a collective human problem. 

The “archetypus” like the complex can 
hardly be defined because of its innumerable 
aspects and forms of appearance. “The arche- 
types are” says Jung “by definition, factors 
and motives which arrange psychic elements 
into certain images (that we call archetypal 
ones), in a way that they can only be recog- 
nized from the effect” (thus achieved). These 
are potential images that succinctly express 
collective human behavior and experiences and 
repeatedly appear in myths, fairy tales, re- 
ligious ideas and visions throughout the ages 
in every part of the world. They are present 
in the psychic structure of the individual as 
“latent potentialities both as biological and 
as historical factors” and as such are called 
the “archetypes per se”. Differentiated from 
these are the “archetypal images” that are the 
above potentialities turned into actual images. 

These actual images are called “symbols 
and are delineated from simple “sign” 
“allegory” by the fact that they have an arche- 
typal root. If I understand it correctly the 3 
concepts relate to each other the following 
way : the complex has a nuclear element which 
is a kind of an Archetype per se and part of 
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the collective unconscious. Some of these 
Archetypes per se manifest themselves in con- 
sciousness as symbols or archetypal images ; 
these may be identical but not necessarily. The 
relative importance of these concepts is per- 
haps expressed in the fact that the complex is 
dealt with in 28 pages, the archetype in 50 
pages and the symbol in 56 pages. My diffi- 
culty with Jungian concepts begins with the 
fact—and it does not end there—that they are 
so broadly formulated, so all inclusive that I 
miss the heuristic value in them. At the end 
it seems that everything boils down to the 
“Archetype per se” and everything else is 
only its manifestation. 

Finally an “archetypal” dream is described 
and interpreted by Dr. Jacobi (in 78 pages) 
using Jung’s method of “amplification”. This 
means “making the patient aware by means of 
symbolical parallels that his problems are not 
unique but rather are basically the problem 
of all humanity.” The parallels are drawn from 
folklore, philosophy, religion, mythology, fairy 
tales and alchemy. Dreams without the asso- 
ciations of the dreamer or dream elements to 
which no associations are produced are inter- 
preted by “amplification.” The end result here 
is beautiful, poetic, powerfully moving and 
certainly will find resonance in every human 
psyche. But I cannot help feeling that almost 
any dream can be reduced to represent almost 
any basic human problem. There is a flavor 
to it that I can only characterize as reductio 
ad infinitum and amplificatio ad absurdum. 

Pau H. Ornster, M.D., 
College of Medicine, 
University of Cincinnati. 


Nomina Anatomica, 5th Ed. By Prof. Dr. Fr. 
von Kopsch. (Stuttgart: Georg Thieme, 
1957, pp. 155.) 


In 1895, after many years of correspon- 
dence, some distinguished anatomists, mostly 
German, met in Basle to approve a list of about 
5,000 terms to designate the macroscopical 
structures of the human body. This list is 
known as the Basle Nomina Anatomica or 
B.N.A. The terms were selected from the 
30,000 terms then current in the various text- 
books and in the literature. Thus were in- 
numerable synonyms and other unnecessary 
terms swept away. In 1933, at Birmingham, 
the British anatomists submitted a revision of 
the B.N.A.; in 1935, at Jena, the German 
anatomists did likewise, and called it the 
LN.A. These revisions found local and re- 
stricted adoption. 

In 1955, after 60 years, an international 
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committee of anatomists, financed in part by 
UNESCO, met in Paris to approve the adop- 
tion of a nomenclature that would be accepted 
internationally. This, the Nomina Anatomica 
Parisiensia or N.A.P., is a conservative revisal 
of the B.N.A. It is receiving wide acceptance. 
It is hoped that it will become truly interna- 
tional and thereby a boon to all concerned. 
In the book under review, there are set out 
in.three parallel columns the Basle, the Jena, 
and the Paris nomenclatures, the B.N.A. terms 
being in alphabetical order. Of the terms in 
the N.A.P. more than 1,100 differ from the 
B.N.A. and more than 200 are new, the 
central nervous system being most deeply con- 
cerned, Hundreds of terms in the I.N.A. were 
not accepted by the N.A.P. Hence, this refer- 
ence book will be of particular value to those 
who would read the German literature of the 
last 20 years. 
J. €. B. Grant, M.D, 
Toronto, Canada. 


Tue RELATIONSHIP BETWEEN ELECTROENCE- 
PHALOCRAPHIC AND PSYCHOLOGICAL DATA 
1N NonMaL ApuLrs. By P. F. Werre, M.D. 
(Universitaire Pers Leiden, 1957.) 


This monograph consists of two main parts. 
The first is a survey of the literature concern- 
ing the EEG and its relationship to psycho- 
logical phenomena ; the second is an account 
of the authors experiments. The survey of 
literature includes the following topics: the 
EEG during sleep, emotion, anxiety, fatigue, 
and relaxation ; the effect of stimulation of the 
sense organs on the EEG ; the EEG during 
mental activity ; the EEG in relation to psy- 
chological data, such as temperament, charac- 
ter traits, and psychological test scores. Many 
of the newest publications in this field are 
brought together. Although there seem to 
very few reported relationships between the 
EEG and psychological variables which have 
stood the test of time, with the exception ? 
the high incidence of abnormal recor 
patients diagnosed as psychopaths, it 
seems clear that this is a field of scientific e% 
ploration which has by no means been 
hausted. With development of new techniques 
both for studying the electrical activity of j 
brain, and of appraising psychological charac 
teristics, there seems to be a real possibility M 
new and significant relationships being 
covered. 

The author's experiment consisted of vs 
detailed analysis of the EEG's of 24 subit 
under conditions of relaxation and prob 
solving. Subjects were also given a num 


also 
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psychological tests, including the Rorschach. 
Concepts used in describing the subjects in- 
cluded: “frustration”, “dynamism”, "funda- 
mental needs”, and “social insecurity”. Data 
for each individual subject are presented in 
the form of a verbal description. Detailed 
mathematical analysis of the brain wave re- 
cords was made with the use of special 
analyzers. The author concluded that he found 
no unique associations between any single 
EEG variable and any specific psychological 
parameter. However, he found that certain 
EEG patterns were contingent upon definite 
measurable psychological grouping. He found, 
for example, that subjects with psychic ten- 
sions often leading to anxiety were charac- 
terized by a relatively great amount of rapid 
or beta activity in the EEG, whereas subjects 
without evidence of psychic tension or anxiety 
had a relatively low amount of beta activity. 
Subjects who were characterized by the ab- 
sence cf theta and beta activity seemed to 
show self confidence to a greater extent than 
other subjects. Because of the small number of 


-subjects these conclusions are tentative. It may 


also be pointed out that the basis for the 
various psychological judgments is not clearly 
indicated in the text of this monograph. 
Although the original study reported in this 
monograph could very well have been confined 
to a relatively brief journal report, it contains 
an extensive summary of literature which 
would represent a worthwhile addition to the 
library of anybody working in this field. 
Cuarzes Suacass, M.D., 
Montreal, P. Q. 


Envy anp Gratirups. By Melanie Klein. 
(New York: Basic Books, Inc., 1957, pp. 
101, $2.75.) 


Mrs. Klein, the well known leader of what 
has been called the London School of Psy- 
choanalysis has devoted this new book to à 
study of the unconscious sources of attitudes 
With which she has always been familiar, envy 
and gratitude. She considers envy as an Or 
sadistic-and anal sadistic expression of the 
death instinct, operating from the beginning of 
life, and that it has a constitutional basis. 
Though she has even described the sadistic 
attacks on the mother's breast as determined 

y destructive impulses, her present study is 
mostly devoted to showing how envy gives 
partieular impetus to these attacks. The author 
believes that the threat of annihilation by the 
death instinct within causes the primordial 
anxiety, and it is the ego which in the service 
of the life instinct deflects to some extent, that 


threat outwards. She regards this process as 
the prime activity of the ego. Another primal 
activity of the ego is the gradual integration 
which stéms from life instinct, and expresses 
itself in the capacity for love. The core of the 
ego is formed by a strongly rooted good object, 
which helps, paradoxically, to a 

primal splitting between the loved and the 
hated object, and later on to integration. One 
of the consequences of excessive envy is the 
early onset of guilt by an ego not yet capable 
of burying it. This guilt is felt as persecution 
and the object that arouses guilt is turned into 
a persecutor. This “persecutory anxiety" pre- 
vents the subject from overcoming the pain 
of guilt aroused at the depressive position and 
developing the corresponding defenses, mainly 
the tendency to make reparation. As a result 
there is an early confusion which expresses 
itself in a blurring of the oral, anal and genital 
impulses and fantasies. When genitality is 
based on a flight from orality it is insecure 
because into it are carried over the suspicions 
and disappointments attached to the impaired 
oral enjoyment. Intense jealousy and ambition 
are among the most obvious consequences of 
the primary envy that makes the subjects in- 
capable of loving, and makes the progress of 
the psychoanalysis more difficult unless it is 
not deeply analyzed through the transference 
situation into its original oral sources. The 
author describes some of the many defenses 
against envy. She puts special emphasis on 
confusion. By becoming confused as to whether 
a substitute for the original fear is good or 
bad, persecution as well as the guilt about 
spoiling and attacking the primary object by 
envy is to some extent counter-acted. Other 
defenses are flight from the mother to other 
people, devaluation of the object, devaluation 
of the self, greed, stirring up envy in 

and stifling all feelings of love and the cor- 
responding intensifying of hate. This may not 
express itself as hate but takes on the ap- 
pearance of indifference. The normal need for 
independence may be reinforced in order to 
avoid gratitude or guilt about ingratitude and 


Tx whole chapter is specially devoted to 
substantiate, on the basis of clinical material, 
her theoretical formulations in a ied that, for 
the reviewer, seems not always to be convinc- 
ing; in another one she describes the difficul- 
ties that characterize the progress during an 
analysis in the transference situation. 
Psychoanalysis is greatly indebted to Mrs. 
Klein for being one of the first, many years 
ago, who called attention to the negative 
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elements in orality, or in other words, to the 
negative aspect of the early relationship be- 
tween mother and child. It is also true, un- 
fortunately, that if many analysts have not 
given to this aspect the necessary acceptance, 
it is because Mrs. Klein has elaborated her 
findings within the framework of concepts of 
her own, which cannot be accepted by many 
analysts. 

In this book, as in other previous publica- 
tions, one gets the impression that Mrs. Klein 
does not take into consideration the function- 
ing of the mental apparatus, at least in its 
dynamic, economic functioning, but instead 
she thinks of the mind only in terms of a 
system of object relationships, which begin 
with birth. Throughout this book one also sees 
an over-emphasis of constitutional factors and 
on the death instinct, with not enough con- 
sideration, or so it seems to the reviewer, of 
instinctual frustrations as a source of aggres- 
siveness. 

This book contains a great many observa- 
tions, thoughts and material which are very 
useful for all psychoanalysts, including those 
who cannot share the authors theoretical 
formulations, and from this point of view psy- 
choanalysis is indebted to her. Some readers 
may find this book very attractive because of 
the dogmatic and mystical flavour of the pre- 
sentation. 

Micvuet Pnapos, M. D., 
Montreal, P. Q. 


Cuvrs To Surcmr. Edited by Edwin S. Schneid- 
man, Ph.D. and Norman L. Farberow, 
Ph.D. (New York; McGraw-Hill Book 
Co., Inc., 1957, $5.50.) 


It has been said that the death instinct 
theory as formulated by Freud has never 
achieved the acceptance among American psy- 
chiatrists that it received in Europe. Ameri- 
cans, so this train of thought continues, simply 
don't believe in it. It would now appear that 
Suicide is a statistically significant factor in 
the causes of death among Americans, and may 
rank 10th or 11th in causes of death. 

Whether or not it is the fact (according to 
this book) that one American attempts suicide 
every minute which prompted the editors to 
begin their investigations, we are indebted to 
them for sharing some of their preliminary 
work and for presenting their communications 
alongside of a very interesting group of essays. 

This book is not and does not purport to be, 
a comprehensive and formalistie attack upon 
the problem. There are, however, good sum- 


maries of the principle theoretical assumptions 
about suicide. 

There is also a group of papers the main 
burden of which is to show that suicide may 
be more predictable than many of us are 
accustomed to think. Much of this material 
should be required reading for psychiatric 
residents. And not only for psychiatrists, be- 
cause as one of the papers so nicely demon- 
strated, suicides occur not uncommonly in 
general hospitals, and in patients whose clini- 
cal picture might not suggest psychiatric con- 
sulation. The tendency to suicide in acute 
confusional states and in other organic brain 
disease is emphasized. 

The editors have included some of their own 
work on suicide notes which is extremely in- 
teresting. The reader is invited to select the 
"true" note from the "false" in 33 pairs of 
suicide notes. The editors opine that you will 
do better on this test after having read the 
book. This reviewer suspects they are right. 

It is, however, a long way from calmly 
analyzing anonymous suicide notes to the fears 
and doubts which beset the psychotherapist in 
dealing with the patient with suicidal tend- 
encies. Although the authors are keenly aware 
of this, the sections on psychotherapy still 
seemed to me to be among the weakest in the 
book. I suspect that this is because in the 
ordinary psychotherapy situation we are not 
in a position to be fully, aware of all those 
factors in the patient's emotional life which 
need to be appraised in order to give our 
theories real diagnostic and therapeutic sig- 
nificance. Lacking this full awareness, we must 
rely heavily upon our phenomenological un- 
derstanding of suicidal trends. This book con- 
tributes much to that understanding. 

Laurence B. Hart, M.D., 
Denver, Colo. 


Hosprra, TREATMENT OF ALCOHOLISM. BY 
Robert S. Wallerstein. (New York : Basic 
Books, 1957, pp. 212, $5.00.) 


This book, No. 11 of the Menninger Clinic 
Monograph Series, is the result of an experi- 
mental study of two and one-half years d 
tion from January 1, 1950 to June 30, pe . 
Actual work was done at Winter VA Hospita 

A short introduction by Karl Menninger 
points out the tremendous importance of al- 
cohol addiction and how little we really know 
about its cause and its treatment. Dr. Men 
ninger feels optimistic that the study bss 
yielded a beginning and that much more €* 
tensive studies along the lines of this one are 
now indicated. 
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The authors set up a comparative experi- 
mental program in studying the effects of 4 
treatment procedures for alcoholism. These 
procedures were antabuse therapy, condi- 
tioned-reflex therapy, group hypnotherapy and 
milieu therapy. Actually, the latter was origi- 
nally intended to serve as a control measure, 
but it was felt better to consider this group as 
a group in milieu therapy rather than merely 
a control group. 

The 4 treatment groups were set up on 
the basis of a fairly uniform period of hos- 
pitalization, 60-90 days, with periodic follow- 
up appointments over a two-year period ; the 
restrictions imposed by a semi-closed ward ; 
a total activities and milieu program geared 
as much as possible to the patients’ individual 
therapeutic needs; a weekly group therapy 
session "restricted to members of that group" ; 
and the chance "for as much individual psy- 
chotherapeutic contact with the psychiatric 
resident as the patient wishes." In addition, 
each of the first 3 groups had its specific added 
treatment—antabuse, conditioned reflex or 
group hypnotherapy. 

The patients were all men, voluntary ap- 
plicants for the project, so called chronic 
aleoholies, many of them considered to be 
Character neurotics, latent psychotics and a 
few chronic psychotics and neurotics. 

The book contains an introductory chapter 
on the purposes and method, a chapter each 
on the 4 treatment measures and a final chap- 
ter on conclusions and implications of the 

_ study, 

The 4 groups seemed to be fairly well 
matched. The results were tabulated in terms 
of improved, unimproved and lost to follow- 
up. One is not given a clear-cut difference be- 
tween improved and unimproved, and it is 
obvious that there is a borderline where it is 
very difficult to clearly differentiate. It is 
Shown that 83% of those under antabuse 
therapy remained with the treatment: 80% 
of those with a conditioned reflex treatment ; 
64% in group hypnotherapy and 62% with 
milieu therapy. Fifty-three percent of the pa- 
tients under antabuse therapy were improved, 
as compared with 36% in group hypnotherapy, 
26% in milieu therapy, 24% in conditioned re- 
flex therapy. Thus, it will be seen that the 

gest number remained in antabuse therapy 
and the largest percentage of those improved 
were in antabuse therapy. Conditioned reflex 
therapy had almost as many patients remain- 
ing with treatment, yet the results were poor- 
oy of all, with only 24% showing improvement. 

atients with the diagnosis of compulsive 


character showed the highest improvement 
with antabuse, and those with the diagnosis 
of schizophrenic reaction the least. 

The authors attempted to determine exactly 
which patients did best and worst under each 
form of therapy. They state that the research 
design included the determination of a num- 
ber of personality dimensions “along which 
patients could be differentiated in terms of 
suitability” for one or another of the treat- 
ments. They agree that their tentative for- 
mulations for each treatment do not provide 
enough data "so that every patient assessed 
can be confidently assigned to one or another 
of the 4 treatment programs as the one offer- 
ing him the best prognosis." 

The authors list some of the limitations of 
the original project design. Only a certain 
group of alcoholics were admitted for treat- 
ment, only 4 treatment procedures were used 
and there was only room in the study to carry 
it out “in breadth rather than in individual 
depth." 

The work appears to be a fairly well thought 
out plan. Certain evaluations are described in 
fairly good detail, as for example, the level of 
functioning. Here the following four dimen- 
sions were included : 1. degrees of abstinence ; 
9. social adjustment ; 3. subjective feelings of 
difference and 4. structural changes in per- 
sonality configuration. When one wishes to 
check over the final results, the book is rather | 
disappointing, in that there is no place where 
a simple, direct summary of the findings 
can be found. One has to sift through the 
book, going forwards and backwards and 
seeking to compare observations for a final - 
judgment. This should not be required of the — 
reader. 

The use of the Szondi data is not detailed 
and one is told that they are being published 
separately in a journal of experimental psy- 
chology. Many psychiatrists are doubtful of 
the extremely pretentious claims made for 
various specific psychological tests, the re- 
viewer being among those who have grave 
doubts as to whether one can make the many 
conclusions that are being made for psycho- 
logical tests. In that respect this book would 


lso be open to criticism. 
ý s K.M. B. 


Ams To Psycuratric Numsmc, By A. Alt- 
schul, S. R. N., R. M. N. (London: Bail- 
liere, Tindall and Cox, 1957, pp. 281, 
$2.50.) 

Aids to Psychiatric Nursing is one of a series 
of texts designed to provide the nurse with 
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reliable information in the various fields of 
knowledge she is required to acquire. 

In the comparatively small volume of 274 
pages, the contents are arranged to meet the 
items specified in concise and precise terms. 
The sequence is orderly and the subject matter 
will be readily understood. Mental health and 
mental illness are dealt with in the opening 

= chapter, followed by classification and de- 
scription of some mental disorders. 

Nurses responsible for ward administration 
and routines will find the instructions helpful 
in planning for the duties and teaching of 
ward personnel. The student nurse or other 
members of the therapeutic group will be 
assisted with the problems of personal hygiene, 
feeding habits, recreation, exercise, rest and 

- sleep routines. The importance of the nurse's 
role in special therapies is well stated. Those 
participating in the treatments described 

- should be impressed with the need for clinical 

expertness as well as technical knowledge of 

. the underlying science involved. 

The book tempts one to quote it at length 
because the nursing principles involved are 

So precisely stated. Two are presented as 

illustrations—"To a certain extent, although 
. each hospital, each doctor and each group of 

patients makes different demands on the 

- nurse, all take their cue from her and what is 

expected of the nurse is determined by her 

. own interpretation of her role," and the last 
sentence in the book—“It is possible that the 
future scope of the mental nurse lies in de- 
veloping skills in the management of the 
therapeutic groups." 

Nurses need and should appreciate this 
volume. 


Mary E. Corcoran, R.N., 
Brooklyn, N. Y. 


DYNAMISCHE STRUKTURIERUNG IN DER Psy- 
cuose, By Gisela Pankow. (Bern and Stutt- 
gart: Hans Huber, 1957, pp. 171, DM 
23.80.) 


This is an original and most unusual book. 
The author presents 6 case histories of schiz- 
ophrenic women and analyzes some of their 
verbal and artistic productions. The reader 
is at times reminded of Arnold Pick's subtle 
analyses of the verbal expressions of his Kor- 
sakoff and aphasic patients, There are, how- 
ever, considerable differences not only in the 
case material. Miss Pankow's approach is much 
more therapeutically oriented and much more 
speculative. Her main contention is that the 
therapists first task is to help the schizo- 
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phrenic patient to reconstruct his lost or dis- 
rupted body image and to teach him to live 
with his body again. Only after this structural 
psychotherapeutic task is completed can psy- 
choanalysis start. 

Miss Pankow's psychotherapy is by no 
means pure Freudian psychoanalysis. It con- 
tains elements of different schools: Kretsch- 
mers constitutionalism, Binswanger's existen- 
tial analysis, endocrinology and last but not 
least Kraepelin's clinical psychiatry. Whatever 
the roots, it seems to help the patient. 

V. A. KraL, M.D, 
McGill University, 
Montreal, P. Q. 


ULTRASTRUCTURE AND CELLULAR CHEMISTRY 
or Neurar Tissue, Progress in Neurobi- 
ology. II. Edited by Heinrich Waelsch. 
(New York: Hoeber-Harper, 1957, pp. 
249.) 


This book is the report of the Second Con- 
ference on Neurochemistry organized by Drs. 
Saul R. Korey and John I. Nurnberger. The 
proceedings of the Conference were edited by 
Dr. Heinrich Waelsch. The papers give a 
lively and interesting cross section of current 
investigations, centered mainly around ultra- 
structure and cellular chemistry of the nervous 
system. There are two excellent and well il- 
lustrated presentations of electron-microscope 
studies by Robertson and Palay, the former 
mostly on double membranes, the latter on 
the neurohypophysis. Koelle and Pope and his 
associates report new information as to enzyme 
localization obtained with histochemical meth- 
ods. Lowry describes an amazing ultramicro 
method for determining enzyme activities Jn 
nerve tissue using single cell bodies or other 
structures of comparable size. Ruth Geiger 
reports in a critical and cautious way her suc 
cess in growing nerve cells in tissue culture. 
Interesting material is presented in the pape? 
of Feigin, Wolf and Carter on histochemica' 
studies of lipids in demyelinating diseases. 
These few examples suffice to illustrate the 
contents. The book is an interesting docu- 
mentation of the impact of biochemistry cH 
neurology. It is encouraging to see E 
chemistry has permeated so many Bein 
neurology and the remarkable progress : 
has been made. Drs. Korey and Nurnberge 
deserve credit for their initiative in organizi”: 
these stimulating meetings. 

Davin NACHMANSOHN, MD 
New York, N. *- 
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REPORT OF WORLD HEALTH ORGANIZATION STUDY GROUP ON 
SCHIZOPHRENIA—GENEVA, SEPTEMBER 9-14, 195777 


Mental disease constitutes today a major 
public health problem in many countries 
of the world. Among mental diseases schizo- 
phrenia is the main cause of serious, pro- 
longed disability ; in fact, in some countries 
schizophrenics now occupy more than half 
the beds in mental hospitals. 

Since the onset of schizophrenia is early 
in adult life, and the expectation of life of 
schizophrenics is not greatly reduced, not 
only are these patients withdrawn from 
society at a period when they would nor- 
mally be most productive, but, since they 
often remain physically in good condi- 
tion, their stay in hospital may last for years 
and even decades. In view of this, it is 
clearly of the utmost importance that 
thought and action be devoted to preven- 
tion, treatment and further study of this 
disease. 

No specific preventive measures are avail- 
able to reduce the frequency of schizo- 
phrenia today. However, all factors which 
promote good mental health may be as- 
sumed to be of use in preventing some of 
the manifestations of this disease. There 
are grounds for believing that, in some 
patients, it is possible by appropriate meas- 
ures of treatment to prevent worsening of 
the condition, or its becoming chronic. 

There are patients who recover so com- 
pletely that there is no evidence of their 
former illness. To some degree, almost all 
schizophrenics could be benefited by one or 
more of the treatment techniques now avail- 
able. Schizophrenics should be treated early 


1List of Participants: Prof. Dr. W. von Baeyer, 
Germany ; Dr. J. A. Böök, Sweden ; Prof. Honorio 
Delgado, Peru ; Prof. M. Gozzano, Italy ; Dr. Ernest 
Gruenberg, United States ; Dr. Nathan Kline, United 
States ; Dr, T. A, Lambo, West Africa; Prof. Aubrey 
Lewis, United Kingdom; Privat Dozent Dr. Chr. 
Müller, Switzerland; Dr. P. Ratanakorn, Thailand ; 
Prof. Martin Roth, United Kingdom ; Dr. P. M. Yap, 
Hong Kong. 

Secretariat: Dr, E. E. Krapf (Secretary), Chief, 
Mental Health Section; Dr. Maria Pfister, Medical 
ficer, Mental Health Section. . 

Reprints may be obtained from Nathan S. Kline, 
M.D., Rockland State Hospital, Orangeburg, N. Y- 
who submitted this report to the Journal. 


with a minimum period of hospital care, 
Such early treatment requires early re- 
cognition of the disease, and thus more | 
education of medical students and other 
medical practitioners is needed, as well as - 
education of the public. 

There are somatic and psychological 
methods available as well as the manipula- — 
tion of environment for therapeutic pur- - 
poses. These three types of therapy are 
complementary. Because of the great dis- — 
parity in the cultures and economic and - 
social conditions of various countries, any 
treatment programme must take full ac ' 
count of local conditions. Reps 

Despite the accumulation of valuable 
knowledge, our ignorance is still vast in — 
respect of many aspects of the disease. No 
treatment works regularly; there is an 
urgent need for evaluation and development 
of new therapies which must be based on 
greater knowledge than we now possess. - 
It will therefore be a humanitarian act as - 
well as a sound economic investment "o 
provide substantial support for research 


into the nature, causes, treatment and pre- 
vention of schizophrenia. 


DIAGNOSIS 


Though it is scarcely possible to define - 
schizophrenia in strict terms, the Group - 
agreed upon the clinical picture which . 
characterizes the condition. This clinical | A 
picture, described by Kraepelin and am- 
plified and given a broader psychological 
significance by Bleuler, remains the most 
informative frame of reference whenever 
the criteria of the illness are in question— 
even though Bleuler used the language and 
theoretical conception of an association-psy- 
chology no longer accepted as valid. | 

The single term schizophrenia is con- 
venient and appropriate to designate the 
condition, though there is good reason to 
believe that it comprehends heterogeneous 
syndromes with a common psychological 
structure. Until further knowledge of causes 
and pathology is at our disposal, this re- 
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mains however a matter of conjecture and 
probability. ‘ 

The diagnosis of schizophrenia has to be 
made on clinical evidence. This evidence 
must be available at the time the patient is 
seen; it cannot therefore depend on the 
course of the illness. A stronger reason for 
not taking course into account when stating 
the diagnostic criteria is that schizophrenia 
does not follow a characteristic course— 
still less an invariably unfavorable course 
as was at one time believed. We are aware 
that some psychiatrists of experience be- 
lieve that there is a nuclear schizophrenic 
condition (corresponding to dementia prae- 
cox) which pursues an inevitably progres- 
sive course, and which can be recognized 
by clinical examination at the outset, but 
we do not subscribe to this view, as our 
subsequent statements about the benefits 
of treatment indicate. 

The clinical evidence on which schizo- 
phrenia is diagnosed consists mainly of 
psychological abnormalities recognizable 
from examination of the patient’s condition 
at a given moment—the cross-section of his 
mental state—and on examination of his 
previous life and personality. Physical find- 
ings enter into the diagnosis only by way of 
exclusion. The presence of continuing physi- 
cal disease such as tumor of the brain, or 
a transient affection such as intoxication 
with a drug or a harmful product of metab- 
olism, would either invalidate the diag- 
hosis or compel it to be qualified by the 
statement that a recognizable physical con- 
dition was also present and in some cases 
probably responsible for the manifestation 
at that time of the schizophrenic picture 
presented by the patient. There is one 
variety of schizophrenia now known to be 
intimately associated with anomalies of pro- 
tein metabolism occurring periodically ; it 
may be that other varieties with distinct 
somatic pathology will be differentiated, 
but for the present the positive diagnosis 
of schizophrenia must depend on a par- 
ticular association of psychological ab- 
normalities, Similar considerations at pres- 
ent preclude diagnosis on the basis of dis- 
tinct causes, whether in the heredity or the 
environment of the individual. 

The dependence of diagnosis on psy- 
chological features carries with it the im- 
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plications that methods of examining the 
mental state of patients are crucial (sine 
incompetent efforts to elicit relevant p: 
chological facts of observation will vitiat 
the diagnosis ), and that the patient’s verbal 
expression of his inner experience is of 
cardinal value. These self-evident proposi- 
tions deserve to be stated because differ 
ences of opinion about the diagnosis of in- 
dividual patients turn more often on neg- 
lect of careful skilled examination, sume 
mary influences from meagre findings, and 
misunderstanding of the value and the limi 
tations of verbal expression, than upon 
differences of opinion about what schizo- 
phrenia is or how it should be diagnosed. 

Certain features are the prominent 
teria of the illness. There is no single psy- 
chological abnormality which is indispen 
sable for the diagnosis, in the way that an. 
abnormality of carbohydrate metabolism 
is indispensable for the diagnosis of dia- 
betes mellitus ; but since Bleuler drew his 
distinction between primary and secondary 
features, it has been recognized that certain 
anomalies are frequent, prominent an 
from the psychopathological standpoint 
central. These are (in the presence of cleat 
consciousness) : 

1. An unmistakable change of personal 
ity, or an accentuation of those traits 
personality commonly called schizoid, 
which lessens contact with other people, 
and disturbs healthy understanding of what 
it really occurring in the patient's world. [ 

2. Autism: This is a condition of social 
withdrawal which occurs along with a per 
manently or sporadically manifest prefer- 
ence for private modes of thought a 
behaviour referred to in the foregoing pares 
graphs. It is perhaps the most strme 
characteristic of the schizophrenic— ts 
rupture of the links which ordinarily bind 
us into human society and make our human 
relations a course of happiness and security: 

3. A disturbance of thinking which ma 
lead to bizarre statements, abnormal sy% 
tactical, grammatical and other linguis" 
usages, incapacity to pursue a susta cedi 
train of thought (which may be experienci 


by the patient as “blocking” or withdrav "i 
of the elements of his thought, or substitu: | 
tion of irrelevant words or thoughts) ME 
to a use of private symbols or illogle 
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ideas understandable only by those who 
have full access to the psychopathology of 
the individual patient's state. 

4. Emotional disturbances of a profound 
kind affecting his relationships with other 
people and recognizable for diagnostic pur- 
poses in the apparent shallowness of af- 
fect, incongruity between the expression of 
affect and the situation or theme which 
occasions it, or strong expression of affect 
out of keeping with the restraints and modes 
of response in healthy persons living in the 
given society. 

5. Disturbances of perception : auditory 
hallucinations are among the commonest 
symptoms of schizophrenia ; hallucinations 
of other modalities, as well as illusory dis- 
tortions and pseudo-hallucinations affecting 
perception of the outside world or of the 
patient's own body, are also present. Spe- 
cial features of these hallucinations (e.g., 
that hallucinated voices are not talking to 
the patient but about him) can be specified, 
but it is not appropriate to enter upon such 
details in this report. The same may be 
said of characteristic features of schizo- 
phrenic delusions, such as feelings of pas- 
sivity and of influence by outside agencies 
or “a delusional perception," i.e. misinter- 
preting a neutral occurrence as having a 
direct bearing upon oneself. 

6. Anomalies of behaviour: certain pe- 
culiarities of posture, gesture and move- 
ment are frequently found, and may be 
important in classifying subdivisions of 
schizophrenia (especially the catatonic). 
They may also be useful in drawing atten- 
tion to the presence of probable mental 
disturbance (e.g. when the patient laughs 
to himself or grimaces in front of a mirror), 
but these belong to the less significant 
features of the illness and dependence on 
them for diagnosis without careful examina- 
tion and the eliciting of more central fea- 
tures leads to error. 

It will be seen that in the foregoing para- 
graphs the mode of development of the 
illness has not been stressed, nor the ca- 
Dacity of the psychiatrist to enter into 

empathic" understanding of the patient's 

State. Both these matters have undoubted 
vahie in the diagnosis of schizophrenia : 
a they both depend on the psychiatrist's 

eoretical standpoint, personality and 


training to an extent that makes them open 
to unduly wide differences of application. 
By the same token it is profitless to stress 
the debatable view that a cardinal feature 
of schizophrenia is its qualitative rather 
quantitative departure from normal psy- 
chological functioning. 

It is not our view that schizophrenia, be- 
cause its diagnosis must depend on psycho- 
logical characteristics, is a wholly or mainly 
psychogenic disorder. As our remarks on 
etiology will show, we are aware of the 
importance of genetic, social and psycho- 
logical causes operating, as they must, in 
conjunction. It may be that diagnosis of 
the biological disturbance which we call 
schizophrenia may in time depend on the 
detection of specific causes or specific so- 
matic pathology, but that time has not 
come. 

Some psychiatrists, preoccupied for clini- 
cal reasons with the dynamic interpretation 
of the schizophrenic illness, consider diag- 
nosis of little consequence. We do not share 
this view, holding that for clinical and 
especially therapeutic purposes, and still 
more for the purposes of further study and 
fuller knowledge, sound classification is as 
essential as in other medical and scientific 
fields. We would not however stress the 
importance of subdivisions of schizophrenia 
at this stage of knowledge. It is useful to 
describe the catatonic, hebephrenic, simple 
and paranoid forms (as well as the periodic 
catatonic form), but the same patient may 
exhibit features of all or two of these sub- 
classes, and the distinction is too often an 
arbitrary one. The recognition of different 
varieties of outcome can be of much heuris- 
tic value, but need not be considered as a 
necessary diagnostic exercise for other pur- 
poses than research. : 

Bleuler held the view that diagnosis of 
the non-organic psychoses should not be a 
straight choice between schizophrenia and 
affective psychosis; they are so often in- 
termingled, he believed, that it is commonly 
a question of weighing up how much of 
each is present. There are undoubtedly 
many patients to whom this applies. It 
underlines the need for close and exhaustive 
examination, cautious appraisal, and full 
knowledge of the diagnostic features of 
other psychiatric syndromes before a diag- 
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nosis of "schizophrenia" is safely made. 

There are a number of conditions whose 
inclusion under the rubric "schizophrenia" 
has been much debated. We do not pro- 
pose to enter into these questions, which are 
of a technical nature. The paranoid states, 
however, which come in later life, are (like 
the “Spatkatatonie” of later life) a source 
of misunderstanding when they are listed 
as schizophrenic without an explanatory 
phrase or qualifying adjective. They indi- 
cate, in our view, the importance of con- 
sidering the effect of age and certain other 
factors upon the occurrence and more es- 
pecially the form of schizophrenia. When 
cultural factors are reviewed in this light 
(as we point out in the ensuing section) di- 
agnosis is seen to require the closest 
scrutiny of the cultural background. What 
in one society would be a typical schizo- 
phrenic delusion might be recognized, once 
the cultural setting was considered by a 
psychiatrist or anthropologist who knew the 
society well, as a normal healthy response 
to a given situation. The essential structure 
and clinical pattern of schizophrenia shows 
remarkable similarity, it is true, in widely 
disparate societies all over the world ; but 
the themes, the ways of behaving and ex- 
pressing oneself, the use of language, the 
accepted modes of thought, and the sym- 
bolic interpretation of the world and of our 
personal existence, differ greatly ; and they 
infallibly colour those psychological phe- 
nomena upon which the diagnosis of 
Schizophrenia turns. 


ETIOLOGY 


If at any time it was hoped to find one 
single cause for the manifestation of the 
schizophrenic syndrome, the accumulated 
experience of the last decades has made it 
appear very unlikely that such hopes could 
ever be fulfilled. The opinion which at 
present prevails in respect of the etiology 
of schizophrenia, and which is shared by 
this Group, is that this disorder is, in all 
cases, of multi-factoral origin, although the 
relative importance of different factors may 
vary from patient to patient. 

There is good evidence to show that spe- 
cific genetic factors are operative in the 
majority of cases. However, there is a great 
deal of variation in respect of the pene- 
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trance and expressivity of these factors, and 
non-genetic causes of different nature are 
certainly able to increase or reduce the 
risk of the genetically predisposed person 
becoming manifestly ill. 

Amongst these non-genetic causes, there 
are those which act directly on the func- 
tioning of the organism and particularly of 
the brain. Toxic factors may play an im- 
portant role in this respect, but there are 
also others which upset the balanced 
economy of the body more indirectly, and 
these create favourable conditions for an 
activation of the genetic factor. 

Another group of non-genetic factors is 
of a psychological nature. Psychological 
injury, particularly when it is inflicted from 
an early age onwards, and when it con- 
tinues to operate through long periods of 
time, may have etiological importance. 

It is one of the tasks of future research 
to obtain more precise knowledge of the 
mechanisms of cooperation of this different 
series of factors, both in general and in 
individual cases. Epidemiological research 
is urgently indicated. It should be carri 
out with due consideration for its meth- 
odological pitfalls, and with an aware 
ness of the great difficulty of obtaining 
comparable data in different parts of the 
world. It is also to be desired that deep- 
going studies in the field of dynamic psy- 
chopathology be continued. Such studies 
should be accompanied by the parallel ex- 
amination of control cases, The examination 
of twins which might be undertaken in dif- 
ferent countries recommends itself specially 
for this purpose. 

Clearly, such etiological research is far 
from being of purely theoretical interest. 
On the contrary, it is the necessary condi- 
tion for a more rational approach to the 
therapy and prevention of schizophrenia. 
In this sense, it is valuable not only for 
areas where facilities are already reasonably 
good, but particularly also for those others 
where so far conditions do not allow of the 
taking of action as effective as could ; 
desired. If it were possible to obtain reliable 
information about the mechanism an É 
pathophysiological structure of differen 
forms of schizophrenia, this might help i? 
setting up treatment and prevention pro 
grammes. 
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TREATMENT 


Who should be treated? Since nearly 
every schizophrenic will respond favour- 
ably to at least some degree there is a 
problem of selection unless treatment fa- 
cilities are complete, which is not true any- 
where in the world. First preference in 
regard to admission to hospital should un- 
doubtedly be given to those schizophrenics 
who constitute a danger to themselves and 
their community. A clear distinction should 
be made between patients who are treated 
to prevent an antisocial act and those who 
have already done so (the same distinction 
as exists elsewhere in society). Mentally ill 
criminals should be neither in the prisons 
nor in the hospitals but in a separate institu- 
tion under the jurisdiction of the mental 
hygiene department. 

Beyond this it is reasonable to say that 
as a rule those patients with the best 
chance of responding favourably should 
be given the preference. Certain exceptions 
must be made to this in the case of treat- 
ment of disturbed patients whose behaviour 
may occupy a disproportionate amount of 
time and attention unless they are given 
prompt attention. Moreover, many patients 
previously regarded to be inaccessible to 
treatment now respond favourably to newly 
introduced methods of treatment such as 
drugs, occupational and social methods. 

Where should treatment be given? It is 
agreed that a certain necessary minimum of 
hospital beds for psychiatric patients should 
be available. In this respect we would en- 
dorse the following paragraph from the 
Third Report of the Expert Committee on 
Mental Health :? 


- -. while it is impossible to lay down hard 
and fast rules about the number of beds that 
should be provided for the type of psychiatric 
Patient who must, by virtue of his behaviour 
and his illness, be segregated from society for 

is own sake and for the sake of the com- 
munity, it can be said that any community— 

owever economically undeveloped—which has 
less than one psychiatric bed per 10,000 of the 
Population will be unable to provide even this 
Crudest level of what might be described as 
Pies mec psychiatric in-patient care,” and 
h t, depending on the rising level of economic 
evelopment and increasing urbanization, prob- 
— — 

Wid. Hith. Org. Techn. Rep. Ser, 73, 5- 
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ably any community will ultimately find it 
necessary to provide at least one psychiatric 
bed per 1,000 of the population for the cus- 
todial treatment and care of these most flagrant 
cases of psychiatric disorder. 


Hospitals should be constructed as near 
as possible to the source of population from 
which they draw. This allows the patient 
to maintain a more continuing contact with 
his family and community and usually fa- 
cilitates an early discharge. Hospitals 
placed in remote areas tend to isolate not 
only the patient but also consideration of 
the problem by the community and in ad- 
dition frequently have problems of obtain- 
ing suitable personnel. The simplifying of 
legal formalities facilitates the prompt ad- 
mission and rehabilitation of patients. 

When local conditions permit, patients 
at an early stage of the attack could be 
treated in the psychiatric wing of a general 
hospital. Frequently a few weeks only of 
treatment are sufficient to allow the patient 
to return to his home. Admission to a 
mental hospital often entails several months 
of residence which may in itself be detri- 
mental. In addition, treatment in a general 
hospital usualy encourages the attitude 
that mental disease is of the same quality as 
other diseases. 

The use of "day hospitals" and extra- 
mural services helps to maintain the pa- 
tients place in society. Alternately, the 
patient may improve to the extent that he 
can be out of the hospital during the day 
and there may then be a period when a 


“night hospital" would be useful in order - 


to carry out the necessary treatment. This 
combination may make it possible to in- 
crease the load of patients being carried 
(see report of the Fifth Expert Committee 
on Mental Health). 

Who should give the treatment P Under 
satisfactory circumstances treatment should 
be given only by highly skilled and ex- 
perienced personnel, whether this be in a 


general hospital or in a psychiatric hos- | 


pital. The best that can be done in less 
well developed societies is to utilize the 
best available personnel, with strictest in- 
sistence that under all circumstances treat- 
ment is to be genuinely and not only 
formally under the direction of a psychi- 
atrist. Those countries with smaller re- 
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sources should not be mechanically tied 
down to the standards of some other coun- 
tries with which they have political or 
economic relationships. In such areas it is 
strongly recommended that facilities be 
provided (through WHO or other agen- 
cies) for the training of nursing, medical, 
social work, and other necessary personnel, 
to raise the standard of performance. If 
medical schools, nursing schools and train- 
ing facilities for social workers exist em- 
phasis should be placed on psychiatric 
training to the same extent as education in 
other medical fields. Social workers can 
play a useful role in maintaining the pa- 
tient’s integration with the community after 
discharge from hospital. 

The psychiatric services of a country have 
been found to develop most satisfactorily 
when they have a fair measure of adminis- 
trative autonomy. The uniqueness of their 
needs makes it unsuitable for them to be 
lumped in with the general medical pro- 
gramme nor do they belong under a “de- 
partment of institutions and agencies." 

What will facilitate treatment? It has 
been found necessary in most countries to 
offer inducements above and beyond those 
provided for other medical personnel in 
order to fulfill their mental health pro- 
grammes, In addition to adequate com- 
pensation to medical, nursing and other 
employees dealing directly with the patient 
it is essential that ancillary facilities such 
as secretaries, libraries, and necessary sup- 
plies and equipment be provided. 

The education of the public to the re- 
cognition that mental disturbances are a 
form of disease and that they can be treated 
creates a salutary atmosphere, provided al- 
ways that it is carried out with due regard 
to local circumstances and under the guid- 
ance of the psychiatrist of the area. It also 
encourages the acceptance of such indi- 
viduals back into the community. Recogni- 
tion that such individuals at times have 
limited but permanent disabilities (as in 
the case of patients with cardiac disease, 
diabetes, epilepsy, arthritis, etc.) will help 
prevent the permanent isolation and 
abandonment of individuals who could 
carry out certain useful social functions. 
The formation of mental health societies 

can be extremely useful in the propagation 
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of such ideas and in the stimulation of 
effective action to improve conditions. At 
the same time caution must be exercised 
so that such groups do not uncritically ac- 
cept the enthusiasms of those who have a 
special plea to make and which would not 
be useful or applicable under local condi- 
tions. An example of this is the advocacy of 
child guidance centres to prevent the de- 
velopment of schizophrenia. Although such 
facilities are useful for other purposes there 
is no substantial evidence that they can 
prevent the development of schizophrenia 
and even in a general mental health pro- 
gramme there are often other priorities of 
greater importance. 

It is further specifically recommended 
that training and treatment programmes 
be provided for those countries where 
facilities and personnel are less advanced 
than in certain other places. Obviously this 
should only be done at the request of the 
country involved. In addition opportunities 
should be provided for key personnel in 
such countries to visit and exchange ex- 
periences with comparable people in coun- 
tries with better developed programmes. 

What types of treatment are available ? 
The three types of treatment, somatic, 
psychological and environmental, are com- 
plementary and decisions as to which 
should be used are highly dependent on the 
condition of the patient as well as available 
resources, Final judgment must always rest 
with the responsible psychiatrist. 

It should be stressed that each of these 
therapies (including the psychological) i$ 
potentially dangerous if not properly ad- 
ministered. They certainly should not be 
undertaken by unskilled persons, regardless 
of the goodness of their intent. 


PREVENTION 


While genetic factors underlie schizo- 
phrenia in at least a very large proportion 
of serious cases, they do not invariably lea 
to clinically manifest schizophrenia. 
proportion of persons who are genetica y 
capable of schizophrenic responses is eS 
mated to lie betwen 1.2% and 5$. Every 
child born, in the European and America? 
societies so far studied, stands a 1% risk 
developing schizophrenia in his lifetim® 
should he survive to 55 years of age. E 
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to reduce the frequency of schizophrenia 
can theoretically be directed as attempting 
to reduce the gene frequency in the popula- 
tion or at efforts to reduce the frequency 
of schizophrenic disorder among those who 
are genetically predisposed. In practice, 
however, there is no feasible way of reduc- 
ing the gene frequency. Sterilization, abor- 
tions, denials of marriage certificates, etc., 
have been suggested ; but these methods of 
limiting the fertility of manifest schizo- 
phrenic individuals cannot be expected to 
have a material influence on the frequency 
of the genetic defect in the subsequent 
generation and are not recommended, Gen- 
etic counselling, however, can be of value in 
individual cases provided it is given by 
physicians, preferably psychiatrists, who 
are experienced in this field. 

There is evidence which suggests that 
there is a statistical association between the 
amount of manifest schizophrenia and the 
social disorganization of a community as 
indicated by greater amounts of social isola- 
tion, high frequency of unmarried persons 
and poverty. The precise significance of this 
association has not been worked out. A 
fourth group of data suggests that some 
populations undergoing rapid cultural 
change with dissolution of established social 
and cultural patterns experience a higher 
incidence of manifest schizophrenia; this 
evidence is less dubious with respect to 
certain paranoidal states akin to schizo- 
phrenia than with respect to schizophrenia. 

This evidence deserves the close atten- 
tion of health and other officials who have 
to make decisions on social and economic 
policy and on city planning. It may also 
affect social policy in matters which influ- 
ence the frequency with which families are 
disunited or cultural ties ruptured, Child 
guidance clinics have not been shown to 
Prevent adult schizophrenia although they 
undoubtedly have other advantages. 

Besides preventing the occurrence of ill- 
ness, much good may be done when re- 
lapse is prevented, once the patient has 
Improved or recovered and when the symp- 
toms of the illness are mitigated. In this 
connexion, the advantages and disadvan- 
tages of admission to hospital need to be 
Considered. There are many patients for 
Whom admission to hospital is desirable. 
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There are others who are now commonly 
admitted to hospital who would probably 
be better if they remained in the community 
and received their treatment as outpatients. 
Furthermore, some patients who in the first 
instance have to be admitted to hospital 
remain there when their illness has reached 
a stage at which continuance within the 
environment of the mental hospital has an 
adverse effect upon the illness. If at the 
proper time the discharge of these patients 
were to be effected with due regard to the 
considerations dealt with in the section un- 
der the heading, “Treatment,” much misery 
and continued illness would be prevented. 

Disability can be reduced by various 
techniques of modifying the social environ- 
ment. Preventing disruptions in the con- 
tinuity of personal relationships, maintain- 
ing readiness in the community for resump- 
tion of old or transfer to new personal and 
work roles, the formation of patient clubs, 
are examples of such methods. 

Early treatment can be approached by 
attempting to identify persons likely to 
become ill or already manifesting early 
signs of the disorder. This approach en- 
counters social difficulties in interfering 
with family life. On the other hand, persons 
who have recovered from a first attack are 
known to relapse frequently so that pro- 
grammes to prevent psychotic episodes 
might well be directed at recovered pa- 
tients. 


GENERAL ASPECTS OF THE PROBLEM 


Although schizophrenia is a core problem 
in the field of mental disease, it cannot be 
viewed in isolation. Training, research and 
education in the entire field of mental 
health are necessarily involved. 

Many physicians are now aware of the 
potentially useful treatment techniques but 
feel a lack of the necessary skill in recog- 
nizing the conditions in which these tech- 
niques would be useful and have not the 
training in using such therapies. More sys- 
tematic and extensive psychiatric education 
must be provided to medical students, 
nurses, social workers and others concerned 
in the care of the mentally ill. Further in- 
formation and refresher courses should be 
available to doctors already in practice. 

Research : A considerable increase in the 


facilities for conducting research is essen- 
tial. Advances in treatment are impossible 
unless there is research leading to the de- 
velopment of new techniques and the 
evaluation of existing as well as new ones. 
This is equally true of prevention. Even 
when funds have been available for such 
investigation there have not always been 
adequate personnel. It is therefore strongly 
urged that psychiatrists in their training 
should be given an understanding of the 
value of research and should be fitted to 
co-operate in research projects. Research 
careers must be made attractive financially 
and carry a guarantee of continuity. 

The type of research varies with local 
needs and capabilities, for instance in cer- 
tain countries priority of the need for an 
anthropologist is greater than for the need 
for an investigator of brain enzymes. 

Public Education : The climate of public 
understanding regarding the prevention and 
treatment of mental disease oscillates be- 
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tween rejection and uncritical enthu: 

Thus each new psychodynamic theory a 
each new drug is hailed by some as tho 

it were the answer to all our mental pre 
lems. Similarly the failure of a the 
the “dangers” of side effects are so 
exaggerated, so that at times pati 
unwilling to accept necessary treat 
greater public understanding that the 
lem is a complex one not to be sol 
slogans or summary assurances WOU 
salutary. Judicious diffusion of kn 
under psychiatric guidance by the 1 
broadcasting, magazines, television 
other media of communication wo 
inestimable value. Mental hygiene so 
religious groups, parent-teacher 4 
tions and similar organizations can 
contribute to this important end. Me 
of the community who have oppo 
of becoming directly acquainted with m 
tal health work and mental health w 
thereby obtain a proper understand 
the whole problem. 
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THE AMERICAN MELTINC POT : ITS MEANINC TO US 


J. M. RADZINSKI, M.D. 


Give me your tired your poor 

Your huddled masses yearning to 
breathe free, 

The wretched refuse of your teeming 
shore. 

Send these, the homeless, tempest- 
tost to me. 

I lift the lamp beside the golden door. 

—Emma Lazarus 


On Oct. 28, 1886, the Statue of Liberty 
was unveiled to stand guard over New 
York harbor—“the golden door” to Ameri- 
ca. It was in the period when the words 
inscribed on its pedestal were accepted 
uncritically by most Americans. Year after 
year, there flowed across the Atlantic an 
endless stream of immigrants mostly from 
the lowest social strata of Europe seeking 
a better life in the new world and furnish- 
ing a source of cheap labor for the growing 
American industries. In the years 1881- 
1927, a period of less than two generations, 
the number of these newcomers had 
reached 27 million? One in ten of them 
came from the British Isles, 2 out of 3 
came from Austria-Hungary, Italy and 
Russia. These new-comers mingled with 
the already extremely heterogeneous pop- 
ulation of whites, Negroes, Mexicans, 
Indians and Asians. Today, the U. S. A. has 
the greatest diversity of racial and ethnic 
stocks in the world—greater even than the 
Soviet Union. While in the latter there exist 
but two racial stocks (White and Mon- 
goloid), here all known human races are 
represented. Moreover, in the U. S. S. R. 
the various ethnic groups are segregated 
in separate cultural compartments called 
Soviet Republics while in our country the 
races are mingled more or less intimately 
in every state of the Union. Thus Moscow, 
Leningrad and Kiev are peopled exclusive- 
ly by Whites—there is no city in U. S. A. 
of comparable size that is not a mixture of 
two or more racial stocks and many ethnic 
groups. 


—— 
p Address : 25 East Washington St., Chicago 2, Ill. 
di Encyclopedia Britannica, 1944. Article on Migra- 
n. 


In 1924, Congress, alarmed by the rapid 
transformation of the American ethnic and 
cultural patterns as a result of the un- 
limited influx of other nationals, passed 
the Immigration Act designed to control 
immigration according to the ratios of 
foreign born in 1890, before the great in- 
flux of east and south Europeans. It was 
sought thereby to encourage immigration 
from western Europe. A ceiling of 150,000 
was set upon all admissions in any one 
year. The liberal quotas for west Eu- 
ropeans remained largely unfilled with 
the result that the admission rate in the 
years 1931-40 seldom exceeded 100,000 and 
the total for the decade was only 528,431. 
In the post-war years, however, because of 
the political and economic upheavals 
abroad and pressure of national blocks in 
this country, the law has been regularly 
circumvented with the result that in the 
period 1951-56 there arrived in this country 
a total of 1,409,263 persons, of whom 785,- 
101 were Europeans, 59,712 Asians, 537,066 
from various American republics. 

OF all social problems facing America, 
the problem of ethnic mingling and integra- 
tion is the most fundamental and the most 
pressing. Any light that can be cast upon 
it is, therefore, timely and needful, par- 
ticularly since our legislators are being 
harassed from all directions to loosen the 
legal restrictions upon immigration. World 
history and more particularly the history 
of Europe have given us many examples 
of movements of populations either by 
conquest or infiltration. Their social con- 
sequences are well known to historians but 
less so to sociologists and politicians : the 
last three presidents of the U. S., for ex- 
ample, have urged repeatedly the admis- 
sion of refugees above and beyond the 
quotas specified by law. It is the purpose 
of this study to direct attention to some 
of the consequences of population changes 
às they occurred in history and to evaluate | 
in their light as well as from the current 
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American record their prospects for our 
people. 

The phenomena of cultural changes, the 
rise and fall of states, empires and civiliza- 
tions, the sprouting of genius in certain 
areas and epochs have been attributed to 
racial and environmental factors with a 
varying emphasis on each. The 19th cen- 
tury witnessed the preponderance of racial, 
the 20th of environmental theories. The 
racial hypothesis found a strong confirma- 
tion in the Darwinian concepts of biologic 
evolution, struggle for existence and sur- 
vival of the fittest. Darwinism furnished, as 
it were, the moral basis for the imperialism 
of the 19th century. The fittest among the 
humans appeared to be certain nations of 
Europe which, though relatively limited in 
population and living space, were able to 
control and exploit vast colonial empires in- 
habited by racially diverse peoples. Among 
them, Great Britain as the mistress of the 
seas and Germany as the most formidable 
land power, held the first rank. Since both 
were peopled largely by the blue eyed 
fair type, it was not difficult to conclude 
that their racial stocks were superior to 
all others. This thesis was propounded in 
the writings of Gobineau(8), Hegel(9), 
Chamberlain(3), Treitschke(20), Bern- 
hardi(1) and others. Herbert Spencer 
wrote of superior and inferior races with 
the certainty of a mathematical axiom (17). 

World War I staggered the concept of 
Germanic superiority; World War II 
ground it in the dust. The white man's 
notions were further undermined by the 
lusty clamor for freedom and its realiza- 
tion among the dark skinned colonials. Thus 
the 20th century witnessed the dethrone- 
ment of the white European from his 
privileged perch and the emergence of the 
theory of basic equality and practical uni- 
formity of racial and ethnic groups. This 
view found its most authoritative propon- 
ents, for different reasons, in the last two 
remaining great powers, the Soviet Union 
and our own country. In the former, the 
theory was an essential prelude to the 
forced equalization of all humanity to fit 
the preconceived proletarian mold (13), in 
the latter, the multiplex racial and ethnic 
origins of the population rendered the 


espousal of any other view unpractical and 
unwise. 

Essentially, the current views of Ameri- 
can and Russian social scientists and his- 
torians is that, given a proper cultural, 
economic and social milieu, civilization will 
rie in any land and under any color. À 
logical consequence of this theory has 
been the depreciation of the great man 
from the creator to the creature of culture. 
Men of genius, say the anthropologists, 
arise from time to time among all peoples 
but while some cultures encourage them, 
others frustrate them as much as 100% 
Kroeber, for example, explains scientific 
discoveries in this manner : 


Given the knowledge of electric current and 
electromagnetic induction and of sound vibra- 
tion especially with telegraphs operating for 
30 years and the idea of the telephone is bound 
to occur to a number of technicians(11). 


Following this line of reasoning, given 
the custom of tub bathing, the principle 
of Archimedes should have occurred to à 
number of bathers. If in this particular 
case, the royal crown served as the happy 
stimulus, then what impelled this same 
Archimedes to discover the formulae for 
volumes of cylinders, spheres, levers, gears 
and a number of other secrets previously 
unknown? Culturists find it not easy to 
explain the phenomenon of Leonardo da 
Vinci, who in inventive thinking and plan- 
ning was many generations ahead of his 
time even in the midst of the Renaissance 
or of Hippocrates whose writings, appear 
ing in an age of demonocracy and witch- 
craft, had to wait 2,000 years for time to 
overtake them, or of Shakespeare whose 
insight into the mental recesses of man has 
been a wonder to the intellectual world t? 
this day. More than 100 years before Kroe 
ber, Thomas Carlyle wrote : 

. they bor 
“He 


Show our critics a great man . . 
to what they call “account” for him ; . . - an 
bring him out to be a little kind of man. 
was the creature of the time" they say; 
time called him forth, the time did everythin’ 
he nothing-but what we, the little cri 
could have done too(2). 


Not all American anthropologists ait 
regarded racial factors as inconsequen 
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in cultural development. R. B. Dixon(6) 
expressed this credo : 


I cannot but feel that, among the many potent 
factors which have determined or directed 
the rise of modern European civilization, this 
one of the fusion of Alpine and the Mediter- 
ranean-Caspian elements has an important 
place. . . . From the fusion between types less 
dowered have come the feebler cultures ; 
from those of types with larger, more richly 
endowed brains have come greater achieve- 
ments ; from those of the Alpine and Mediter- 
ranean types, whose brain in type surpass 
all the rest, have grown the greatest of them 
all. . . . That there is a difference between the 
fundamental human types in quality, in in- 
tellectual capacity, in moral fiber, in all that 
makes or has made any people great, I believe 
to be true, despite what the advocates of the 
uniformity of man may say. 


Among historians, A. J. Toynbee(19) dis- 
misses the race as a factor in transition 
from static to dynamic culture. “Neither 
race nor environment . . . has offered or 
apparently can offer any clue as to why 
this transition in human history occurred 
not only in particular places but at particu- 
lar dates.” He explains civilization as a 
response to the "challenge" of adversity. 
And so, dessication of the lower Nile region 
was the challenge that brought about the 
flowering of the ancient Egyptian civiliza- 
tion. The poor sandy soil of the Baltic 
provinces of Germany evoked the martial 
and the practical virtues of the modern 
Prussian. The historical fact that the 
modern Prussian is the product of the 
biologic fusion of such warlike elements 
às the Saxons, the Knights of the Cross, the 
fierce Slav and Balto-Prussian tribes ap- 
pears to be of little consequence to Mr. 
Toynbee. 

Toynbee concedes that progress is not an 
automatic process of the masses but is al- 
Ways initiated by a creative minority. At 
he same time, he maintains that civiliza- 
tions are entities of a sort that are not 
Subject to the laws of biology. His view 
9n the effect of the Barbarian invasions 
upon the course of civilization is character- 
pe : "The barbarians were the vultures 
eeding on the carrion or the maggots 
crawling on the carcass of Hellenic society 


(19) 
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This view is in marked contrast to that 
of Ernst Kretschmer, a biologically oriented 
worker, who collected a great deal of 
material in support of hereditary factors 
in genius and national achievement. 
Kretschmer stressed the apparent correla- 
tion between ethnic fusions of nearly equal- 
ly gifted peoples and the flowering of 
genius occurring sometimes after a latent 
period of several centuries( 10). 

To recapitulate, we have represented in 
anthropologic, historical and biologic think- 
ing on the origins of civilization two views : 
one to the effect that race is the determin- 
ing factor, the other, that environmental 
forces determine man’s behavioral dif- 
ferences and that human mature "in the 
gross and in the mass" may be regarded as 
a constant(ll). Each school ascribes a 
minor role to the contentions of the other. 
Systematic studies on the possible effects 
of ethnic mingling have been of little in- 
terest to the environmentalists (culturists) 
while such mingling has been deplored by 
racial purists on grounds that hybridization 
leads to physical and intellectual degener- 
acy. 

If, as Toynbee believes, cultural achieve- 
ment is determined by creative minorities, 
cultural differences among ethnic and racial 
groups may be a consequence of psycho- 
logic differences among these minorities. To 
insure behavioral differences among peoples 
living in similar environments it would be 
necessary to assume that only a small 
minority—as little as 1£—of people A differ 
significantly from an equally small minority 
of people B. The rest of the populations 
may very well be a cancellable constant. 
The small difference would suffice to set 
each people on a divergent cultural course 
with respect to social martial, artistic or 
scientific achievements. The credibility of 
this view is supported by the fact that the 
sum total of significant creativity and lead- 
ership for all mankind, at least in recorded 
times, has been the work of probably less 
than 100,000 persons among the many 
billions who have made their brief and 
undistinguished sojourn on this earth. The 
numerical insignificance of these catalysts 
of culture may explain the negative results 
encountered in attempts to detect them by 
the relatively crude psychological mass 
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testing. No psychological test has yet been 
devised that could detect and measure 
accurately such slight though significant 
variables. 

If psychologic differences of creative 
minorities constitute the key to the solution 
of the infinite variability of human cultures, 
then psychologists and psychiatrists have 
a contribution to make towards a meaning- 
ful synthesis of the vast but still largely 
unorganized work of anthropologists, his- 
torians, sociologists and geneticists. 


II 


The history of Europe offers many in- 
structive examples of ethnic mingling with 
their cultural concomitants and sequences. 
Tt would be impossible to give a detailed 
account of such fusions for all areas of 
Europe without expanding an article into 
a book. One land, Italy, however, is ideally 
suited for a study of this nature and will 
suffice as a model. Italy has had a long 
history of several illustrious civilizations 
preserved by a wealth of historic material, 
As the head of the Roman Empire, she 
carried the torch of Greco-Roman civiliza- 
tion to every corner of the Mediterranean 
world until trampled under foot of alien 
and barbarous peoples, During the Renais- 
sance, she again raised the same torch and 
illumed the road out of the Dark Ages for 
the new nations of Europe and America. 

It is a matter of conjecture who was 
autochthonous in Italy and who first en- 
tered it and from which direction. At the 
dawn of Italian history (1000-800 B.C.), 
certain ethnic groups were already there. 
The Greeks were settling in parts 
of Sicily and southern Italy, the mysterious 
Etruscans were firmly planted in the west- 
ern half of central Italy between the Tiber 
and the Arno, while the Latins, the Sabines, 
the Umbrians and other tribes were in 
occupation of intermediate aréas. The 
Ligurians probably infiltrated Italy from 
the northwest while the Illyrians settled 
on the northeastern fringes of the Adriatic 
where they were later known as the Veneti. 

The Etruscans, whose language is still 
largely a mystery, were probably not Indo- 

European and contrary to the opinion of 
ancient historians, may have preceded other 
ethnic groups in Italy( 12), They had a high 
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culture and were capable fighters both on 
land and sea. They conquered Corsica and 
Sardinia and for several generations were 
a scourge to the Greeks and the Cartha- 
ginians, Their supremacy came to the end 
in the defeat at Cumae (474 B.C.) and the 
abolition of the kings in Rome. 

Etruscan influence was very strong in 
early Rome. The Tarquin kings were prob- 
ably Etruscan. To them the Romans were 
indebted for certain religious forms, the 
insignia of state, the curule chair, the 
fasces, the purple toga, the processions and 
triumphs. Etruscans probably also taught 
the Romans the arts of irrigation, drainage, 
mining and the building of temples, tombs 
and fortifications. 

The last of the ancient peoples to in- 
vade Italy were the Celts who sacked 
Rome in 390 B.C. Although most of them 
soon retired to the north and settled in the 
Po valley, bands of Celtic marauders con- 
tinued to harass the environs of Rome for 
50 years. 

Romanization of Italy was fairly ad- 
vanced by 200 B.C. By the end of the Third 
Punic War (146 B.C.), Rome was the x 
tress of the Mediterranean. In the ens 
Augustus (31 B.C.-14 A.D.), she reach 
the peak of her grandeur in c 
achievement and in the firmness of politi 
control of the Mediterranean world. 

According to Roman remains and the 
countless marble busts, Romans of th 
classical period were mesocephalic to bra 
chycephalic, of short to medium ww 
with blondism in the minority and the T: 
tures well amalgamated into the recogni? 
able Roman type. : 

Many factors contributed to the Er 
and fall of Rome as the mistress o 
ancient world. Incessant bloody Med AE 
foreign and domestic killed off a goo H j 
tion of the citizenry. After the esta ua 
ment of the Empire, the patrician C7 
was progressively liquidated by empa 
seeking to secure their own position. 
man colonization of the provinces k: ae 
one hand and continuous influx of slav 
artisans, merchants and adventurers y alic 
other served to dilute the Roman and 
stock with new types from Greece, 
Egypt and Libya. Also, it became the 
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tom to recruit the armies in Gaul, Spain, 
Illyria and from German volunteers. In the 
time of Caracalla (212 A.D.) Roman cit- 
izenship was extended to all free inhabi- 
tants of the Empire with the result that by 
the time of Constantine the Great, Italy 
was reduced to the status of an impover- 
ished and undistinguished province in a 
tottering empire. The Romans by that time 
were a cringing, cowardly lot, having little 
more than the name in common with the 
Romans of the Republican era. 

As the Empire was disintegrating from 
internal weaknesses and chaos, Italy was 
invaded by the Visigoths under Alaric 
who captured and plundered Rome (410 
A.D.). Two years later, the Visigoths with- 
drew from Italy and wandered on to Gaul 
and Spain. Two more invasions followed, 
one by the Huns (452 A.D.) and the other 
by the Vandals (455 A.D.) before the 
Roman Empire came to its historic end 
in the west. The coup de grace was ad- 
ministered by Odoacer, a barbarian officer 
in the imperial army, who deposed Romu- 
lus Augustulus and proclaimed himself 
king of Italy (476 A.D.). Odoacer in turn 
was deposed and slain by Theodoric, king 
of the Ostrogoths (489 A.D.), who within 
à few years conquered all Italy and Sicily. 
The Ostrogoths settled mainly in the north 
and east of Italy(15). In the 6th century, 
Italy was the scene of invasions by the 
Franks and the Alamanni fighting for the 
control of the peninsula against the Eastern 
Imperia] forces under Belisarius. The Lom- 
bards followed in 568 driven southward 
from the Danubian region by the Avars. 
The Lombards also settled mainly in the 
north, occupying Vicenza, Verona, Milan 
and Pavia. They confiscated the larger 
estates and reduced the native population 
to the status of a conquered people. 

Lombard attempt to take Rome led to 

tankish intervention under Charlemagne 
(774) and Frankish control of the north- 
fm communities of the peninsula as the 
d ig class. German incursions into Italy 

Continued for more than 4 centuries longer 

quest of the imperial crown and the 
Prestige of old Rome, Constant marauding 
of German soldiers over Italy, particularly 
In its northern half, served no doubt to 
€ à good deal of Germanic stock into 


J. M. RADZINSKI 


877 


the native population. Rome with sur- 
rounding territory as the seat of the papacy 
was only occasionally violated by the 
invaders. 

Meanwhile, the largely Greek complexion 
of Sicily and southern Italy was changing 
as a result of Moslem invasion from north 
Africa (831) and more than 200 years of 
Arab domination. The people of this area 
remained in constant turmoil generated by 
local wars, wars with Byzantium, with the 
Saracens and finally the Normans who, 
after 30 years of conflict (1060-90), became 
masters of the island, and reopened Sicily 
to intercourse with peninsular Italy. 

In the north, the Lombard and Frankish 
lords for several generations retained their 
separatism from the “inferior” Italian pop- 
ulation. They were the governing aristo- 
cracy. The Frankish element predominated 
at the highest level, while the Lombards 
formed the middle and lesser nobility. 
Eventually both became completely dis- 
solved in the Italian national sea. 

A special place in the development of 
the Italian nation was held by Venice 
where foreign conquerors failed to gain a 
foothold. Prior to barbarian invasions, the 
little islands of the lagoon were inhabited 
by a poor but hardy fisherfolk living in 
relative isolation due to their inconspicuous 
position, When the Huns and later the 
Germans swept across Italy, families of 
Italian nobility sought refuge in these 
islands settling there permanently after 
the Lombard conquest. The original in- 
habitants favored democratic institutions, 
the newcomers were aristocrats leaning 
towards oligarchy. This political cleavage 
was in evidence throughout Venetian his- 
tory. Venice established her autonomy 
when she repelled a Frankish attack (810) 
and accepted the suzerainty of Byzantium. 
The city reached the height of her political 
power in the second half of the 14th 
century. She achieved prominence in the 
arts only in her declining years. i 

The history of the Italian civilizations 
with the ethnic components entering into 
their formation is summarized graphically 
in charts I & II. Under the baseline of the 
graphs are the names of peoples entering 
into the formation of the national entities. 
Above the baseline is projected their 
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achievement curve. The curves consist of 
an ascending limb, zenith and decline. The 
two zeniths are the Augustan age and the 
Renaissance. The “Risorgimento” of the 
19th and 20th centuries cannot be compared 
with these two periods. In the latter, Italy 
was an undisputed leader among the na- 
tions of Europe, in the former, she is 
merely attempting to keep pace with them. 

The ethnically different invaders of 
northern and southern Italy contributed 
to differences in the physical characteristics 
of people in the two areas. Today, blondism 
constitutes a significant minority in the 
north. Also, the northern Italians are taller, 
have larger heads and are inclined to 
mesocephaly. The further south one goes, 
the more prevalent becomes the shorter, 
dark haired, dolichocephalic type character- 
istic of the Mediterranean stock. These 
differences are illustrated in maps 1, 2 and 


3; 

One of the striking features of the Italian 
Renaissance is the extraordinary abundance 
of men of exceptional ability and genius. 
To ascertain the geographic distribution of 
genius, 50 of the greatest Italians from 
the time of Dante to the present were 
selected. These individuals had attained 
world fame in literature, plastic arts, music, 
science, politics and religion. A map in- 
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dicating location or their origin (Map 4) 
reveals the heaviest concentration to be in 
a belt of territory bounded by Turin, 
Verona and Venice in the north to Perugia 
and Pescara in the south. The highest con- 
centration was clustered in and around 
Florence. Fifteen of the 50 were Floren- 
tines by birth and among them were the 
greatest Italians of all time. A few were 
in Naples and Sicily. It is noteworthy that 
none of the 50 had Rome for his birthplace 
though the popes were among the most 
generous patrons of the arts. 

The area of the greatest concentration 
of genius was where one would expect the 
most vigorous biologic interaction between 
the invading barbarians and the Italo- 
Roman population. The northernmost Al 
pine regions were not representative of the 
Italo-Roman stock, areas around Rome, be- 
ing papal domains, were seldom violated 
by the barbarians, while the southern sec 
tions of the peninsula were too remote for 
visitors from across the Alps to penetrate 
in appreciable numbers. Sicily and the 
foot of the peninsula with their basic Greek 
population received an influx of Moors 
from north Africa. The later Norman eth- 
nic element was probably minimal in 
effect as is evident from the dark pigmenta- 
tion of the present inhabitants there. 
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The record of Florence was matched 
only by that of ancient Athens. These two 
cities constitute a historic refutation of the 
theory that high cultural achievement is 
environmentally determined. 

The 50 “Greats” of Italy indicated by 
crosses on Map IV are as follows : 1. d'An- 
nunzio G.—Pescara ; 2. Ariosto—Reggio ; 3. 
Bartolommeo Fra—Florence; 4. Bellini V. 
—Sicily ; 5. Bernini G. L.—Naples ; 6. Boc- 
caccio G.—father Florence, mother French ; 
7. Borrelli G. A.—Naples ; 8. Botticelli S.— 
Florence ; 9. Canova A.—Treviso ; 10. Ca- 
vour C. B.—Turin ; 11. Cellini B.—Florence ; 
12. Cherubini M.—Florence; 13. Colum- 
bus C.—Genoa ; 14. Correggio A.—Modena ; 
15. Groce B.—Aquila; 16. Dante A.—Flor- 
ence; 17. Donatello—Florence; 18. Fra 
Angelico—Fiesole ; 19. Galileo—Pisa, Flor- 
entine family; 20. Galvani L.—Bologna; 
21. Garibaldi G.—Nice ; 22. Giotto—Flor- 
ence ; 23. Leopardi G.—Ancona ; 24. Lom- 
broso C.—Verona; 25. Machiavelli—Flor- 
ence ; 26. Malpighi—Bologna ; 27. Marconi 
—Bologna; 28. Masacchio T.—Florence ; 
29. Medici Lorenzo—Florence ; 30. Michel- 
angelo—Florence ; 31. Mussolini B.—Forli ; 
32. Paganini—Genoa ; 33. Palestrina G. P. 
—Perugia; 34, Perugino—Perugia; 35. 
Petrarch—Arezzo, father Florence; 36. 
Pisano—Pisa ; 37. Puccini—Lucca ; 38. Ra- 
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phael—Urbino; 39. Rossini—Pesaro; 40. 
Savonarola—Ferrara; 41. del Sarto A.— 
Florence; 42. Stradella A.—Naples; 43. 
Stradivari-Cremona ; 44. Tasso—Venice ; 
45. Tintoretto—Venice ; 46, Titian—Venice ; 
47. Torricelli-Faenza ; 48. Verdi—Busseto, 
Parma; 49. Verrocchio—Florence; 50. da 
Vinci Leonardo—Florence. 

Dozens of cities of antiquity and the 
Renaissance could match these two in ad- 
vantages of location, natural resources and 
wealth. None has approached them in the 
vigor of creativity. In contemplating their 
phenomenal achievements, it should be re- 
membered that in population each was 
probably no larger than two Chicago wards. 

The theory that Italy as a whole was more 
favorably located for the diffusion of cul- 
ture stored in Byzantium is also unconvinc- 
ing. Byzantium was within the Balkan 
peninsula. And yet, the people of that 
peninsula have been culturally among the 
less productive in Europe. Across the nar- 
row Bosphorus from Constantinople, the 
inhabitants of Asia Minor were likewise 
creatively undistinguished. These facts 
support the opinion expressed by Dixon 
that not all ethnic mingling is equally 
happy in cultural consequences. 

Comparison of the behavior patterns of 
Roman Italy with Italy of the Renaissance 
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reveals some remarkable differences. The 
modern Italian excels in those abilities in 
which his Roman ancestor was deficient, 
namely, painting, sculpture, music, scientific 
curiosity, the culinary arts and business 
acumen. These are precisely the pursuits 
which the Roman had left to the Greeks 
and the slaves. On the other hand, the 
modern Italian has demonstrated only 
mediocre talents in the arts of government 
and war in which the ancient Roman had 
no equal. Stoicism was the basic philosophy 
of the Roman of the Republican era, Itali- 
ans of the Renaissance were inclined to- 
wards refinements of sensuous gratifica- 
tions. Among the Romans suicide was ap- 
parently common and socially acceptable 
as a form of self-execution. The modern 
Italian has one of the lowest suicide rates 
in Europe. In one respect at least both 
the ancient Roman and the Renaissance 
Italian were equally adept, ie, in the 
finely developed art of the dagger and the 
poison cup as instruments of power. 

Both Roman Italy and Renaissance Italy 
reached their peaks and then declined. The 
problem of exhaustion of genius and cultur- 
al decline has been as controversial as the 
question of their rise. Culturists explain 
the decline on the basis of "using up" of 
the cultural potentialities of a given period 
(11). It is more likely that the basic factor 
is a biologic dislocation of the delicately 
balanced genic constellations required for 
creative potentialities. We witness this 
biologic exhaustion in miniature in the 
quick return to mediocrity or worse in 
families in which genius has appeared. 
Among nations, cultural declines usually 
have been preceded by exhaustive wars, 
internecine civil strife, exodus of the more 
active elements of the community and in- 
filtration by culturally inferior ethnic 
elements. 

ll 


The ethnic mingling and its cultural 
concomitants found in Italy were dupli- 
cated on the same general lines and with 
more or less comparable results in most 
of the countries of Europe. The process 
was less marked in the Scandinavian pen- 
insula which, in recorded times at least, 
served more as a source than a destination 
for ethnic migrations. Ethnic displacements 
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usually followed the formula: ethnic 
mingling —> cultural decline — ethnic 
fusion — cultural efflorescence. The dura- 
tion of the decline depended, among other 
things, upon the qualitative differences 
among the cultural groups involved and 
the degree of ethnic mingling. The Dark 
Ages of ancient Greece, for example, in- 
cident upon the Doric invasion, lasted 
about two centuries (1100-900 B.C.). The 
most profound decline in European history 
—the Middle Ages—endured for nearly 1000 
years. The time required for the fusion of 
various ethnic ingredients varied in dif- 
ferent parts of Europe from 400 to 900 
years depending on such factors as the 
size of the population and country, cultural 
discrepancies, etc. This time interval may 
be designated as the period of national in- 
cubation. Considering the length of one 
human generation, the duration of the 
incubation period is significant. It has been 
estimated that every human being accounts 
for one million ancestors in 600 years and 
10 million in 900 years(18). In other words, 
within 20-40 generations the population of 
a country, in the absence of a marked in- 
flux from the outside, tends to evolve into 
a large, remotely related family. This was 
especially the case in the past when popu- 
lations of even the major European coun- 
tries averaged probably less than 10 million 
each. The fusions cut through the class 
barriers of European society. The genes 
have always found ways of eluding such 
encumbrances, As illustrious examples one 
may cite Charles Martel and William the 
Conqueror, both bastards; Frederick the 
Great, a grandson of a Guelph mésalliance 
with a French woman, Mlle. Eleonoré 
D'Olbreuse; Napoleons only direct sur- 
viving issue, a son by Marie Walewska 0 
Poland. 

Applying the facts of European history 
to the American scene, we can discern two 
periods in the history of the U. S. popula- 
tion: 1. The period of conquest and e% 
pansion, 2. The period of infiltration. The 
former was initiated at the beginning 9 
the 17th century with the settlement is 
European adventurers on the Atlantic ip 
of the virgin continent and ended with £ 
first half of the 19th century with a 
mastery of the entire breadth of the co 
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tinent. The process involved not only the 
clearing away of forests, wild animals and 
Indians but the elimination of several Eu- 
ropean contenders before the dominance 
of the so-called Anglo-Saxon element was 
established. 

The period of infiltration began to gather 
momentum in the decades following the 
bloody and exhaustive Civil War and 
reached its peak at the turn of the 20th 
century. There followed a temporary lull 
during World War I and after the enact- 
ment of the Immigration Act. In the pres- 
ent decade, we are again witnessing an 
acceleration of immigration though not 
in the same tempo as existed before World 
War I. 

If the past trends of ethnic fusions in 
Europe apply on this continent, it is ap- 
parent that a great biologic and cultural 
transformation in U, S. A. is in the making. 
Biologicaly, we are less a nation today 
than we were on the eve of the Civil War. 
At that time, America was composed large- 
ly of Anglo-Saxon and related west Euro- 
pean stocks with more than 200 years of 
fusion behind them, After 1870, as the 
result of nearly 30 million newcomers, 
mostly from eastern and southern Europe, 
the ethnic complexion of our country has 
changed radically. How will this change 
affect the cultural and achievement pat- 
terns of our country ? One can state almost 
with axiomatic certainty that ethnic mingl- 
ing of such vast proportions must be fol- 
lowed by a cultural decline before a sec- 
ondary rise, and the rise will follow a 
pattern different from the Franklin-Wash- 
ington-Jefferson-Lincoln variety. 

There are indications that the decline 
has already set in. In the past 40 years, 
America has produced few political figures 
comparable in clarity of vision and purpose 
to some of the great names of the preceding 
Century. At the same time, we have suf- 
ered an alarming epidemic of traitors in 
high places compared to whom Benedict 

old was a rather sympathetic figure. 
Foreign governments and blocks of poorly 
assimilated Americans have been able to 
influence and sway the American ship of 
State causing it to flounder in the mire of 

icting interests and indecision. Ameri- 
can "masses" are clamoring for bonuses, 
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pensions, subsidies and other sinecures— 
the modern gigantic version of the Roman 
panem et circenses. Today, no less than 
37.8 million Americans are receiving direct 
monthly checks from the federal govern- 
ment. The Revolutionary maxim that that 
government is best which governs least 
has fallen by the board. 

Comparison of U. S. A. of today with 
the nations of western Europe with which 
we share the same cultural heritage reveals 
some unhappy differences, pointing to a 
relative weakening of the American social 
structure. We boast of the number of 
schools, universities, churches and hospitals. 
But our leadership is mainly in the num- 
ber of physical plants rather than the 
spiritual, intellectual and creative values 
that should go with them. Considering our 
population-greater than the combined 
populations of England, France and Ger- 
many—we barely hold our own in the arts 
and the sciences. If we take as a criterion 
the distribution of Nobel prizes in the 
creative fields of physics, chemistry, medi- 
cine and literature, we find that in the 
years 1901-50, we were, in proportion to 
our population, behind every country of 
western Europe except Italy, Portugal and 
Spain. Germany, England and France to- 
gether received 90 prizes to 31 for us. 
The record of smaller European countries, 
notably Switzerland, Denmark, Holland, 
Sweden and Austria was even more im- 
pressive (Chart III). In the same period, 
the entire continent of Asia produced but 
3 winners in the creative fields, South 
America 2, Africa 0. Peace prizes have been 
excluded from this statistical survey be- 
cause they depend more upon world po- 
litical situation than individual creative 
effort. 

While the Nobel prize distribution gives 
us a rough indication of creativity in a 
given cultural group, the incidence of 
crime is a fair yardstick of the social health - 
of such groups. The sad truth is that in 
crime the U. S. A. stands far ahead of the 
west European countries. According to the | 
F. B. I. reports, major crimes in this country 
in 1957 totaled 2,756,000 or approximately 
one crime per 62 persons—the highest in 
our history. 

Of all AR the most difficult to conceal 
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and therefore the most reliable statistically 
is homicide. Homicide denotes a complete 
breakdown, in the offender, of social in- 
hibitions, emotional control and judgment 
of the grave consequences of the act. On 
the physiologic level, it is the suspension of 
the highest cerebral functions under the 
blinding impact of overwhelming affective 
stimuli. It is the ne plus ultra of aggression. 
This is no less true of premeditated murder 
than in “crimes of passion.” Table I pre- 
sents a list of 23 areas of the world with 
an annual homicide and suicide rate, It 
shows that the homicide rate in U. S. A. 
is higher than that of any of the countries 
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listed except Mexico, Puerto Rico and the 
Union of South Africa. It is nearly 3 times 
that of Italy, the country with the highest 
homicide rate in western Europe. It is 
more than 6 times the rate of England, our 
closest European neighbor(5). 

Within the U. S. A. proper, there are 
enormous variations in different areas rang- 
ing from 1.4 per 100,000 in the New Eng- 
land states to 12.9, the average in Alabama, 
Kentucky, Mississippi and Tennessee(21). 
There is a rather striking direct relationship 
between homicide and the concentration 
of Negroes in the community. In 1950 
there were 9 states with the homicide rate 


TABLE 1 
INCIDENCE OF SUICIDE AND HOMICIDE IN VARIOUS PARTS OF THE WORLD 
"Total Homicide Total Suicide 
Country Year Homicides Rate Suicides Rate 
WESTERN HEMISPHERE 
Canada 1955 169 m 1006 | - See 
Chile 1954 186 2.8 3It..| 7c DN 
Dominican 1954 109 4.6 82 3.5 
Republic oS eae 
Mexico 1954 10,954 38.0 320 |. : IE 
Puerto Rico 1954 162 73 207 ||. 19:395 
U. S. A. 1954 7,761 4.8 16,356 10.1 
EUROPE 
Austria 1955 64 0.9 1,629 | 234 - 
Belgium 1954 72 0.8 1218 | 13,88 
Denmark 1955 24 0.5 1000 | 233 — 
England-Wales 1955 297 0.7 5000 | 113. 
France 1955 355 0.8 6903 | 160. 
Germany 1954 482 1.0 9,502 | 19.3 
JUüreldd ee ee 1954 II 0.4 68 | . 2923 
Italy 1954 811 L7 291 | . 5159 
Norway 1954 12 0.4 951 | . 4 
Scotland 1955 35 0.7 3944 | MSS 
Sweden 1954 56 0.8 1995 | 170 — 
“Switzerland 1954 | 52 BELI-:C| 7. 1,118 226 . 
PACIFIC AREA Ee Se 
Australia 1954 196 I4. |. O6 [| 1 
^ Hawaii 1954 20 3.8 S383 10.2 
Japan 1955 2.119 2.4 22.477 252 
AFRICA 
Egypt 1954 206 21 HNEEEES ee 
Union South Africa 1953 
Whites 81 2.9 328 118 
Colored 178 15.2 30 
Asian 19 49 38 a 
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above 10 per 100,000. These 9 states were 
among the first 10 in the density of Negro 
population with an overall average of 
23.7% Negroes. In the same census there 
were 9 states with the homicide rate below 
2 per 100,000. The latter states averaged 
1.9% Negroes, These facts are presented 
graphically in Chart 4.3 

States heavily populated by Negroes also 
had a higher incidence of homicide among 
the Whites than the predominantly White 
states. On the other hand, areas in which 
biologic White-Negro fusion is far ad- 
vanced (Puerto Rico, San Domingo), 
though high in the homicide rate, are ac- 
tually below the 9 most “homicidal” states 
of the Union. It has been noted that the 
pure Negro community of Mound Bayou, 
Miss, has had few serious crimes of any 
sort(22). These facts indicate that criminal 
behavior is not a monopoly of any par- 
ticular race but is enhanced by the mingl- 
ing of culturally poorly compatible racial 
groups. 

There is an interesting statistical differ- 
ence in the ratio of adult homicide to in- 
fanticide between the White and Negro 
races. Proportionately, fewer infanticides 
than homicides are perpetrated by Negroes 
(Table 2). 

Large American cities have a high con- 
centration not only of Negroes but of the 
foreign born as well. In contrast to Euro- 
pean cities where the foreign born con- 
stitute 1 to 6% of the total population, in 
American cities they range from 10 to 30% 
(22). The rate per 100,000 charged with 
murder in 9 American cities in one year 
was as follows(7) : 
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The foreign White with the exception of 
Italians actually had a better record of 
restraint than did the native White. 

Asian ethnic groups on the whole com- 
pare favorably with both Negro and White 
populations. Hawaii is an extraordinary 
example of a polyhybrid melting pot mostly 
of Asian origin. The ethnic components are 
as follows : 


Native Hawaiians 3.4 
Part Hawaiians 11.8 
White 24.5 
Japanese 37.2 
Philippino 12.4 
Chinese 6.8 
Puerto Ricans 2.0 
Koreans 16 
Negro 0.1 


And yet, the overall homicide rate is less 
than that of continental U. S. (3.8 to 48). 
Japan, with her teeming millions, mostly 
in marginal economic circumstances, has 
half the homicide rate of U. S. (2.4). 

The highest homicide rate of the 23 
countries listed was in Mexico (38.0), a 
country composed of 38% Indians, 43% part 
Indians, 19% White. There is no appreciable 
concentration of Negroes in Mexico. 

It has been often alleged that parental 
incompetence, lack of educational and rec- 
reational facilities, poverty, crowded living 
conditions and relative newness of the 
country are factors responsible for lawless- 
ness in general and homicide in particular. 
These factors are no doubt contributory 
but not fundamental. Puerto Rico and San 
Domingo, two extremely crowded and poor 
areas, have homicide rates lower than 
Texas, a wealthy state with abundant el- 


Native White 19.4 f the poorest, most 
bow room. Egypt, one o p 5 
Foca White E crowded and disease infested up in n 
Italians 53.6 world, has the surprisingly low ome e 
Mexicans 77.2 rate of 2.1. Ireland, a poor country, has 
TABLE 2 
White White Negro Negro 
Total Males Females Males Females 
Suicides 15,947 12,008 3,299 419 96 
Homicides 7,640 2,449 976 3,308 816 
Infanticides 203 0 82 33 17 
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together with Norway the lowest homicide 
rate in the world. Likewise, newness of the 
community has little relation to the inci- 
dence of crime. Canada and Australia to- 
gether average one-fourth the homicide 
rate of U, S. A. and compare favorably with 
old Europe. Both dominions, as a matter 
of state policy, have consistently practiced 
selective immigration. 

The countries with the highest homicide 
rates—Mexico, Union of South Africa, Puer- 
to Rico, U. S. A. and San Domingo—have 
one factor in common—a marked hetero- 
geneity of racial and ethnic stocks. Con- 
versely, areas with the lowest homicide 
rates such as Ireland, Norway, United 
Kingdom, Sweden and France, are all far 
advanced in biologic integration with many 
centuries of ethnic fusion behind them. The 
degree of homogeneity of a people is no 
doubt the basic biologic factor determining 

_ the degree of harmony in social relations. 
This fact ought to be stressed and publi- 
cized in order to neutralize the effect of 
the superficial and demoralizing doctrines 
of psychoanalytic theorists who blame 
parents for most of our social ills. Making 
individual parents the scapegoats for crimes 
which are a symptom of a sick society is 
grossly unfair and unscientific. 

Examination of Table 1 for the suicide 
rates reveals a tendency to a reciprocal 
relationship between suicides and homi- 
cides in practically all the countries listed. 
This relationship is strikingly illustrated 
in the case of Union of South Africa where 
the statistics have been broken down into 
White, Colored and Asian groups. The same 
relationship holds in U. S. A. where Negroes 
are responsible for about 40£ of criminal 
homicide (F. B. I. report, 1946) but ac- 
count for only about 3% of suicides (Chart 
V). The highest suicide rate is in Japan 
with Austria, Denmark and Switzerland 
following in close order. 

The ultimate cause or causes of suicide 
are, of course, unknown. There is certainly 
a number of kinds of persons likely to com- 
mit suicide, such as victims of depression, 
of paranoid reaction, difficult situational 
circumstances, incurable or painful somatic 
diseases, etc. Suicide is higher in men than 
in women in the ratio of 4:1. There is a 
progressive rise in the incidence with age, 
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the rate in the 15-24 decade being 45 
per 100,000, rising in the 55-64 decade to 
27 per 100,000(23). There appears to be 
a direct correlation between suicide and 
social status. Thus suicide is more frequent 
among officers than enlisted men. 
Psychoanalytic theorists, who seek base 
motivations in all human behavior, see 
little difference between homicide and 
suicide. To them it seems to be merely 


the question of direction. In the one, sadis- 


tic aggression is directed outwardly, in ' 


the other, inwardly with the concealed 
purpose of murdering an introjected ob- 
ject. C. W. Wahl explains characteristically 
what this introjected object may be. He 
says : "The suicide when he dies . . . com- 
mits not only suicide but vicarious matri- 
cide, patricide, sororicide, fratricide and 
even genocide"(24). While some suicides 
may be motivated by spite and neurotic 
hatreds, these are in the minority and 
often are symbolic rather than earnest. The 
suicidal gesture is seldom fully consum- 
mated. These are the cases with multiple 
superficial abrasions on the wrists or slight 
iodine burns on the tongue. The bulk of 
suicides, cases with endogenous depressive 
reactions, seldom express malice towards 
others and usually do not fail in the 
suicidal attempt. In them, inexorable self- 
condemnation for grossly exaggerated or 
even trivial transgressions is paramount 
(14). In such cases, genetic studies will 


often demonstrate a strong hereditary Pre - 


disposition. In fact, familial incidence 5 
the one definite objective clue we possess 
today to the problem of suicide. 

The key to the understanding and solu- 
tion of suicide will not be found in sterie 
psychodynamic explorations and ration 
alizations but in the study of the physio- 
pathologic processes underlying affectivity- 
The diencephalic structures subservin£ 
affectivity are subject to a wide gan 
disturbances ranging from the ecstatic 
lirium of a saint to Dantesque tortures ©” 
hell. Those who deal with depressed fy 
dividuals are aware of the unbeara 


quality of their anguish, often described * : 


more distressing than the worst aon 
physical suffering. That the dienceph 
can be a source of particularly ob evel in 
disturbances is evident on a lower 
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the thalamic syndrome whose symptoms re- 
main unaffected by most standard anal- 
gesics. It is likely that the victim is driven 
to suicide in one of the intolerable par- 
oxysms of psychic pain in which every 
rational consideration becomes shrouded by 
an overwhelming desire for liberation at 
any cost. It is cruel, therefore, to brand a 
suicide with the mark of cowardice or 
sin, as the syntonic moralists preach, or 
. symbolic murder as is dreamed of by the 
analysts. Suicide is as much a consequence 
of disease as is death by coronary occlusion. 
The high rate of suicide among the 
ancient Romans, the Japanese and the 
highly cultured people of Switzerland, 
Austria and Denmark indicates that it is 
associated with a highly developed ethical 
sense in which great value is placed on the 
approval of one's fellow men. While homi- 
cide is the ultimate in aggressive self-asser- 
tion, suicide is the ultimate in inexorable 
self-censure. Psychologically and probably 
physiologically, the two processes are 
qualitatively different. Statistics would cer- 
tainly indicate this, Sociologically, suicide is 
the price that homo sapiens pays for the 
growing refinement of his senses of group 
responsibility. 


SUMMARY AND CONCLUSION 


A review of ethnic mingling among the 
peoples of Europe demonstrates that the 
process has been associated with cultural 
dislocations and decline. Eventually, after 
centuries of incubation and biologic fusion, 
new cultural patterns became established, 
often superior, but at times inferior to the 
ones they displaced. 

The immigration of many millions of 
people into the U. S. A., particularly during 
the past 80 years, has brought together 
here the greatest assortment of ethnic 
stocks in the world and probably in history. 
If the lessons of European experience have 
any meaning, such a conglomeration of 
racial and ethnic elements renders a serious 
cultural decline inevitable. Symptoms of 
the decline are already apparent in the de- 
teriorating state of some aspects of our 
culture, in the irresoluteness and confusion 
of our national leaders and in the virulence 
of frank antisocial behavior among our 
people far in excess of that encountered in 
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west European countries, Canada and Aus- 
tralia. In short, we must face the unpalat- 
able truth that the present American society 
is sick. 

Much time will elapse, measurable in 
generations, before a biologic fusion among 
the White elements of our population is 
attained. Many more generations, measur- 
able in centuries, will be required -to effect 
a biologic integration with the non-White 
segments of our people, provided, of course, 
that the problem is not perpetuated by 
further infusions of large numbers of im- 
migrants of any race. Biologic integration 
cannot be hastened by an executive fiat. 

If there is one practical lesson to be 
derived from the present status of the 
American melting pot, it is that we should 
be extremely circumspect in our immigra- 
tion policies. A political or an economic 
crisis abroad is not an indication for the 
relaxation of our restrictions no matter how 
much we may sympathize with the victims. 
The U. S. A. can no longer afford to be 
the foster home for the unfortunates of the 
world, Biologically, there already are pres- 
ent here so many human types that further 
additions can hardly enhance the genetic 
end product. But such additions will tend 
to postpone indefinitely the salutary fusion 
necessary for a harmonious society. Today, 
in excessive homicide, treason, juvenile de- 
linquency and other crimes with their tre- 
mendous cost in suffering and treasure, 
we are paying the price for our reckless 
generosity to peoples of other lands. Poli- 
ticians, who for reasons of expediency and 
false humanitarianism press for the relaxa- 
tion of our too liberal immigration laws, 
are, in effect, asking for the perpetuation of 
this high tide of confusion and lawlessness. 

Education and propaganda will not sever 
the ties between our new citizens and their 
people abroad. They will not extirpate the 
deep rooted prejudices, antagonisms and 
tensions carried over from their respective : 
homelands and surviving for generations 
here under hyphenated dualisms. Only a 
long inbreeding period can give real 
substance to the now nebulous concept— 
American. 

BIBLIOGRAPHY 


1. Bernhardi, Friedrich von : Germany and 


886 


THE AMERICAN MELTING POT 


[ April 


the Next War. Trans. by Allen H. Powles. 
London; E. Arnold, 1912. 

2. Carlyle, Thomas: Heroes and Hero 
Worship. New York : E. P. Dulton & Co. 

3. Chamberlain, Houston Stewart: The 
Foundations of the Nineteenth Century. Trans. 
by John Lees. New York: J. Lane Co., 1911. 

4. Coon, Carleton Stevens: The Races of 
Europe. New York: The MacMillan Co., 
1939. 

5. Demographic Yearbook. United Nations 
Publications, New York: 1956. 

6. Dixon, Roland B.: The Racial History 
of Man. New York: Charles Scribner’s Sons, 
1923. 

7. Elliot, Mabel A.: Crime in Modern 
Society. New York : Harper & Bros., 1952. 

8. Gobineau, Count de, Joseph Arthur: 
The Inequality of the Human Races, trans. by 
Dr. S Levy, New York : G. P. Putnam's Sons, 
1915. 

9. Hegel, G. W. F. : Lectures on Philosophy 
of History. London : Geo. Bell & Sons, 1884. 

10. Kretschmer, Ernst: The Psychology of 
Genius. London: Gegan Paul Trench Trub- 
ner & Co., Ltd., 1931. 

Il. Kroeber, A. L.: Anthropology. New 
York: Harcourt Brace & Co., 1948. 

12, Pallotino, M.; The Etruscans. Penguin 
Books, 1955. 


13. Radzinski, J. M. : Am. J. Psychiat., 113: 
Oct. 1956. 

14. Radzinski, J. M. : Dis. Nerv. Sys., 15: 
Dec. 1954. 

15. Salvatorelli, Luigi: A Concise History 
of Italy. New York ; Oxford U. Press, 1939. 

16. Shneideman, E. S. & Farberow, Nor- 
man L.: Clues to Suicide. New York: Mc- 
Graw Hill Book Co., 1957. 

17. Spencer, Herbert: The Comparative 
Psychology of Man—Essays Political, Scien- 
tific and Speculative. New York: D. Appleton 
& Co. 

18. Spengler, Oswald: The Decline of the 
West. New York : A. A. Knopf. 

19. Toynbee, Arnold J. : A Study of History. 
New York : Oxford U. Press, 1947. 

20. Treitschke, Heinrich von: The Life of 
Frederick the Great. New York: G. P. Put- 
nam’s Sons, 1915. 

21. Caldwell, R. Graham: Criminology. 
New York: Ronald Press Co., 1956. 

29. Sutherland, Edwin Hardin: Principles 
of Criminology. Chicago : Lippincott, 1959. 

23. Henry, Andrew F., and Short, James 
F. Jr. : The Sociology of Suicide, in Clues to 
Suicide, by Shneideman, E. S. and Farberow; 
Norman L. 

24. Wahl, Charles W. : Suicide as a Magical 
Act, in Clues to Suicide by Schneideman an 
Farberow. 


"Tw, ww» la aw 5 


TEACHING THE PRINCIPLES OF AMBULANT PSYCHOTHERAPY? 


C. H. HARDIN BRANCH, M.D. ann JOY W. ELY, M.D.? 


Ambulant psychotherapy, as the term is 
used in this paper, refers simply to those 
psychotherapeutic procedures which are 
applied to outpatients or are used in an 
outpatient setting. In general, this would 
exclude psychotherapy with hospitalized 
psychotic patients, though any rigid cate- 
gorization is not possible. In fact, since the 
same general principles will apply to any 
sort of psychotherapy, there is serious 
doubt that any such distinction is useful. 
As to the “principles,” it is our intention to 
consider these primarily as they apply to 
teaching and training ; it is not proposed 
to enter into a general discussion of meth- 
ods or results of treatment. 

The teacher of psychotherapy is in a 
peculiar position, Psychotherapy is tre- 
mendously popular with both professional 
and lay groups, and the apparent need for 
help in this area is so great that there is 
increasing pressure on departments of psy- 
chiatry to improve the psychotherapeutic 
skills of general physicians and to extend 
Psychotherapy into other fields. But this 
enthusiasm is difficult to explain. There is 
no valid statistical evidence that psycho- 
therapy is significantly effective when 
treated” groups are compared with “un- 
treated" groups. As early as 1951, the As- 
Sociation for Research in Nervous and Men- 
tal Diseases reported : 


A survey of the reports indicates that the 
erapist should be humble in claims made for 
€ exclusive effectiveness of any one treatment 

Procedure, or for any one factor influencing 
eatment in psychiatry (1). 


4 Ew before this, various authors(2, 3, 
studi, 6) and the Cambridge-Somerville 
dt had raised questions about psy- 
E erapy which are still unanswered, ani 
S RECS) and Barron and Gary(9) have 
id flatly that there is no scientifically ac- 
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ceptable evidence to support the conten- 
tion that psychotherapy is effective. 

Furthermore, in spite of the fact that 
most psychotherapists are clearly identified 
with certain “schools” of thought and cer- 
tain theoretical formulations, there is no 
consistency even within these grops. O- 
berndorf, in reporting on the results ob- 
tained by sending questionnaires to a group 
of leading American psychoanalysts(10), 
said, “There was nothing upon which they 
agreed.” Fiedler(11) felt that there were 
“no factors which clearly separate thera- 
pists of one school from another" and 
thought that the experts in each school 
were more alike as a group than were the 
members of the schools. And Heine(12) 
concluded that patients "looked beyond the 
differences in learned techniques and re- 
sponded to the personal characteristics of 
the individual therapists." 

There is a third area in which the teacher 
of psychotherapy—particularly if he is in 
contact with other medical school depart- 
ments—finds himself in difficulties, and this 
is in the field of determination of psycho- 
therapeutic results, whether good or bad, 
Except for such gross criteria as those 
dealing with whether the patient is in or out 
of a hospital, we have very inadequate 
methods for assaying results. It is perfectly 
true, as Knight(13) has pointed out, that 
patients have quite unrealistic expectations 
as to what may be accomplished by psy- 
chotherapy, but something must happen ; 
we cannot, therapists and patients alike, be 
the victims of a mass delusion. Perhaps the 
answer can be derived from patients’ state- 
ments or perhaps we can simply use “evi- 
dence of improvement” as was done by 
Ginsburg in his study of the New York 
clinics(14). In the last analysis, we may 
simply have to agree with Snyder(15) : 


now believe that the problem of criterion of 
Mdh is the greatest stumbling block of all 
therapy research, and that the only effective 
way of handling the problem is to bypass it 
by considering instead the specific character 
of outcomes, rather than a unitary characteris- 
tic labeled "SUCCESS." 
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It is the responsibility of the teacher of 
psychotherapy to come to grips with these 
problems and to reach some sort of con- 
clusion which, at least operationally, satis- 
fies him. Balint(17) feels strongly that the 
teacher must actively participate in psy- 
chotherapy and believe in his method if 
his students are to profit from his instruc- 
tion. Perhaps this point of view approaches 
too closely the areas of faith and dedication 
and lacks the reassuring objectivity of 
“science,” but however it may be labeled, 
the philosophy of the teacher of psycho- 
therapy must be established before he can 
expect to teach successfully. 

The teacher's psychotherapeutic philoso- 
phy must, in our opinion, encompass two 
main items : first, a considered conclusion 
that psychotherapy has some demonstrable 
value; second, the establishment of ra- 
tional relationships between theoretical 
formulations and psychotherapeutic prob- 
lems. Without these pragmatic elements 
we may find ourselves in the embarrassing 
position of concentrating so exclusively on 
matters relating to the horse that we do not 
notice the direction and extent of the move- 
ment of the cart. In fact, we may be ignor- 
ing the fact that the cart has not moved at 
all. 

On the first point, it should be unneces- 
sary to state that the teacher of psycho- 
therapy must feel that psychotherapy is 
useful, yet there are many people who 
supervise residents or teach medical stu- 
dents and who pay lip-service to the value 
of psychotherapy but consistently veer in 
the direction of mechanical or chemothera- 
pies whenever they have a chance. One 
can almost hear them sigh with relief when 
there is an opportunity to add something 
"tangible" to the psychotherapeutic proc- 
ess. This is not meant to indicate that 
these procedures do mot have values of 
their own, or to deny that they may facili- 
tate psychotherapy or provide an accept- 
able ticket of admission to a psychothera- 
peutic relationship with the patient. But the 
teacher should preach and practice a psy- 
chotherapy which has intrinsic and unique 
value; if he does not consistently do this, 

his talents would be better used elsewhere 
in the teaching program. 

It may be difficult to assure oneself 
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that psychotherapy does, in fact, have this 
value. Published results of psychotherapy, 
as indicated above, certainly do not justify 
any optimism, and it is not helpful to com- 
plain that we simply need better criteria 
to validate our contention that these re- 
sults do not give the true picture. But there 
must be values which are not reflected in 
group results unless we are to deride the 
efforts of all those who do psychotherapy 
or the statements of individual patients 
who feel satisfied with these efforts. It 
would be simpler—and probably more ac- 
curate—to conclude that regardless of group 
effects, individual patients do receive bene- 
fit from psychotherapy and these benefits 
have sufficient value to justify a continua- 
tion of our efforts. 

Perhaps part of the problem stems from 
attempts to find medical and surgical anal- 
ogies for psychotherapy. These attempts 
are unfortunate, for two reasons (though 
many of us have spent considerable lecture- 
time on them) : first, they convey the im- 
pression that psychotherapy could help all 
emotional difficulties—if only there were 
enough psychotherapists ; and second, they 
convey to the trainee the impression that 
his training will include his learning & 
specific technique or procedure. Since 
neither of these is correct, we would prob- 
ably be on safer ground if we maintained 
the position that emotional disorders often 
have different components from those ill- 
nesses which are usually classified as medi- 
cal or surgical and consequently require 
different therapeutic approaches. 

As a corollary to this, psychotherapy is 
not the treatment of choice in many cases, 
even though the emotional components are 
prominent. The channels through which 
patients reach clinics or individual practi- 
tioners are devious indeed and they often 
bring to us people who undoubtedly are 
psychologically sick but should be treated 
medically or surgically or socially, not psy- 
chotherapeutically. In fact, people them- 
selves are somewhat aware of this: © 
(18) found that over 60% of people w 
advise a disturbed neighbor to seek non 
medical (ie. social or religious) help. 

The tendency of some psychotherapists 
to maintain a dogmatic position based 0? 
theory lends itself to the formalizing of 
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psychotherapeutic practices at the expense 
of a more objective appraisal of the process. 
As Halifax said, “A man may dwell so long 
upon a thought that it will take him 
prisoner.” This rigidity tends to overempha- 
size technique and, since the main purpose 
of the rigidity is the support of the theory, 
it prevents comparisons of procedures and 
results. It may be comforting to ‘note that 
the problem is not a new one. Galileo wrote 
to Kepler, “People of this sort think... 
that the truth is to be sought . . . by com- 
paring texts” and Hoch brought it up to 
date with “there are some psychiatrists 
who ... are more interested in maintaining 
principles than in evaluating factors" (21). 
The teacher of psychotherapy must be pre- 
pared to cope with these problems in him- 
self or in his staff if he is to provide an 
optimum experience for his trainees. 

As to the specific problems of teaching 
Psychotherapy, it might be well to note 
that Knight(22) in 1952 suggested that all 
successful psychotherapy contains 3 ele- 
ments : support, rapport and import. More 
recently, it appears that while import (or 
insight) continues to be listed as desirable 
ànd important, more and more attention is 
Paid to support and rapport and conse- 
quently there is more emphasis on the re- 
lationship between the therapist and the 
Patient. And a successful and helpful rela- 
tionship appears to depend upon the per- 
"ns security of the therapist and the 

gree to which he can establish adequate 
munication with his patient. These, 

erefore, should be the foci of the teaching 
process, 


Person al 
taugh 


security cannot, of course, be 
Dua by rote and there is a great deal of 

lon in the degree of personal security 
od by different individuals. Perhaps 
fön., thought should be given to modifica- 
hi training for those students or resi- 
Breate "es appear to start training with 
lurity. degrees of personal security, ma- 
define, etc. Unfortunately these are poorly 

E and slippery terms ; since decisions 
early us modifications must be made 
With the € program, the short acquaintance 
Vado, " trainee may lead to errors. Bra- 
bs g ibness and facility in social rela- 
and sy Ps can be falsely reassuring to trainee 

!Pervisor alike, 
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It has been suggested that all physicians, 
before specialty training, be given sufficient 
general medical experience for broad 
orientation and a proper perspective on 
the relationship of their special area to the 
whole tapestry of illness and health. This 
may not be a practical possibility since it 
would add additional time to the already 
lengthy training period. But our ( admitted- 
ly meager) experience with trainees re- 
cruited from the ranks of young general 
practitioners has given us considerable re- 
spect for the practical sophistication which 
these men display in their management of 
patients, and in their grasp of the princi- 
ples of psychodynamics and psychotherapy. 

Trainees in psychotherapy can be helped 
to acquire an early sense of confidence by 
assigning to them patients to whom they 
can relate easily and well. The existence of 
a wide cultural gulf between therapist and 
patient makes this difficult, and unfortu- 
nately the structure of clinics and the selec- 
tion process which operates in them may, as 
Schaffer(23) has shown, result in the 
trainee’s having patients from unfamiliar 
socio-economic groups. Therapy with these 
patients is likely to be difficult, and while 
the good results obtained by enthusiastic 
and persistent trainees are often surprising, 
awkwardness and a sense of frustration are 
more frequent findings. 

In such a situation, the trainee may be 
inclined to depreciate the admonitions of 
his supervisors and to turn to didactic 
material and an overemphasis on formal 
psychodynamic theory in an attempt to 
find answers to his questions. This impres- 
sion was somewhat validated by a simple 
questionnaire circulated to all persons in 
our unit engaged in any form of psy- 
chotherapy—from junior medical students 
to the senior staff members. It was interest- 
ing to note that the very junior and very 
senior therapists agreed that the therapist- 
patient relationship (support and rapport) 
was the most important element in psy- 
chotherapy ; the “in-between” therapists 
were inclined to attach more importance to 
import and theoretical formulations. 

Some of the difficulties can be avoided 
by a careful selection of patients for the 
students and junior residents, and we have 
found the psychiatric section of the Uni- 
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versity Student Health Service an excellent 
training area. The breadth of available ma- 
terial is good and the University students 
usually have backgrounds sufficiently like 
those of the residents to facilitate rapport 
.and communication. 

If patients like these are not available, 
the residents should be assigned, for psy- 
chotherapy, individuals whom they find 
accessible and with whom they can estab- 
lish good communication. It may be stretch- 
ing the matter too far to say that beginning 
residents should have in psychotherapy 
only patients they like, yet Knight has 
commented : 


The patient can best make contact with some- 
body he is able to feel is like or has been like 
or could be like himself. I believe that a thera- 
pist cannot convey this feeling to the patient 
unless he feels it himself . . . Optimism and 
liking for the patient often go hand-in-hand as 
do pessimism and dislike for the patient . . . 
and he responds accordingly (25), 


The relationship of communication to psy- 
chotherapy has been carefully discussed by 
Ruesch(26) and others. 

Short-term therapy consists of therapy 
in which the mere talking about himself 
in a sympathetic environment provides 
sufficient emotional release or, more com- 
monly, in which the patient-therapist rela- 
tionship is rapidly established because of 
similar backgrounds and experiences. When 
this is not possible, the therapist and the 
patient must go through a period during 
which they learn each other’s language, as 
it were, before they can proceed to the 
more detailed explorations characteristic 
of longer-term therapy. 

This period of “learning each other's 
language" may be dull and unrewarding to 
both the patient and the therapist and has 
been described as the "latency period" in 
therapy(27). It is during this time that 
many patients fail to keep appointments 
and may discontinue treatment entirely. It 
may be significant that it is also during this 
period that patients so frequently say "I 
don't know what else to tell you" or “I’ve 
already said everything there is to say about 
me." Perhaps these statements should be 
translated “I don't know how to say any 
more in this language" or “I have no words 
to tell you more than I have.” 


The more detailed explorations usually 
found in longer-term therapy require the 
development of a mutually acceptable 
vocabulary in which accurate communica- 
tion can be conveyed. As Ruesch (op. cit.) 
has pointed out, psychotherapy is like learn- 
ing a foreign language, and much the same 
sequence occurs in psychotherapy as when 
any two Individuals attempt to work out a 
common speech. Either they agree to use 
primarily the language of one or the other 
or they contrive a new language in which 
neologisms have satisfactorily concretized 
meanings. 

It is essential that the training program 
provide the trainee with some understand- 
ing of the difficulties involved in com- 
munication and at the same time attempt 
to suggest ways by which he can improve 
his ability to understand people. On the 
first point, there must be persistent empha- 
sis on the great differences in cultural mean- 
ings, even those attached to everyday oc- 
currences. For example, the Mormon mother 
who is worried because her teen-age 
daughter smokes is expressing a quite dif- 
ferent concern from that of the non-Mor- 
mon mother with the same problem. In the 
first case, the situation involves a whole 
host of far-reaching religious, moral and 
even social repercussions; in the second, 
much less specific issues are being raised. 

On the matter of improving the trainees 
ability to understand people, one possible 
course of action is to expose him to as 
broad a range of patients as possible, pre- 
ferably under the supervision of individuals 
who themselves have wide experience wi 
different cultural groups. Most training pros 
grams would subscribe to this in principle; 
but the selection policies of clinics an 
hospitals may be set by administrative or 
budgetary necessities far removed from 
training needs. This difficulty is, of course, 
in addition to the selection difficulties 
which are less overt and have already been 
mentioned (23), 

Furthermore, there may be a tendency to 
use as supervisors those individuals who 
have had the longest experience in psycho- 
therapy without reference to the brea 
of that experience. Since it is obvious that 
long-term psychotherapy and especially PSY" 
choanalysis must, generally speaking, Þe 
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available only to certain socio-economic 
groups, the senior psychotherapist may 
bring to the supervisory hour considerable 
depth of experience with these groups but 
very little breadth of understanding of 
others. 

The theoretical formulation which per- 
vades the training program will serve its 
most useful purpose if it provides a sort 
of blue-print of behavior patterns and the 
basis of satisfactory intercommunication be- 
tween the therapist and the patient. Un- 
fortunately, we do not at the present time 
have a theory which is universally applic- 
able unless we go through Procrustean am- 
putations and manipulations to make the 
patients fit it. Or, to put the matter another 
way, theory would be more useful if the 
resident were given considerable facility 
in the use of several working models so 
that a given case could be formulated in 
whatever terms best fitted the situation. 

On the side of communication, a theory 
or “school” of psychodynamics can have 
real value if the trainee can use it to 
teach” the patient ways of expressing him- 
self. As noted above, patient and therapist 
can communicate readily on matters to 
Eu they are accustomed. But when they 
E the well-trodden paths to stumble 
m the byways in search of matters 
x i ch the patient has never had to find 
d al equivalents, the theoretical formula- 
: 5 selected by the therapist may provide 
^ ih of useful guide for the establishment 
cation Obviously, this does not 
dene that the therapist insist that the pa- 

t use the phrases and jargon of his 
aap “school.” Rather, it means that 
^ A the therapist looks at the situation 
ks acular way, the patient may de- 

Eo the ability to visualize relationships 
Way; en people and situations in the same 
KA gs alization and communication 
A n € lines of that model must follow, 
iim, may partially explain the ribald 

an that Freudian patients dream only 

x lan dreams, while Jungian patients 

m only Jungian dreams. 
be ovi happens, the theory must not 
gested t - à rigid framework or as à sug- 
Of the m nique which will take the place 
in fae ationship—the real driving force 

Py. The theory is certainly more 


concrete and therefore more reassuring to 
the trainee than the admonition that he 
must depend upon the less definable fac- 
tors in the relationship itself, but the se- 
ductiveness of an impersonal theory can 
be diminished by constant reminders of 
the specific areas in which the theory will 
be more or less useful. Exposure of the 
trainee to skilled exponents of several 
theories will provide further perspective. 


SUMMARY 


In summary, the teaching of the princi- 
ples of ambulant psychotherapy depends 
upon the development in the trainee of 
sufficient personal security to facilitate a 
helpful relationship to the patient and suffi- 
cient sophistication to promote adequate 
communication. These goals can be 
achieved if the staff has broad clinical 
experience, can provide a broad spectrum 
of psychodynamic theory and insists that 
the trainee is confronted by a range of pa- 
tient material beginning with persons 
culturally similar to himself and extending 
from this beginning to as wide a cultural 
range as the situation will permit. 
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DISCUSSION 


Jurgen Ruesch, M.D. (San Francisco, 
Calif.).—In discussing the teaching of psy- 
chotherapy, Dr. Branch puts his finger on a 
very sore point. He mentions the a priori 
difficulties that the student meets before 
he attempts to acquire some skill The 
neophyte is baed by the lack of statistical 
evidence that psychotherapy is an effective 
method and the lack of differentiating fac- 
tors between diverging schools of therapy. 
After having absorbed these facts, the stu- 
dent then works with his teacher of psy- 
chotherapy, who feels that psychotherapy 


is a useful method and who believes that 
there exists a relationship between theoreti- 
cal formulations and psychotherapeutic 
operations. This sounds almost like a re- 
quest for a credo quia absurdum (St. 
Augustine, after Tertullian). 

Perhaps we should ask ourselves the 
question, for whom it is really necessary 
to document the success of therapy and for 
whom it is necessary to establish a correla- 
tion between implementation and theory. 
For the participants—that is, for the doctor 
and the patient—both of these factors are 
somewhat negligible; but for the people 
who do not participate it seems to be vital. 
Both patient and doctor know when growth 
and increased satisfaction occur. And when 
they share such an experience, it does not 
matter whether others explain it in high 
sounding words or whether the statistician 
can work out a significant correlation. And 
should the participants feel that there is no 
use in continuing therapy, no amount 
of objective evidence will change their 
opinion. Psychotherapy is less of a method 
and more of an experience, and therapists 
make it possible for the patients to have 
such an experience ; and experience, a truly 
private phenomenon, is not accessible to 
objective verification. At best, the conse- 
quences of such experiences may be verifi- 
able. We know little about the experience 
that Paul had at the time of his conversion, 
but the consequences of his experience 
were world wide. 

When teaching psychotherapy, we have 
to beware of certain dangers. Rigid for- 
malization and indoctrination of students 
have a closer resemblance to brain-washing 
than to therapy. We have to guide the 
student towards understanding without 
coercion so that he in turn will not coerce 
his patients. We have to help the student 
of psychotherapy to be mature and tolerant 
so that he can help patients to experience 
anew. This art is learned both in the 
course of personal therapy and under sü- 
pervision, and I am looking forward to the 
day when psychotherapy is taught to every 
medical student, intern, and resident !? 
personalized supervision. 


DAY HOSPITALS FOR SEVERELY 
DISTURBED SCHIZOPHRENIC CHILDREN * 


ALFRED M. FREEDMAN, M.D.? 


HISTORICAL BACKGROUND 

The emergence of the day hospital as a 
fom of management for schizophrenic 
children might best be viewed as a tech- 
nique designed to fill the need created by 
gaps in the historical development of the 
care of deviant children. Lawson Lowrey 
(1) has pointed out that prior to 1909, 
child psychiatry was primarily concerned 
with the care and training of defective chil- 
dren, Child guidance clinics primarily con- 
cemed with the mildly disturbed child, 
came on the scene in 1919. These two 
methods of management of children with 
problems have been those most generally 
used up to the present time. We have a 
polarization of facilities, A child can be 
taken care of in an outpatient clinical 
setting. This may include a physician's pri- 
vate office, a clinic of a social agency, a 
general hospital clinic or an independent 
child guidance institute, If this is not ade- 


quate, then the alternative is a residential 
center, 


Di " 
EFICIENCIES IN AVAILABLE FACILITIES 


zs rigidity of choice—outpatient versus 
idential care—often prevents optimal dis- 
“ea of the disturbed child, whether 
chizophrenic or not. 
<a 4 schizophrenic child often presents a 
3s i severe behavioral deviations 
ve the ing or learning problems. He may 
and ee entia for mature behavior 
"ha e ag activity, but is unable to 
avail "a them. He does not seem able to 
X ode of environmental opportunity 
ficult lish relationships or to learn. This 
aturat is believed to arise out of dys- 
HB ion," a defect which represents the 
Problem in the schizophrenic child 
pl ace this concept, childhood schizo- 
ia reflects a disorder of the regula- 
——— 
, I Read ai, 


ican p, the 114th annual meeting of the Amer- 


lay 1 chiatric Association, San Francisco, Calif., 
2p 2-16, 1958 
b t 
New Vovatric Director, The League School, 196 
tk Avenue, Brooklyn, N. Y 


tion of maturation at the embryological 
level of development in motor, adaptive, 
language and personal-social areas—all bas- 
ic or prerequisite for future behavior(3). 
Thus, the difficulty is one of development 
rather than lack of capacity. Rational thera- 
py, therefore, is based upon techniques to 
stimulate the harmonious maturation of the 
child in all areas of functioning. In spite 
of our failure to date to achieve impressive 
therapeutic results, the maturational ap- 
proach is helpful in devising programs 
which will permit the schizophrenic child 
at an early age to function as close to his 
capacity as possible. With irregularity of 
development and severe behavioral de- 
viations, a rigid formula in the management 
of the schizophrenic child cannot be found. 
Frequently, one must adopt an experimen- 
tal approach and be able to change and 
modify the program easily, but delay in 
putting such a program into effect may 
permit the development of an unmodifiable 
state in the child. 

Careful contemplation of the “either— 
or” approach that is now practised, that is 
to say either care in an outpatient, or ina 
residential setting, reveals many deficien- 
cies for the care of the schizophrenic child. 
Clinics and residential centers have their 

lace of course. The manifestations of 
childhood schizophrenia are so protean that 
one could not conceive any one facility that 
would satisfy the needs of all children. 

"There are several difficulties encountered 
when the child is seen in the outpatient 
clinic or the office of a physician in private 
practice, particularly when the disturbance 
of the child is moderate or severe. 

1. The 1 to 5 hours per week that the 
child is seen is often not sufficient to as- 
suage anxiety and to help develop healthier 
patterns of living. i 

2, Often no school can be found which 
will accept the schizophrenic child at any 
level. The child has no opportunity to 
satisfy his educational needs or to develop 
relationships with other children, and be- 
comes even more isolated and remote. 
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(There is no opportunity for social develop- 
ment, as will be pointed out below.) 

3. Particularly, with the child who is 
forced to remain at home, the parents are 
burdened with a daily regime requiring 
the care of a hyperactive, overwhelmingly 
anxious, clinging child who drains and ex- 
hausts their energies. 

4. Parents have no time to devote to 
their other children. This is especially true 
with a younger sibling who often must be 
neglected because of the demands of the 
disturbed child. 

Faced with these difficulties, the parents 
often consider placing their child in a 
residential center, or they are advised to do 
so by their physician. 

However, the residential schoo] also has 
certain limitations : 

1. In many states, the residential center 
is far removed from the home of the child. 
Consequently, parental visits may be in- 
frequent. Distance also makes it quite im- 
possible for the staff to work closely with 
the parents. 

2. The child becomes accustomed to an 
unreal, that is to say, an institutional, en- 
vironment. His rehabilitation, then, involves 
preparing him for an environmental change 
that may be very difficult for him. Further, 
the child loses the positive aspects of 
family life when removed from the family. 

3. During his absence, the family may 
become so reorganized that it can no longer 
accept the schizophrenic child back into 
the household. 

4. The residential center cannot provide 
for the return of the child to the com- 
munity. Since it has no essential role in the 
community, it cannot insure that either a 
home or schooling will be available to him. 
Considering these deficiencies, what solu- 
tion can one offer ? 

Donald Bloch(4) discussed many of 
these questions in the study of 1,000 chil- 
dren referred for residential placement in 
New York State. In his study, he observed 
that there was no overall plan for emo- 
tionally disturbed children. He pointed out 
that our treatment facilities come in iso- 
lated, discrete packages. They offer few 
alternatives, and movement from one fa- 
cility to another is blocked. He therefore 

advocated a flexible network of facilities 
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available to the seriously disturbed child. 
Similar thoughts were expressed in a round 


table meeting on childhood schizophrenia 
of the American Psychiatric Association in 
May 1957, which considered the role of 
the various treatment facilities from the 
community level to the state hospital(5). 


THE DAY HOSPITAL 


It is clear that what is needed now is a 
variety of intermediate facilities to bridge 
the gap between the outpatient clinie and 
the residential center. It is evident that 


every child who cannot get along in school - 


and cannot be treated adequately in an 
outpatient clinic does not necessarily have 
to be treated in a residential center. Of. 
course, this problem is not unique for 
childhood. One intermediate facility that 
has been proposed by workers with both 
children and adults has been the day hos- 
pital, in which a patient receives care and 
treatment during the day and is returned 
to his home at night. 

An illustration of the possibilities and 
the effectiveness of such a day hospital for: 
schizophrenic children can be found in the 
history and current status of the League 
School in Brooklyn. Certain aspects of the 
development and functioning of the school 
have been presented elsewhere(6). 

The League School was founded in 1953 
by the parents of schizophrenic children 
who had been barred from public and pri- 
vate schools. Although the parents were 
eager to keep their children at home, they 


were overwhelmed by the daily necessities í 


of taking care of a disturbed child without 
relief. The school was founded on the hy- 
pothesis that many schizophrenic children 
can be adequately managed at home ! 
there is available a day hospital setting that 
provides academic opportunity. As Such» 


the school fulfills the need for an inter 


mediate facility for the care of schizo 
phrenic children and takes its place as 4% 
important installation in the community 
mental health program. : 

Currently, the League School has 38 
children ranging in age from 3 to 13 years 
The professional staff includes a directo 
a psychiatric director, two psychologist: 
a psychiatric social worker, dance therapist 


music therapist and 14 teachers, toge ^ | 


a 
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with administrative and housing personnel, 
a total staff of 28. No teacher has more than 
3 children under his care, and in some in- 
stances, 2. Admission is limited to children 
who have been diagnosed as schizophrenic 
by referring psychiatrist or agency. Those 
diagnosed as organic or retarded are not 
accepted. Even with this limitation, a wide 
range of clinical manifestation is seen in 
this group. However, all are at a high level 
of disturbance at the time of their admis- 
sion. All of these children have either been 
rejected for admission or have been ex- 
cluded from all available private and pub- 
lic schools or nurseries, Fourteen have no 
communicative language. In others, lan- 
guage is deficient for their chronological 
age. Among these are many who function 
on a very primitive, regressed level. They 
display many of the symptoms we associate 
with childhood schizophrenia, that is, with- 
drawal, remoteness, repetitive movement, 
whirling play, marked anxiety and com- 
Pulsivity, However, 6 children are able to 
ate in a formal academic program. 
f though several of these children are high 
* intelligence, the irregularity of their 
evelopment is reflected in their school 
work, 
Ee is handled by the psychiatric so- 
i e but the decision for admission 
* E e following a screening examination 
a onal staff. The program of 
dis d is determined by the clinical 
ei ng staff and is reviewed and re- 
Pg „indicated at weekly conferences 
Eo conferences. 
€ Key relationship in the management 
ao child is that of teacher and child. It 
Ply been stated that “therapy at 
ative RS is to a great degree the accumu- 
ilia Impact of the feelings, attitudes and 
(MOT of the teacher with whom the 
m las contact 6 hours a day, 5 days a 
tivities op t significant functions and ac- 
ing ^s of eating, playing, dressing, toilet- 
Paintin ashing, resting, dancing, singing, 
3 nnd where ever possible, the more 
Win academic activities"(6). Since 
a tage of a child to a group and to 
tance, ar teacher is of paramount im- 
, 4? Consideration is given to the 
ad thes the child, his functioning level 
impact of the group on him and his 
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impact on the group. Similarly, in selectin 

the teacher, skill, ability, interest an 

unique suitability in regard to a particular 
child is taken into account. The program 
is divided into two phases: first, a pre- 
liminary or preparatory phase to make the 
child as comfortable as possible by remov- 
ing stress situations and relieving anxiety ; 
and, second, a re-educational and rehabili- 
tation phase to stimulate maturation by 
helping the child to cope with inner needs 
and tensions, and with the outside world. 

The teacher operates on many levels to 
suit the needs of the particular child. This 
may range from merely holding the child 
on his lap and comforting him to the teach- 
ing of arithmetic or geography. The teacher 
must be exceedingly careful and delicate 
in encouraging the child to take hold of 
reality and move toward maturity. The 
teacher makes contact and works with the 
child largely through play activities. The 
child is slowly encouraged to make con- 
tact with the world, explore relationships 
and venture into new activities. When ap- 
propriate, academic work is introduced. 
The therapeutic program also includes in- 
dividual psychotherapy, drug therapy, 
music therapy and dance therapy. 

The work at the school is not exclusively 
directed toward the child, but also includes 
the parents. This is on two levels, both the 
counseling and guidance of parents by the 
professional staff, and also involvement in 
parent-group therapy sessions which meet 
weekly. 

The League. School affords the oppor- 
tunity for intensive study of a selected 
group of schizophrenic children over a long 
period of time. Studies indicating that most 
childhood schizophrenics become adult 
schizophrenics make long-range studies of 
this population particularly valuable(7, 8, 
9). From such investigations new insight 
into the genesis of adult schizophrenia may 
be obtained. The research opportunities 
that this group offers have not been neg- 
lected. The following studies are under 
way : the origin and genesis of the illness ; 
the evaluation of the parent-child relation- 
ship ; development of instruments for meas- — 
uring changes in the child ; comparing the — 
impact of a variety of therapies upon 
child; and the confirmation of prognostic 
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decisions and diagnoses through follow-up 
studies, 

Fifty children have been admitted to the 
League School in the past 5 years. Of the 
12 who are no longer at the School, 2 were 
withdrawn because of transportation dif- 
ficulties ; 4 were discharged after they had 
passed the 12-year age limit at the School. 
Unfortunately, no adolescent day-hospitals 
are available at the present time; one of 
the children, therefore, was placed in a 
state institution ; and the other 3 placed in 
private residential centers. Four children 
were recommended for institutionalization 
because of the School's inability to cope 
completely with the problems presented at 
home and at school. In only one instance 
was this felt to be due to the lack of co- 
operation on the part of the parents. Two 
of the children are living at home and at- 
tending regular private schools where they 
have made excellent social and academic 
adjustment. 


ILLUSTRATIVE CASES ? 


Case 1.—Walter, a 9-year-old boy was ad- 
mitted at the age of 74 with a 7 year history 
of remoteness, excessive anxiety, head banging, 
fear of change, multiple phobias concerning 
the moon, stars, clouds and death, poor inter- 
personal relationships, violent temper tan- 
trums and aggressive behavior. Walter was 
diagnosed as a childhood schizophrenic. School 
placements in public and private schools were 
failures. His intelligent and concerned parents 
were very eager to have him remain at home. 

On admission to the League School, Walter 
was found to be a restless, negativistic and 
uncooperative boy. He was preoccupied with 
questions of space and death. 

It became evident that we were dealing 
with an exceedingly anxious, poorly related 
child who had developed a defense system 
characterized by a first line of passive re- 
sistance and negativism, who when pressed, 
would break out into hostile aggression. After 
a period of adjustment to the school, efforts 
were directed toward encouraging Walter to 
do away with the defense mechanisms that 
were so crippling. He was encouraged to be- 
come more active and direct, and to act out 

his feelings of hostility. At the same time, it 
was necessary for him to channel and learn 


$Due to space limitations, case histories had to 
be markedly abbreviated. This material may be ob- 
tained by communicating with the author. 


to establish controls over these impulses. 

During his stay at the school, Walter has 
become less anxious and fearful. He goes on 
trips, crosses streets himself, and shops in 
stores. He is more responsive, has better con- 
trol and is better organized. Rather than ap- 
pearing sullen, and resisting suggestions from 
the teachers, he works within his group and 
his performance in class is quite high. 


This case illustrates a child with a diag- 
nosis of childhood schizophrenia who could 
not be adequately placed in a private or 
public school within the community. His 
parents were desirous of keeping him at 
home. During his stay at the School he 
demonstrated clinical improvement and 
greater maturity. There is optimism con- 
cerning his continued progress within the 
League School setting. 


Case 2.—Marvin was admitted at the age of 
6 with a 5 year history of wild, unpredictable 
behavior, extreme anxiety, many fears, nega- 
tivism, intense compulsivity, lack of relatedness 
to other children and hypnogogic hallucina- 
tions. The diagnosis of childhood schizophrenia 
was made by a private psychiatrist, a child 
guidance clinic and the school staff. He was 
felt to be too disturbed for placement in 4 
regular school. 

Marvin fitted very rapidly into the school 
program. At the start there was negativism, 
provocative non-conformity that was felt to 
be the testing out of boundaries. He became 
well adjusted to his group as his alternate 
periods of rebelliousness and conformity disap- 
peared. As he progressed it soon became evi- 
dent that the school no longer offered him 
adequate stimulation or a program that wo 
adequately exploit his abilities. Arrangements 
were made for his transfer to a day school for 
normal children where he has been outstand- 
ingly successful. 


This case illustrates a child with schizo- 
phrenia who rapidly improved while in the 
League School and was transferred to 4 
school for normal children. The extent t0 
which the League School improved Mar- 
vin's mental status and prepared him for 
regular school cannot be unequiv E 
stated at the present time. It is of note p 
in spite of his superficial adjustment ™ 
fears and terrors that beset Marvin are st 
present and can be elicited in drawings 
and projective testing. However, he !5 a 
child that can get along in a setting 
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normal children. Marvin and his parents 
received intensive psychotherapy through- 
out this whole period. 


Case 3.—Peter, a 9-year-old boy, has been 
remote, intensively anxious and hyperactive 
from birth. Language never developed and a 
diagnosis of childhood schizophrenia of the 
autistic type was made at a number of cen- 
ters, Since the mother was intransigently op- 
posed to residential placement, Peter was ad- 
mitted on an experimental basis in spite of 
his extreme regression, hyperactivity and 
destructiveness. One teacher devoted all her 
time to Peter. In spite of all efforts including 
liberal use of tranquilizing drugs, he remained 
unmanageable. Unless he was restrained and 
held on the lap of the teacher, he would run 
around the room yelling and banging into 
walls, furniture, objects, with no apparent 
awareness of space limitations, After 3 months 
of trial, it was felt that Peter was not profiting 
by his experience at the school and residential 
placement was recommended. At this time, the 
Parents accepted this disposition. 


Peter represents an unusually regressed, 
yperactive, destructive schizophrenic child 
Who is beyond the scope of a day hospital 
Setting. He could not profit by his experi- 
ence at the school, and he constituted too 
dung a burden to the staff. The school 
id serve a purpose in helping the parents 
to accept the placement in a state hospital. 
They did this with the awareness that all 
m facilities of the community had been 

ed, including extraordinary attempts at 

e League School, 


as ' 4.—Ralph was admitted to the League 
Ene $ the age of 10%. From the age of 4, 
nii ayed uncontrollable rages, fantasies of 
muon and violence, preoccupations con- 
phobi time and space, disturbing nightmares, 
in e and the delusion he had been bom 
schizo i Space. The diagnosis of childhood 

ren renia was made when he was 6. After 
mitted of outpatient therapy Ralph was ad- 
i to a residential treatment center. Dur- 


in : 
n e 2% years he was there, he showed 
to pe improvement; however, he was felt 


to the League School. 
arogan, came evident that for all of Ralph's 
brightnes, boastfulness and conspicuous 
boy in ess, he felt himself to be a small, lonely 
RA i " awesome, terrifying world, and that 
elpless in such a world, 
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Ralph has participated in an academic pro- 
gram at the school. It has been difficult to get 
him to concentrate on subjects at his grade 
level since he feels these are quite beneath him 
and he should only concern himself with cos- 
mic problems, or with new inventions of a 
Rube Goldberg variety. Efforts have also been 
made to permit him to become cognizant of 
his feelings of being a little boy, to express 
them and gain support. Ralph has increasingly 
bocama more accepting of himself and the 
school. 


This case illustrates another function of 
the day hospital. Here it has served as a 
“half-way house" in the return of a child 
from a residential setting to the community. 
Were it not for the presence of a day-care 
center, a child such as Ralph would find it 
necessary to remain for a longer time in a 
residential setting. Ralph now is not only 
pursuing a therapeutic and academic pro- 
gram, but he is also living at home. 


CONCLUSION AND SUMMARY 


This paper has pointed out that our cur- 
rent facilities for the care of schizophrenic 
children are too limited. Children have the 
alternative generally of either being cared 
for in an outpatient facility or sent to a 
residential center, Surveys that are done 
of children who are finally admitted to 
residential centers indicate that this may 
well be a placement of last resort rather 
than one of choice. It often reflects failure 
of the community to provide proper care 
for the child in the early stages of his ill- 
ness. Months or years of negotiations with 
outpatient agencies often come to naught 
and finally residential placement is neces- 
sary. Donald Bloch(4) has pointed out that 
there is an inexorable trend to institutional- 
ization of children, Very often the way 
home is impossible, in spite of improvement 
and adequate adjustment on the part of the 
child at the residential center. It may well 
be that the lack of differentiated local treat- 
ment centers results in the inappropriate 
placement of a large number of mentally 
ill children in residential treatment centers. 
Thus, one searches for alternatives, for in- 
termediate facilities that are readily avail- 
able at the community level, that might 
serve to halt the progress of the mental . 
illness and rehabilitate the child in an 
earlier, more amenable phase. 
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For schizophrenic children, the day hos- 
pital would appear to be ideal as one of 
the intermediate facilities. The number of 
children in residential settings, particularly 
in state hospitals, is increasing rapidly. For- 
stenzer(10) has pointed out that the num- 
ber of children under 16 in state hospitals 
in New York State has increased from 673 
on April 30, 1955 to 1,056 on March 31, 
1957. Of the 1,056 who were in New York 
state hospitals on March 31, 1957, 377 chil- 
dren were less than 12 years of age, and 
679 were 12 years through 15. More than 
20% were in facilities other than those spe- 
cifically serving children or adolescents. 
The change from 1955 to 1957 represents 
an increase of more than 57% and gives 
some measure of the problems confronting 
those responsible for organizing and ad- 
ministering state mental health programs. 
Pressures come from many sources: or- 
ganizations of parents of emotionally dis- 
turbed children, judges of children's courts, 
schools, public welfare departments, volun- 
tary child care agencies and civic groups 
in the health and welfare fields, These pres- 
sures seem to be pushing toward traditional 
solutions. The state has always provided 
for domiciliary care for the mentally ill, 
and thus large central institutions for the 
care of schizophrenic children are being 
built throughout the country. However, 
such exclusive channeling of effort may in- 
dicate that many administrators are the 
prisoners of an older idea. 

We recognize now the very great im- 
portance of treating not only the mentally 
ill child, but also his family, and of center- 
ing treatment near his home, within the 
community. A day hospital can be estab- 
lished in relatively small communities as 
an independent unit, as part of a state 
hospital or as part of a public school. The 
experience of the League School indicates 
the feasibility of such a day hospital. Be- 
cause of its rapid growth and the ever- 


increasing number of applications, the 
school also demonstrates the great need for 
such an institution in the community. Not 
only can a day hospital serve the needs 
of many schizophrenic children; it can 
also help the parents, and by its presence 
in the community, serve as a center for 
alerting the community to its mental health 
needs and gain its support for the expansion 
of appropriate programs. 


BIBLIOGRAPHY 

1. Lowrey, L. G.: Am. J. Psychiat., 101: 
375, 1944. 

2. Freedman, A. M. : Am. J. Orthopsychiat., 
24 : 487, 1954. 

3. Bender, L. and Freedman, A. M. : Quart. 
J. Child Behavior, 4 : 245, 1952. 

4. Bloch, D. : A Study of Children Referred 
for Residential Treatment in New York State. 
Presented at Annual Meeting of the American 
Orthopsychiatric Association, New York City, 
March 1958. 

5. Round Table—Childhood Schizophrenia : 
The Role of the Various Treatment Facilities 
from the Community Level to the State Hos- 
pital. Annual Meeting, American Psychiatric 
Association, Chicago, Ill., May 1957. 

6. Fenichel, C., Freedman, A. M. and 
Klapper, Z. : A Day School for Schizophrenic 
Children—Methods in Organization and Man- 
agement. Presented at Annual Meeting of the 
American Orthopsychiatric Association, New 
York City, March 1958. 

7. Bender, L., Freedman, A. M., Grugett, 
A. E., Jr. and Helme, W. : Schizophrenia ™ 
Children: A confirmation of the diagnoses. 
Tr. Am. Neurological Assoc., 77 : 1952. 

8. Freedman, A. M. and Bender, L. : Am. 
J. Orthopsychiat., 27 : 553, 1957. 

9. Kanner, L. K. and Eisenberg, L. : Notes 
on the Follow-up Studies of Autistic Children 
in Psychopathology of Childhood. Edited by 
Paul H. Hoch and Joseph Zubin. New York : 
Grune and Stratton, 1955. f 

10. Forstenzer, H.: Round Table Child- 
hood Schizophrenia (see #5) Community As- 
pects from State Administration Viewpoint. 
Annual Meeting of the American Psychiatrie 
Association, Chicago, Ill, May 1957. 


A SERIOUS AND LITTLE-RECOGNIZED DEFICIT IN POST-WAR 
PSYCHIATRIC RESIDENCY TRAINING * 


ROBERT T. MORSE, M.D.? 


Since the close of World War II, Ameri- 
can psychiatry has experienced a most dra- 
matic and dynamic growth. The number 
of practicing psychiatrists is about 3 times 
greater than in pre-war days. Many new 
psychiatric journals have appeared in print. 
Psychiatric research has broadened and in- 
tensified. Many of the older ideas have been 
re-examined and newer concepts are being 
tested. The spectrum of inquiry ranges from 
basic sciences such as neurophysiology and 
biochemistry to social sciences such as an- 
thropology and sociology. 

_ This healthy ferment is reflected in the 
increasing interest on the part of the medi- 
cal profession generally, as well as of the 
lay public. The American Medical Associa- 
tion has found it useful to establish a Coun- 
cilon Mental Health. General medical prac- 
titioners in many cities throughout the coun- 
ty have been attending seminars in clinical 
Psychiatry, often with special attention to 
Psychosomatic problems. The National In- 
stitute of Mental Health has been given 
millions of dollars by the Congress to sup- 
Port research and training. The publics 
oia interest and response is seen in the 
ing growth of the mental health 

: "ioi the increasing concern of state 
gs atures with the problems of mental 
led and the vast number of mental 
"i educational books, pamphlets, films, 

wig one articles published. 

m all of this forward movement, how 
ce pening of the young psychiatric 
admiral ared P As a rule, it has kept pace 
P ula bly. Today's training is generally of 

aed broader, and richer character. 
loe) all this impressive activity, some 

Ave in th Psychiatric training and practice 
he ond e author's opinion been neglected 
ie ooked—certainly not by design, but 

'eless to the detriment of both the 


ES us 
io over and the public. This little- 
~ enized deficit in training exists, I be- 


1 R LP 
fad at the 114th Annual Meeting of The Ameri- 


y istic Association, San Francisco, Calif., 
2,1216, 1958 7 


3 
106 N. Street N.W., Washington 7, D. C. 


lieve, in one aspect of professional com- 
munication. 

This extremely important area of profes- 
sional communication is not that between 
the psychiatrist and the patient, but rather 
between the psychiatrist and all those other 
individuals who have direct relationship to 
the patient and his problems. 

My observations and conclusions are my 
own and have reference and validity pri- 
marily in the setting of metropolitan areas, 
where the majority of psychiatrists in pri- 
vate practice work. My information regard- 
ing rural areas and small population centers 
is meagre, but it is my impression that the 
problems of which I speak are in direct 
proportion to both density of population 
and high ratios of psychiatrists to popula- 
tion units. I believe that where large num- 
bers of psychiatrists are in practice they 
tend to isolate themselves from the rest 
of the medical community. Where few are 
in practice, their relationship with their 
medical colleagues is generally much closer 
and communication is better. 

Today the best estimates show that at 
least one-half of American psychiatrists are 
engaged in private practice, a percentage 
that would be even greater if it included 
those salaried psychiatrists who also do 
some private practice. As the number of 
physicians in private practice of psychiatry 
has increased, so has the membership in 
the American Psychiatric Association. In 
fact, the total membership has trebled in 
the 14 years which followed our centennial 
year of 1944. Apparently this increase in 
private practitioners has been at the ex- 
pense of hospital psychiatry, which suffers a 
continuing shortage of personnel. 

The psychiatrists who entered private 
practice before World War II usually had 
previous professional experience in other 
fields of medicine. To this day they seem, 
as a group, to live in more frequent work- 
ing contact with the rest of their medical 
colleagues than do the post-war additions 
to the ranks of private practice. 
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The physician trained during the war 
years went directly into the Service, and 
upon leaving it entered residency training. 
On completion of that he found himself 
for the first time in a potential working 
relationship with organized medicine. Many 
now in psychiatry seem loath to do more 
than pay dues to their county or state 
medical society, and to the American Medi- 
cal Association. Ordinarily their participa- 
tion in medical society activities is minimal, 
and many reasons which are probably ra- 
tionalizations are given for this : 

1. The young psychiatrist says he is too 
busy with continued training and attending 
meetings of psychiatric groups to devote 
time to the activities of his local medical 
society. He claims the programs are of 
little interest to him. This can hardly be 
true because today most medical programs 
deal, if not in specifically psychiatric ma- 
terial, certainly with sociological problems 
which are of importance to all who practice 
medicine. 

2. Another reason offered is that he does 
not care to associate with medical col- 
leagues because he feels the latter “do not 
understand modern psychiatry and it is a 
waste of time to attempt to communicate 
with them.” This statement is largely false, 
certainly so in terms of post-war medical 
graduates who have, in the main, had good 
psychiatric teaching in medical school. 
More likely the basic problem here is an 
inward dis-ease or anxiety of the young 
psychiatrist in the presence of other medical 
men. This attitude is probably over-deter- 
mined, but relates to some extent to the fol- 
lowing factors : 

(a) The young psychiatrist is affected by 
the continuing belief held by many that 
psychiatrists are peculiar and a breed apart 
(and indeed they are, if they consistently 
shun contacts with the rest of medicine ). 
Thus the vicious circle continues as more 
and more psychiatrists avoid professional 
contact with their colleagues, 

(b) Many are sensitive about the charge 
that psychiatrists usually do not do routine 
physical examinations or write prescrip- 
tions or make house calls, and in general do 
not live and work like other medical men. 
The latter seldom see psychiatrists in the 
settings of general hospitals because the 
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psychiatrists’ professional activities most 
frequently are restricted to their offices or 
to special hospital or clinical facilities. 

Not all psychiatrists react in this manner, 
and in one of the most rewarding papers 
on this topic, Ginsburg( 1) writes that many 
years ago when he entered private practice 
he realized that "one of his greatest re- 
sponsibilities as a private practitioner would 
be a kind of public-relations-educational 
liaison job with the referring doctors." That 
the working relationship between psychi- 
atrists and other physicians is not a har- 
monious and durable one is clearly brought 
out in various polls and surveys(2, 3). 

As has been brought out by Bartemeier 
(4), many psychiatrists are poor consult- 
ants because: (a) it is frequently difficult 
to secure their services, (b) many decline 
to do hospital consultations, (c) their in- 
terest in the complete medical history is 
often minimal, (d) their opinions given in 
too technical language are more often verb- 
al than written, and (e) in too many cases 
constructive suggestions are not forthcom- 
ing. 

It does seem that psychiatrists swarm or 
herd together self-protectively, so that pro- 
fessionally and socially they see more o 
their psychiatric than of their non-psychi- 
atric medical colleagues(2, 5). This may 
further be increased by uneasiness in the 
realization that with the individuals pro- 
gressive separation from organized medi- 
cine, coupled with his failure to keep 
abreast of the details of medical de- 
velopments, his sense of being "less a 
doctor" or "not really a physician" is un- 
consciously accentuated. 

In addition, most young practitioners lack 
secretarial help (of which more later), an 
referrals are too seldom acknowledged in 
writing, as they are among other medical 
practitioners. There is often a real reluc- 
tance, if not refusal, to communicate Wi 
the referring physician and the family, Of 
even to write letters of inquiry for 8n 
abstract of previous psychiatric illnesses or 
hospitalization. 

Under these circumstances, when the 
family of the patient complains to the refer- 
ring physician that the psychiatrist is not 
willing to communicate fully with them» 
and when this physician is himself some 
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what lacking in information, it is not sur- 
prising that the popular conception of the 
psychiatrist as an aloof, uncommunicative 
fellow, operating on the margins of med- 
icine, continues to be current. Of course 
this problem is not universal, but it cer- 
tainly exists to an alarming degree. 

Another failure in communication with 
the referring physician occurs when the 
young psychiatrist overlooks the importance 
of the pre-existing relationship between the 
family physician and the patient, which is 
the keystone of medical practice. On oc- 
casion, the young therapist may even refer 
the patient to another physician if organic 
illness develops in the course of psychiatric 
treatment | In some instances the referring 
physician is not informed of the outcome 
of treatment or even of the fact that thera- 
py has been completed(6, 2). 

It would seem that all too frequently the 
young psychiatrist in private practice has 
forgotten that people do not become emo- 
tionally ill in a vacuum, but rather in a 
family or group setting where the surround- 
ing figures are anything but neutral, and 
must themselves be studied if the therapist 
is to have a clear picture of the life situa- 
tion of the patient. Additionally, the emo- 
tional relationships of the referring physi- 
San to the patient may be unconsciously 
Motivated and complex, with possible 
totic, aggressive or narcissistic defensive 
Teactions, 

_ What are the results of this break-down 

1? communication ? Very often there is a 

P: of valuable and even critical informa- 

S useful to the therapist in diagnosis 
treatment, 

^ peuple : An internist referred a patient 

"d od therapist and received no ac- 
n. “Sment. His next contact was a tele- 
Daliong al from the distressed family ; the 

od ref seemed worse and the therapist 
í med to see the wife, saying he made 
+ c m of never interviewing the wife 

: band of a patient. 
only ms that such a position is not 
inter-prope but is detrimental to good 
fessional relations. It is also a fact 
n is taught in psychi- 
raining centers, One concludes that 
an arbitrary statement must be the re- 
the psychiatrist's inward anxiety 


at no sy 
Á such ractice 
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and/or over-identification with the patient, 

Another consequence of poor com- 
munication is the loss of valuable oppor- 
tunities to add to the understanding of the 
physician who is not a psychiatrist. Such 
failure to communicate produces a loss of 
respect for psychiatry generally and for the 
individual psychiatrist in particular(1). 

Still another consequence of poor com- 
munication with the family and referring 
physician is an increase in the difficulties 
of treatment, due to the family's ignorance 
of what it can do positively or negative- 
ly to assist the treatment program. Addi- 
tionally, the familys own emotional con- 
flicts in such cases increase its sense of 
guilt and defensive hostility toward the pa- 
tient, the psychiatrist and the entire thera- 
peutic effort. 

The problem of dealing with the family, 
referring physicians, and previous psychi- 
atrists has been taken over in many training 
centers by an administrative psychiatrist, 
who functions in another part of the hos- 
pital. In other situations this contact with 
the family has been made the responsibility 
of non-medical personnel, such as psychi- 
atric social workers. It is unfortunate when 
this constitutes a barrier between the pa- 
tients family or the referring physician, 
and the psychiatrist responsible for treating 
the patient. In those instances where the 
fixed routine is for such correspondence to 
be handled by others, the resident is de- 
nied opportunity for an important learning 
experience and the training program is hurt 
in the interests of administrative expedi- 
ency. 

Perhaps my feelings in this matter of 
proper professional communication are es- 
pecially strong because I had the good 
fortune when in training to learn under 
excellent supervision not only the "whys" 
and “wherefores” but the how of profession- 
al correspondence. Over a period of many 
months I was responsible for periodic re- 
ports to patients’ families, with carbon 
copies to referring physicians. All my liter- 
ary efforts were closely proof-read before 
they were mailed. On many occasions not 
one but several drafts were made before 
a suitable letter was compa s It e 
impression that this type of intensive per- 
t supervision by a senior psychiatrist is 


usually lacking in present day residency 
training programs. It is only with such prac- 
tice that the young psychiatrist learns pro- 
fessional correspondence, and the need to 
adhere to the facts of the situation. He 
learns to avoid, on the one hand, unjustified 
optimism which reflects the wishful think- 
ing.of the therapist and anxious relatives 
and, on the other hand, blunt and gloomy 
prognoses which, however valid, need the 
softening effect of tactful phraseology. 

In hospital practice the entire personnel 
is involved in the treatment of the indi- 
vidual patient. This is a psychological fac- 
tor which the psychiatrist frequently does 
not fully realize until he finds himself in 
private practice and completely responsible 
for the patient's welfare. Here a maximum 
of communication is important but is often 
interfered with by various impediments 
which may not be clearly apparent. 

Even a cooperative patient's version of 
previous treatment cannot be accepted un- 
critically. Collateral information is a neces- 
sity for accurate diagnosis and well-formu- 
lated treatment plans. By this I do not 
mean that treatment cannot be carried on 
when the patient is the only source of in- 
formation, but rather that without collateral 
information the chance of serious error is 
greatly increased. Specific reference is made 
to the all too common incidence of positive 
or negative counter-transference, ranging 
from simple identification with the neurotic 
patient to the case when fantasies or de- 
lusions of the borderline patient are un- 
critically accepted as fact, or conversely, 
when facts are interpreted as delusional. 

An additional and realistic reason for in- 
terviewing a spouse or parent occurs when 
long-term psychotherapy or drastic methods 
of treatment such as electroshock are to be 
employed. The significant relative (often 
the one who is financially responsible) is 
entitled to meet in person, at least once, the 
therapist who proposes to carry out such 
treatment. 

The referring physician is entitled to a 
written acknowledgment of referral, how- 
ever brief. Such an acknowledgment be- 
comes a permanent part of his record, and 
this cannot be said of chance verbal com- 
munication. Good physicians everywhere 
are genuinely interested in those patients 
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whose emotional problems require psychi- 
atric referral, and it is unfair to assume that 
these men are not capable of understa 
a summary statement of the patient's dif 
ficulties. 

In establishing a private practice, the 
young psychiatrist frequently feels he can- 
not afford secretarial help, and a telephone 
answering service acts in lieu of a recep- 
tionist. However, professional correspond- 
ence does not require a full time secretary, 
but only a determination on the part of 
the individual to allocate specific time for 
this responsibility, whether the letters be — 
written in long-hand, typed by the doc- . 
tor, or a part-time secretary. Once a routine 
is established, correspondence, patient his- 
tories and treatment, progress and termi- 
nation notes become a regular part of the 
office procedure. 

In some instances the disinclination of the 
therapist to deal with persons other than 
the patient is related to his own personality. 
problems. He may be unwilling to give ad- 
ditional time to any one but the patient; 
especially if, as may happen, he cannot 
expect to be reimbursed for it. On some 
occasions the relative, like the patient, may 
be in need of treatment. Such interviews do 
require tact and diplomacy on the part 
the therapist. Where a strong feeling of 
conscious or unconscious identification with 
the patient exists, the psychiatrist may 
avoid contact with a certain relative 
cause of suppressed or repressed hostility 
toward the relative. He is afraid lest the 
hostility break through and impair his ap- 
pearance of professional detachment. Tm. 
such a case the relative is understandably 
puzzled and critical, and questions the ra- 
tionale of treatment. Occasional interviews 
are necessary, but if the relatives become 
unreasonable or demand confidential in- 
formation, misunderstanding or psycho" 
pathology are usually apparent. This must 
be met with tactful but firm refusal to 
jeopardize treatment, and the suggestion 
may be made that counsel for the relative 
with another therapist would be in the 
interests of all concerned. 

Another failure of communication is 
based upon a defensive avoidance of Br 
referring physician or the family, whi , 

d 
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grows out of the therapist's conscious 
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that he has nothing meaningful to say. Or i£ 
he cannot report encouraging progress, he 
takes refuge in silence. The therapist must 
deal in realities regarding his therapeutic 
efforts, and should be prepared to report 
facts, whatever they are. It is unrealistic 
for him to expect or demand of himself suc- 
cess in all instances. If proper communica- 
tion occurs between the therapist, the 
family, and the referring physician at the 
time the treatment is initiated, many sub- 
sequent problems are avoided. 

It is important to appreciate that in the 
absence of positive verbal or written com- 
munication, what is communicated to the 
relative or referring physician is the thera- 
pists apparent lack of interest in and con- 
cem for the patient. Whether it is com- 
munication by intent or default depends on 
the initiative, knowledge, and industry of 
the therapist. 

In cases of long-term treatment occasion- 
al brief progress reports to the referring 
Physician are in order. They need mot in- 
dude confidential material. The patient is 
not likely to be concerned if the referring 
Physician knows he is suffering from a 
masked depression ; but he would care if it 
Were further stated that this was pre- 
“pitated by an extra-marital affair. 

The medical-legal aspects of the patient's 
confidential communications, and the prob- 
x of their disclosure, appear more techni- 
al and complicated in the abstract than 

ey are in actual practice. 
las n. are diverse aspects to this prob- 
ula Is true the psychiatrist may err in 

in Ing confidential information to others. 
F B he may err by not communicating 

5 fail ers, He may err, for example, when 
lloa o seek out important collateral 
Ta ation which it is his responsibility to 
in Al he may err when he fails to in- 
suicid ers, who have a right to know, of 
Pati al or homicidal tendencies in the 

ent, 

In most insta th ient is quite 
willing to y nees the patient is quit 
cate with ave the psychiatrist communi- 
interest ; cu physicians who have proper 
tealizes p US welfare, The patient usually 

265 that nothing detrimental or embar- 

Sing w; 

is q8 Will be unnecessarily disclosed, and 
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When the patient has previously been in 
treatment, it is appropriate to request con- 
fidential abstracts from psychiatrists or hos- 
pitals. Yet frequently the young therapist 
completely neglects this important source 
of information. In hospital practice such 
abstracts are routine. But this routine is 
often handled by others, and although such - 
information appears in the patient's file, 
the resident has no sense of responsibility 
for its being there, Some hospitals require 
authorization by patients for release of such 
information. It is not difficult to obtain 
written authorization from a patient. To 
avoid seeking it because of assumed dif- 
ficulties is again a rationalization which 
adds to the problem of communication 
failure in psychiatric practice. 

One of the most perceptive studies of 
psychiatrists as individuals was done by 
Karl Menninger(7). This study suggested 
that among psychiatrists there are more 
members of minority groups than among 
physicians generally. There may be a cor- 


relation between this situation and the psy- 


chiatrist’s interest in lonely, eccentric and 
unloved people. A further implication is 
that psychiatrists perhaps more than other 
doctors have in their own lives suffered 
similarly, and that the psychiatrist's con- 
cept of his profession as the Cinderella of 
medicine represents a projection of his own 
repressed problems. This hypothesis that 
the psychiatrist's unconscious self-concept 
is characterized by the feeling of loneliness, 
a sense of being unlovable, and a fear of 
rejection offers at least a partial explana- 
tion for the tendency on the part of psy- 
chiatrists to band together, and to shun 
medical situations in which they may not 
feel welcome and admired. This hypothesis 
can also illuminate psychiatric failures to 
communicate freely with medical confreres 
and other failures to act in conformity with 
generally accepted medical practices. 
What can be done to improve this situa- 
tion P 
Basically the problem begins at the level 
of the medical school and with the calibre 
of the freshman student, who may enter 
with a splendid background in physical and 
biological science but with a minimum of 
competence in writing his native language. 
The situation varies from one ical 
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school to another, because of the means of 
selection of the students and the interest 
the school takes in teaching human rela- 
tionships as they relate to medical practice. 

With sound undergraduate teaching in 
psychiatry, the student who elects it as a 
specialty enters into residency already 
oriented to the significance of all aspects 
of professional communication. When the 
resident has not had sound undergraduate 
education, it becomes even more the re- 
sponsibility of the residency training pro- 
gram to furnish not only such broad orienta- 
tion but also long-term responsibility for 
professional correspondence regarding pa- 
tients, under thoughtful supervision(8). At 
the graduate level this phase of profession- 
al communication should constantly be 
stressed. The major responsibility for this 
part of training, wherever it exists, must be 
placed upon the faculty and not on the 
students. 

The two Ithaca conferences convened by 
the American Psychiatric Association to 
study both undergraduate and graduate 
psychiatrie education, strongly supported 
the concept of a unitary approach to all ill- 
ness, and stressed the need for close col- 
laboration between psychiatry and the rest 
of medicine. They failed, however, to in- 
dicate specifically the need for good com- 
munication between psychiatrists and their 
medical colleagues, or the hazards inherent 
in the absence of communication. 

Again, in a recent publication, “An Out- 
line for a Curriculum for Teaching Psychi- 
atry in Medical Schools" (8), no mention is 
made of the need, in teaching psychi- 
atry to medical students, to stress the tre- 
mendous importance of communication 
between the psychiatrist, his medical 
colleagues, and the patient's family. 

Where the young private practitioner 
seeks out and avails himself of the counsel 
of older colleagues, this problem can be 
and is being met. I have more than once 
witnessed a thorough and salutary change 
in a young psychiatrist's professional situa- 
tion following a single discussion with an 
older colleague of a bad experience. 

However, many of these problems result 
not so much from ignorance as from person- 

al defensive attitudes of the therapist. If 
the work of the resident is closely super- 


vised in all phases of communication with 
relatives and other physicians, the presence 
of unresolved conflicts and unrecognized 
attitudes can be identified early, and 
proper perspective may be established as 
training continues. 

This is a deficiency of training that must 
be met jointly by all of us who practice 
psychiatry, in whatever role or situation, by 
good, consistent, personal and professional 
example. 

SuMMARY 


It is my conviction that direct and con- 
structive communication with all whose at- 
titudes affect the patients illness can 
ultimately bring about real improvement 
in the therapeutic efficacy of psychi- 
atry generally, effect a closer collaboration 
between the psychiatrist and his non-psy- 
chiatric medical colleagues, and notably 
increase the usefulness of the psychiatrist 
in the field of medicine. 
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THE SYMPTOMATIC RELIEF OF ANXIETY WITH MEPROBAMA 
PHENOBARBITAL AND PLACEBO ! : xis; 


E. H. UHLENHUTH, M.D., ARTHUR CANTER, Pz.D., 
JOHN O. NEUSTADT, M.D. ann HENRY E. PAYSON, M.D.? 


The tranquilizing drugs have stimulated 
new interest in the problems of evaluating 
mild pharmacologic effects in a complex 
therapeutic situation. Studies of other psy- 
chiatric treatment methods at The Henry 
Phipps Psychiatric Clinic(1, 2,3) showed 
that different types of psychiatrists achieved 
different therapeutic results. It seemed to 
us that the physician’s personal attributes 
might be an important factor in treatment 
with tranquilizing drugs as well.? 

Therefore we designed a “double-blind” 
study with meprobamate, phenobarbital 
m placebo in a way to permit comparisons 
Ee the patients of 2 different psy- 
à atrists. These physicians were selected 
* differ strikingly by certain specific cri- 
: a Some further observations were made 
te Eom what differences these doctors 
UA actually show in their attitudes to- 

ard the treatment and their behavior 
With the patients. 


METHOD 


E time clinic psychiatrists referred 
CR neurotic outpatients with anxiety 
Bn to the study.* A screening psy- 
o EOS cepted 65 patients and excluded 
"iium chronic brain syndrome, psychotic 
cy severe intellectual deficit or char- 

Tabl isorder, including alcoholism. 

; E I shows the experimental design. 
mined E entered the study they were 
Nw. = Group A or Group B in such 
would he at sex, race and marital status 
that th e auly distributed. It developed 
regard € 2 groups also were similar with 

to age, diagnostic categories and 
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initial symptom checklist scores. Nine pa-s 
tients included were considered schizo- 
phrenic or borderline after treatment 
began. 

Twenty-six patients in each group com- 
pleted treatment. One man and 5 women 
dropped from Group A before the end of 
treatment, and 5 men and 2 women 
dropped from Group B. The drop outs 
showed no other distinguishing features 
and were not included in the statistical 
analyses of this report. 

The 3 medications were used in the 
following doses: meprobamate 400 mg. 
qid. phenobarbital 16 mg. qid. and 
placebo q.i.d. Each patient received every 
medication for 2 weeks, and every medi- 
cation came first for one-third of each 
group. All patients received their first drug 
in green capsules, their second in pink and 
their third in yellow to permit discrimi- 
nation. 

It seemed best to use convenient, 
sharply defined criteria to select a different 
physician for each patient group. Certain 
contrasting patterns on the Strong Voca- 
tional Interest Blank met these require- 
ments. These patterns distinguished 2 types 
of psychiatrists with different therapeutic 
results in studies of other forms of psy- 
chiatric treatment(4). The 2 psychiatrists 
in the present study were chosen as clear 
examples of these contrasting types. 

Dr. A treated Group A, and Dr. B treated 
Group B, Each patient saw his psychiatrist 
4 times at biweekly intervals—at the begin- 
ning of treatment, between medications and 
again at the end. The interviews were brief 
(10-20 minutes) and directed toward com- 
pleting the progress report forms, in order 
to minimize non-pharmacologic therapeutic 
effects. 

‘Three measures were used to follow the 
patient’s clinical condition at each inter- 
view : the patient's overall judgment (bet- 
ter, same or worse), the doctors o 
judgment and a checklist(5) of 45 symp- 
toms. All judgments were to the 
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TABLE 1 
Tur EXPERIMENTAL Desicn 
No. of Two-Week Periods of Medication 
patients Drop I Hi il 
Group completed outs Doctor (green capsules) (pink capsules) (yellow capsules) 
Al 9 3 A placebo meprobamate phenobarbital 
A2 9 2 A phenobarbital ^ placebo meprobamate 
A3 8 1 A meprobamate phenobarbital ^ placebo 
Bl 8 3 B placebo meprobamate phenobarbital 
B2 8 1 B phenobarbital placebo meprobamate 
B3 10 3 B meprobamate phenobarbital placebo 


patient’s condition at the first interview. 
The 3 measures for each interview were 
pooled. We considered the patient im- 
proved if at least 2 measures agreed in this 
judgment. Otherwise we considered the 
patient unimproved. It is important to note 
that these data gave no information about 
how much the patient improved. 

Another kind of data was collected to 
determine relatively how much each medi- 
cation helped the patient. At the end of 
the 6 weeks’ treatment, each patient and his 
physician separately ranked the 3 capsule 
colors for effectiveness. Ranks also were 
determined from the patient’s symptom 
checklist total scores. 


RESULTS 


First let us examine the data concerning 
only improvement, or failure to improve for 
the entire population of 52 patients. At 
the end of the 6 week treatment regimen, 
42 patients, or 81%, were improved over 
their initial condition and 10 were not. Pa- 
tients generally, therefore, tended to re- 
spond favorably to the total therapeutic 
regimen. 

Next we consider how many of the 52 
patients were improved at the end of their 
2-week period on each of the 3 medications. 


In each case, improvement was measured 
with reference to the patient's initial con- 
dition, before he received any medication. 
These results are shown in Table 2. About 
the same proportion of patients was im- 
proved with each agent. 

Now we may turn to the second type of 
data, showing how much patients improved 
with each drug in relation to the others. The 
Friedman 2-way analysis of variance by 
ranks was used to test the hypothesis that 
all 3 agents ranked equally effective in the 
entire population of 52 patients. This test 
indicated no significant differences in rela- 
tive effectiveness among the 3 medications, 
according to rankings by patients, doctors 
or checklists. 

In the total patient population, therefore, 
we were unable to demonstrate any sig- 
nificant differences in effectiveness among 
the 3 agents, either on the basis of the 
improved vs. unimproved data or on the 
basis of the rank order data. 

However, if we now analyze the results 
for each psychiatrist’s patients separately; 
some interesting trends begin to emerge 
Table 3 shows how many patients in eac 
doctor's group of 26 were improved at the 
end of their 2-week period on each of the 
3 medications. Again, improvement was 


TABLE 2 


NuMBER or Patients IMprovep AND UNIMPROVED AFTER 2 WEEKS 
OF TREATMENT WITH EACH AGENT 


Improved 
Meprobamate 37 
Phenobarbital 37 
Placebo 33 


Unimproved "Total pi 
15 52 p 
15 52 ‘o4 
19 52 a 


* p values for Dixon-Mood sign test for paired observations. 
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TABLE 3 


NuMBER or Patients IMPROVED AND UNIMPROVED IN EacH Docror’s Group 
AFTER 2 WEEKS OF TREATMENT WITH EACH AGENT 


Improved Unimproved Total p* 

Meprobamate 15 11 26 — 

DR. A'S GROUP Phenobarbital 18 8 26 — 
Placebo 16 10 26 —— 

f Meprobamate 22 E 26 .01 

DR. BS GROUP Phenobarbital 19 7 26 03 
Placebo 17 9 26 — 


* p values for Dixon-Mood sign test for paired observations. 


related to the patients condition before 
any medication. In Dr. A's group, about 
the same number of patients was improved 
alter treatment with each drug. In Dr. B's 
group, more patients tended to improve 
with an active drug, meprobamate, than 
with placebo. 
This trend became clearer in the data 
id relatively how much each agent 
ped the patient. The Friedman test was 
applied to the rank order data from each 
Psychiatrist’s group separately. In Dr. A's 
ur no detectable differences in relative 
veness emerged. In Dr. B's group, on 
9 other hand, the test showed that there 
ere differences among the medications. 
x relative effectiveness of the 3 agents 
M ated in detail by comparing pairs 
Table by means of the ranking data. 
3 5 4A. shows these paired comparisons 
r. A’s group. Again no significant dif- 


ferences in effectiveness among the 3 agents 
appeared, according to the patients rank- 
ings, the doctors rankings and those de- 
rived from the symptom checklists. 

Table 4B shows the paired comparisons 
for Dr. B's group. Meprobamate and pheno- 
barbital ranked equally effective, accord- 
ing to patients, doctors and checklists. Both 
active drugs, on the other hand, ranked 
significantly superior to placebo. (There 
was only one exception to this statement : 
the checklist rankings showed no significant 
difference between phenobarbital and pla- 
cebo.) 

In summary, Dr. A's patients responded 
equally well with all 3 medications, whereas 
Dr. B's patients responded more favorably 
with the active drugs than with placebo. 


DISCUSSION 
How can one account for the differing 


TABLE 4A 


Numsen or Patents 1N Dn. A's Group For WHOM AGENT X 
BETTER, SAME on WORSE THAN AGENT Y 


was RELATIVELY 


Source of X better Xsame X worse 
terat X Agent Y data ary | aY | danY p*XoY) 
11 ——— 


Patient 13 2 
Meprobamate vs, Phenobarbital Doctor 13 3 
Patient 15 2 3 
—— Meprobamate vs. Placebo Doctor 15 2 Ent 
ENS  — $0] L9 — — — 23 
Patient 9 9 


Doctor 
Checklist 12 I 


, 
* ^ 
% Determined by the binomial of p for X=Y=%2- 


f Phenobarbital vs. Placebo 
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TABLE 4B 
Nuwskn or Patients iN Dn. B's Group Fon Wiow Acent X was RELATIVELY 
Brrren, Same on Worse THAN AGENT Y 
Source of X better X same X worse 
Agent X Agent Y data than Y as Y than Y p*(X>Y) 
Patient 15 1 9 —— 
Meprobamate vs. Phenobarbital Doctor 13 2 11 -—— 
Checklist 10 9 7 --— 
Patient 19 1l 5 <.01 
Meprobamate vs. Placebo Doctor 18 4 4 «01 
Checklist 15 5 6 .05 
Patient 17 1 1 .03 
Phenobarbital vs. Placebo Doctor 15 5 6 .05 
Checklist 11 10 5 — 


* Determined by the binomial of p for X=Y=1/4. 


Note : One patient's rankings in Dr. B's group were not available. 


m MERERI patients £ Both 
groups were ilar in composition and 
were treated by similar procedures. Per- 
haps we should ascribe the differing results 
to chance 


However, it is interesting to note that 
there were certain differences between the 
2 treating psychiatrists : 

l. As previously mentioned, the 2 psy- 
chiatrists showed contrasting patterns on 

. the Strong Vocational Interest Blank. 

2. Dr. A was noticeably the younger in 
physical appearance, whereas Dr. B had 
graying hair and altogether a more fatherly 
air about him. 

3. Before the study began, both doctors 
wrote their opinions of the 3 medications 
in the doses to be used. Dr. A did not ex- 
pect one agent to be more effective than 
another. Dr. B, on the contrary, expected 
some differences to appear, probably in 
favor of meprobamate. 

4. After the study was finished, the 2 
psychiatrists reenacted their method of in- 
structing patients on initial contact, with a 
member of the research team playing the 
patient's role. Dr. A said something to this 
effect : “You can buy all 3 of these drugs 
in the drug store, but we don't know for 
any one person which one helps the most. 

So we need to try out each one and see 
which helps you the most. His manner 
conveyed a non-committal attitude. 

Dr. B said something like this : "We are 
interested in working with 3 drugs that 


help persons with problems like yours. And 
what we are interested in is which one 
helps you the most." His manner conveyed 
a more hopeful attitude. The 2 physicians 
presented themselves differently to their 
patients despite the fact that they had re- 
ceived similar instructions before the study 
began. i 

5. At the end of treatment, each patient 
selected from a list of 199 adjectives those 
which described his doctor. Patients prin- 
cipally used 31 positive adjectives to de- 
scribe both doctors. Most of these, as shown 
in Table 5, were checked more often for 
Dr. B than for Dr. A. On the words “help- 
ful' and "dependable" this difference 
reached statistical significance. 

The various observations about each psy- 
chiatrist are compatible and undoubtedly 
reflect his particular personality. On the 
level accessible to us, there is a striking 
correlation between what the doctor eX 
pected from the medications and how his 
group responded to them. Dr. A expected 
no marked differences, and none appeared. 
Dr. B expected some differences betwee? 
active drug and placebo, and they ap- 
peared. 

In this connection, we should like to 
point out that the “double-blind” design 
operated as planned. At each interview, the 
psychiatrist tried to guess what medica- 
tion the patient had just taken and was 
about to receive. Both doctors guesses 
were no better than chance. These observa 


No. of patient's from 


Dr. A's Dr, B's 
group group 
15 20 
17 15 
15 18 
21 18 
12 16 
18 16 
17 20 
15 19 
12 21 
12 13 
12 15 
21 21 
13 18 
13 23 
21 20 


suggest that some of the physician's 
tions may influence his results even 
he does not know which drug the 
is taking. 
T Psychiatrist’s expectations may oper- 
in at least 2 ways. His expectation that 
s have like effects may raise his own 
o o percepta thresholds for 
in effectiveness. His expecta- 
that drugs have different effects may 
r these thresholds. $ 
addition, the psychiatrist’s expectation 
the patients actual response 
erent drugs. The psychiatrist who 
| differences is likely to show more 
may produce an emotio 
the patient which heightens his 
to differences in pharmacologic 


results of this study may throw some 
Pon conflicts among earlier reports of 
studies on the effectiveness of 
ate. Koteen(6), for example, 
mg. meprobamate and pla- 
e equivalent. This corresponds to 
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TABLE 5 


Apyectives Cuosen By Ar Least Harr Tux Patients ynos Ermon 
Gnour TO Descnme Trem Docrons 


No. of from 

^ Dr. A's Dr. B's 

Adjective group group 
1 kind 16 13 
level-headed 14 14 
likeable 16 16 
neat 12 13 
nice 16 14 
1 patient 13 18 
1 pleasant 16 19 
polite 17 17 
1 refined 13 10 
1 relaxed 16 10 
1 respectable 10 13 
sensible 14 14 
serious 14 15 
sincere 14 12 
1 trustworthy 9 13 
1 understanding 16 19 


bte: Data missing for one patient in each doctor's group. 
e words were chosen by at least 3 more patients from one 
up. Fourteen were applied more often to Dr. B, and 4 were applied 
ce between doctors significant, with p<.02 by chi square test. 
between doctors significant, with p<.01 by chi square test. 


doctors group tban the other doctor's 
more often to Dr. A. 


the result in Dr. A's group in the present 
study. West and daFonseca(7), on the 
other hand, concluded that 400 mg. mepro- 
bamate and 65 mg. sodium amobarbital 
were equally effective and superior to pla- 
cebo. This corresponds to the result in Dr. 
B's group in the present study. 

As noted before, some of the investiga- 
tors expectations regarding the effective- 
ness of a treatment may influence the re- 
sults, in spite of the "double-blind" design. 
Such different expectations may account 
for some of the conflicts among the results 
of controlled drug studies reported in the 


literature. 
SUMMARY 

Fifty-two pychoneurotic outpatients with 
anxiety symptoms were treated in a con- - 
trolled clinical study with meprobamate - 
400 mg. q.i.d., phenobarbital 16 mg. qid. — 
and placebo qid. The patients were di- 
vided into 2 comparable groups of 26, each 
group treated by a different psychiatrist. 

In the combined population of 52 pa- 
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tients, no significant differences appeared 
in the effectiveness of the 3 agents. The data 
then were analyzed for each psychiatrist’s 
group separately. In one psychiatrist's 
group, the 3 agents were equally effective. 
In the other psychiatrist's group, the 2 ac- 
tive drugs were equally effective, but 
superior to placebo. 

Differences in the expectations of the 2 
psychiatrists are discussed as a possible 
factor in these results, despite successful 
operation of the "double-blind" technique. 
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DISCUSSION 


Nathan S. Kline, M.D. (Orangeburg, 
N.Y.)—The excellent design of this most 
competent study made it possible to sepa- 
rate the drug effects from the “psychiatrist 
effect,” clearly demonstrating that both 
factors operate in obtaining therapeutic 
results. Recognition of the value of pharma- 
cotherapy should not obliterate the es- 
sential role that psychiatric attitudes and 
psychotherapy play in the treatment of 
patients. The effective demonstration that 
both of these factors are operative consti- 
tutes a real contribution to our field and 
opens the way for other valuable and 
interesting research. 


THE CHARACTERISTICS OF THOUGHT DISTURBANCE 
RELATED TO ELECTROENCEPHALOGRAPHIC ENDINGS TN 
CHILDREN AND ADOLESCENTS + 


MARGARET A. KENNARD, M.D? 


The thinking disorders of children are at 
the present time being examined and re- 
considered from many angles and for a 
number of reasons. First and most obvious, 
is the fact that there is more need for diag- 
nosis and treatment of disorders of behavior 
in children than ever before. The dis- 
ordered child or adolescent who cannot be 
cared for in his original home is presently 
being forced upon the clinics and institu- 
tions of this country in apparently increas- 
ing numbers. A second reason for this 
attention on the thinking disorders of chil- 
dren is that our present knowledge is such 
that diagnosis and treatment must be more 
exact and explicit than before; the third 
reason being the great number of clues and 
suggestions as to the dynamics of these dis- 
s which await further investigation. 
ae ut series of 200 children and adoles- 

n ages 7-16 admitted to a mental hos- 
3 pus the past two years, an attempt 
"aed made to analyze some of these 
3 um 5 ne problem, to be discussed here, 
the Ee differential diagnosis between 
ee inking disorders due to psychogenic 
m s and those resulting from the struc- 

Eel defects of brain injuries. 
COT e staff engaged in these in- 
E m s does not believe that there 
J od etiologic entities such as schizo- 
alt oral psychopathic delinquent”, and 
ie ae many signs of behavioral disorder 

+ pied common to several clinical 
Mies categories, it is our belief that 
á Eu Nie a and eventual prognosis 
iuis = YI must depend upon ac- 
ogical ana ysis of underlying charactero- 
using oe We have attempted this by 
related a en from various channels as 
turbance ie ie factor of organic brain dis- 
icular See disorders. This par- 
E ysis has, in actual practical ex- 
cad at the 114th annual meeting of The Ameri- 


can » 
sychiate ; 
ay 12 nistric Association, San Francisco, Calif, 
2-16, 1959 
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perience, been necessary since, in the 85 out 
of 200 children who were considered as 
either schizophrenic or as showing patterns 
of preschizophrenic or schizoid thinking, 
there were 35 (41%) who were also suspect 
of organic brain disorder, 


METHOD 


The Mental Health Research Institute 
of the State of Washington is presently 
engaged in a multidisciplinary, longitudi- 
nal study of the factors underlying disorder 
of behavior in children and adolescents. 
The investigations are carried out by 6 
research units, psychiatry, psychology, 
neurophysiology, biochemisty, EEG, and 
social work, each of which examines each 
child. For the present report, the data on 
200 consecutive admissions to an adjacent 
mental hospital have been selected for ap- 
praisal. Their age grouping has been made 
according to maturational and behavioral 
patterns as shown in Table 1. There are 48 
subjects ages 7-12 ; 52, ages 13-14 ; and 100, 
ages 15-16. This represents the age distribu- 
tion now being admitted to hospital and 
covers about 18 months’ admissions, ending 
in February, 1958. 

The status of each of these 200 children 
has been evaluated as to whether or not he 
or she had evidence of thought disturbance, 
and of organic brain disorder. There are, 
then, 4 diagnostic categories to follow : 1. 
Thought disturbance ; 2. Thought disturb- 
ance with organic component; 3. Non- 
thought disturbance ; and 4. Non-thought 
disturbance with organic component. These 
4 categories were defined solely according 
to the following criteria. 1. Past history ; 
2. Clinical behavior and psychiatric ap- 
praisal by our staff ; and 3. Psychological 
appraisal as measured by our staff. None of 
the data obtained from either EEG or neu- 
rophysiological examination was us to 
place an individual in one of the above 4 
categories. 
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TABLE 1 


Tuovcur CarEGORIESCEEG AND AcE 


Thought 


non-org. 


Age No. 963abn.| No. 
7-12 5 
EEG Abn. 4 80 
13-14 15 
EEG Abn. 8 53 
15-16 30 
EEG Abn. S28 


All 50 
EEG Abn. 20 40 
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non-org. org. all 
No. 96abn.| No. 96abn.| No. 96abm 

6 24 30 

2. 33 18 75 20 201 
18 7 25 

4 22 5 71 9 36 
51 3 | 60 
13:23 Sx 67 | 15 S 
81 34 115 
19 ^23 25. 73 44 88 


Diagnostic categories were made as fol- 
lows: 

Thought disturbances were noted as eith- 
er definite or questionable. Elliptical or de- 
reistic thinking, loose association, and idea- 
tional perseveration were those attributes 
most commonly utilized from the psycho- 
logical test material to make the diagnosis 
of thought disturbance. Autistic behavior 
and delusional material obtained from the 
history confirmed a positive diagnosis of 
clinical schizophrenia in about 15% of cases. 
Those individuals who, from the above 
categories, were considered as showing 
definite symptoms of a true schizophrenic 
process were then designated as having 
definite "thought disturbance". Those char- 
acteristics which might be called clinically 
prepsychotic or schizoid were designed as 
"query thought disturbance", Therefore, 
in our study, "thought disturbance" or 
"query thought disturbance" lies in the 
field of schizoid or psychotic thought. 

Organic brain disturbance has been 
similarly used as a category having two 
grades, That of “organic” was given only 
when the individual had a history and 
clinical manifestations of the organic brain 
syndrome, in addition to positive psycho- 
logical findings. The most common causes 
of "organic brain disorder" were: 1. Birth 
trauma; 2. Trauma, of such degree as to 
necessitate hospital care and, often, ac- 
companied by unconsciousness; or 3. In- 
fection (“brain fever," encephalitis, etc.). 
Nineteen of the 39 so designated had gross 
manifestations of organic brain disorder. 
Thirteen of these were epileptics and the 

rest had diverse symptoms, such as cerebral 


alsy, congenital aphasia, etc. The remain- 
fis 20 children, designated as "organic" 
and all those 30 called "query organic 
showed no gross neurological abnormality. - 
The reason for hospitalization in all 200 
cases was behavioral, rather than physical 
or “neurological.” F 

Those 30 designed as “query organic 
were so called because of (a) a history of 
organic disorder, or (b) a typical syndrome 
of hyperactivity, perseveration, short atten- 
tion span, and low frustration tolerance, to- 
gether with the signs in Bender-Gestalt 
Wechsler-Bellevue tests usually consid! i 
as pathognomonic of organic brain dis- 
order. Eighty-one of the 200 had neither 
“thought disturbance” nor “organic brain 
disorder.” These patients, comprising clini- 
cally the neurotics and the sociopaths, Were 
chiefly among the older ages 15-16. f 

All the data related to past history 0 
these patients were obtained from interview 
by our staff with one or both parents, ane 
from information collected from agencies 
which had previously seen the subjects. 

The EEGs were recorded on a Grass 8- 
channel machine according to conventio 
methods, An Edin frequency analyzer Was 
also used. Records were taken on each pa- 
tient at admission and at succeeding tWo- 
monthly intervals for the first 6 months, and 
every 6 months thereafter for as long as 
patient remained in hospital. 


DATA 


Because of equivocal findings and difi- 
culty in assigning etiologic factors to be- 
havioral syndromes as differentiated 

history or by psychological patterns; an 
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attempt has been made here to compare 
the EEG findings with these diagnostic 
categories in an effort to discover whether 
a more accurate differentiation can actually 
be made between disorders of behavior re- 
sulting from psychogenic factors and those 
which relate to structural brain injury 
through the aid of the EEG ; and to ex- 
amine the nature of the EEG pattern as 
related to behavioral pattern. The findings 
are presented in the following 5 tables. 

In Table 1 the 4 diagnostic categories 
have been compared for 3 age groups since 
behavioral patterns vary with the total age 
range. It will be seen that most of the 
organic disturbances lie in the youngest 
age group, while the oldest, ages 15 and 16, 
contains an overwhelming number of non- 
organic, non-thought disordered subjects. 
This is a factor of selection by admission 
sequence in this hospital. It is also common 
to other state hospitals where admissions of 
brain damaged adolescent children showing 
behavioral disorder are infrequent or ab- 
n. but are very prevalent among younger 

S. 

In the ages 7-12, 18 of 48 children were 
found to have a thought disturbance, and, 
E these, 13 showed signs suggesting organic 
eld dysfunction (Table 1). Of the 30 
ds no thought disturbance, 24 were 

lagnosed as organic. Thirty-seven (79%) of 
uà 48 cases ages 7-12 thus showed an 
15186 Syndrome. In contrast, at the ages 
zA only 13 of the 100 showed signs of 
DI By this age, pure thought dis- 
5 Cuna without organicity had increased 
T from 5 out of 48 (10%) in the ages 
( » The highest number of cases at 15-16 
th appeared in the non-organic non- 

Ert disturbance group. 

ES percent of EEG abnormality within 

ne groups is, in spite of small num- 
is Consistent with the shift from one 
D. ot to the other. Two facts deserve 

cular comment, First, the percent of 
Ri abnormality in the two organic groups 
thon pesteny high, but that of the non- 

i r organics (73%) runs slightly higher 

"A at of the organics with thought dis- 

ns (602). Second, the non-organic, 
tive] Tee disturbance group shows rela- 
Y little EEG abnormality (23%) and is 


e 
"Sistently low in the 3 age groups. But the 
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non-organic thought disturbance group 
shows nearly twice the EEG abnormality 
(402), and the percent of abnormality 
shifts from 4 out of 5 cases, ages 7-12, to 8 
out of 30, ages 15-16. That these diagnoses 
are not independent of age is demonstrated 
by a x? test of significance which yields a 
product of 72.87. With 6 degrees of freedom 
this is significant at the .001 level of confi- 
dence. 

It has been consistently shown, since the 
first article on the subject by Jasper, Solo- 
mon and Bradley(3), that behavior dis- 
orders in children are related to EEG ab- 
normalities which have been variously 
described as showing immaturity(2), in- 
stability(8), and paroxysmal qualities(1), 
although changes from the normal have 
not appeared among adults with behavioral 
difficulties to such degree(6). In this series, 
also, a factor contributing to EEG insta- 
bility and immaturity, ages 7-14, appears 
to be that of thought disturbance not or- 
ganicity. This is not present among any 
group of behavior deviants which do not 
show thought disturbances, nor among the 
cases, ages 15-16, with non-organic thought 
disturbances. 

Since our diagnostic categories, though? 
disturbance, organicity, etc., have been as 
carefully selected as possible, and since we 
believe they are defined in the same way 
for ages 7-12 as for 15-16, it is indicated 
here that some difference in EEG category 
may exist which makes the diagnosis of 
EEG norniality or abnormality on different 
bases for the two age groups. 

It must be remembered that all EEG 
diagnoses are empirical : this type record 
appears among à normal population—this 

e does not. It must be remembered also 
that maturation plays a part in EEG pattern 
and that EEG stability, as shown by mini- 
mal reaction to overventilation or light 
stimulus, is associated with maturity while 
unstable records are associated with im- 
maturity and with disorders of behavior. 
In the past, anxiety has been the one single 
factor most apt to relate to EEG instability 
at all ages(6, 7). It is high among thought 
disturbances. 

In this series there are 87 cases ages 15- 
16 without organic components to their 
disturbances. Of these, 30 show thought | 
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disturbances, the remaining 57, no thought 
disturbances. The EEG abnormality for the 
2 groups is 27% and 23% respectively, so 
that true EEG abnormality is not present 
to any more marked degree among one 
group than the other. When, however, the 
most stable EEG patterns, those with a 
high alpha index, were selected from the 2 
groups, there were only 2 (7%) among 
thought disturbances, but 14 (25%) among 
those without thought disturbance, Stability 
of pattern within this age group is, there- 
fore, nearly as marked here as in the 
younger ages. Below age 15 a true high 
alpha index, the “tuning form” regularity 
of pattern has never appeared among our 
sample. Nor have we ever seen a high 
alpha index appearing in a psychotic with 
thought disturbance at any age. 

In Table 2 a comparison is made between 
the findings of the definitely labelled cate- 
gories (thought disturbance and organic) 
and the “questionable” categories (query 
thought disturbance and query organic), 
Here the query organic group differs 
markedly from the definitely organic in the 
percent EEG abnormality. But the addition 
of thought disturbance to query organic is 
associated with increased EEG abnormali- 
ty. The figures are too small for convincing 
analysis, this table being presented chiefly 
to indicate the distribution of the various 
categories within the series, 

In a previous analysis, we had found one 
group, within the ages 15-16, of 20 adoles- 
cents (18 of them girls) who had been 
described as having hysterical disorder pat- 
terns. These are not included in the cate- 
gory of thought disorder as defined for this 
paper, since their defect relates not to the 
schizoid patterns but to the labile and 
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narcissistic thinking conventionally defined 
as hysteria. This group of 20 patients had 
no abnormal EEGs and, furthermore, had 
no indication of early onset of behavior 
disorder. All of its subjects did well in 
school and in their family community until 
relatively late in their development. It was 
thus suggested that a well-formed EEG 
might be related in some way to early nor- 
mal maturation of behavior. 

In Table 3, therefore, an attempt was 
made to discover whether age at onset of 
disorder had any relation to EEG abnor- 
mality. The 152 children of ages 13-16 were 
selected for analysis of early or late de- 
velopment of behavior disorder. The cri- 
teria used to indicate early or late develop- 
ment here are two ; the presence of reading 


' disability, which must indicate a disturb- 


ance at least as early as the sixth year of 
life ; and the repetition of a grade in school, 
either early (grades 1 or 2) or late. In the 
entire 200 children 52% had repeated a 
grade in school, and 29% had repeated 
either first or second grade, or had never 
been placed in any regular school or grade. 
These facts have been used as indicating 
duration of overt disorder. Earlier data 
during the first 4 or 5 years of life have 
been found difficult to collect and often 
unreliable among the families of our 
population. 

In Table 3 there is evidence that the 
non-organic, non-thought disturbance group 
develops signs of disorder later than do 
the other groups, since nearly twice as 
many of this group (27%) repeat later 
grades than repeat grades one or two 
But this is not borne out by incidence of 
reading disability, which is exceedingly 
high (41%) for this same group. The per 


TABLE 2 
Tuoucur CATEGORIES vs. ORGANICITY 

Thought ? Thought Non-thought 1l 
No. % abn. No. % abn, No. 96 abn A 
Org. 4 i 93 7 ap 

EEG abn. 4 100 8 67 | 20 87 | 
? Org. n 8 m 0 

EEG abn. 8 73 2 25 | 4 36 | 
Non-org. 16 34 81 i 3 
EEG abn. 6 38 14 41 | 18 22 | VES 
All S 31 54 | 115 | a. 
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cent of EEG abnormality is higher among 
both the organic groups than among the 
non-organic, but there is not much dif- 
ference between the percent EEG abnor- 
mality as shown by reading disability or 
early school difficulty and that of later 
school difficulty. 

Table 4 presents similar material for the 
ages 7-12 in which the majority of cases 
have some organic coloring. It demonstrates 
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more clearly the tendencies shown in Table 
3: namely there is a strong correlation 
between the presence of organicity as di- 
agnosed here and both reading disability 
and repetition of first or second school 
grades. EEG abnormality again relates to 
diagnosis of organicity. 

Finally, (Table 5) we have attempted 
correlation between the frequency pattern 
of the EEG and thought disturbances. Us- 


TABLE 3 


Duration OF ILLNESS AND EEG, Aces 13-16 


N=152 


Thought Non-thought 
non-org. organic non-org. organic 
No. 96 No. 96 No. % No. % 
Beading disability 31 4l TATO 
G Abn. 9 4 
= grades I or 2 TII 5.50 
EEG Abn. 3 3 
Repeat grades 3-8 90 27 4 40 
EEG Abn. 3 pi 
wr 3 75 10 
EEG Abn. 16 (36) 14 (63) | 17 (233) 7 (70) 
TABLE 4 
Duration oF ILLNESS AND EEG, Aces 7-12 N=48 
Thought Non-thought 
Reading Disabili 8 3 20 
EE Pine bility ^ 4 1 1 4 
No are Disebiity 4 5 3 4 
E 3 (0 8 n d opor EIE 
Repeat mud: 1-2 1 9 2 
y EEG Abn, j 1 6 2 ^ 
5 grade repeat 4 4 
TABLE 5 
EEG FREQUENCY ANALYZER PATTERNS 


Intermed. 


n-thought 
Org, ^. 


Non-org 
i . 


EEG, pure N 
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ing an Edin frequency analyzer and a 
routine developed previously(5), we have 
attempted to differentiate between those 
records having "good" and stable frequency 
patterns and those having "poor" and un- 
stable frequency patterns, allowing an "in- 
termediate" and moderately unstable pat- 
tern in between. From the frequency 
patterns of adults observed during the past 
6 years, we have come to recognize that 
the interrelations among frequency patterns 
of the various cortical areas are important 
in relation to total EEG pattern and per- 
haps to prognosis(5, 6). A frequency graph 
showing rates and amount of activity from 8 
different areas, 4 to a side, may show a tall 
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aa 
and single peak (Fig. 1), or a wide spread 
of alpha rates, instead of a single dominant 
frequency, together with some theta or beta 
frequencies in an intermediate pattern (Fig. 
2); or the poor frequency pattern having 
little coordination among the various rates 
of the different areas, and wide bands of 
frequencies recording from a single region 
(Fig. 3). There are only 144 records which 
have had frequency analysis. These also 
represent consecutive admissions to the hos- 
pital but are the last three-quarters of the 
200 records. A frequency analyzer did not 
reach our laboratory until many months 
after the initiation of this project. 

Since, as shown above, a pure alpha 


C=59(1,) 


18 20 22 24 
Fic. 1 


27 30 


‘pattem appears seldom in the EEGs of 
‘thought disturbances it was felt that some 
differences in frequency pattern might also 
F here. This, in fact, was found as 
l in Table 5. 

The well-organized “good? frequency 
patterns appear to much the greatest de- 
gee in the non-thought, non-organic group. 
These are apt to be the older children who 
would be expected to have more normal 
alpha regularity, but on further analysis it 

that age alone could not ac- 
count for the 46% well organized fre- 
quency patterns lying in the non-thought, 
non-organic group, which is more than 
twice the percent appearing in any of the 
other three categories. There are, respec- 
tively, 53%, 48% and 33% of ages 15-16 in 


the good, intermediate and poor categories. 
A x? analysis of these data yields a figure of 
30.87 which is significant at the .001 level. 
This suggests a significant relationship be- 
tween diagnosis and frequency pattern ; 
however, as previously mentioned this rela- 
tionship is contaminated by the age variable 
which is itself related to diagnosis. 

Poor frequency patterns lie in greatest 
number (59%) among those cases having 
organic brain disorder without thought dis- 
turbance. The intermediate group contains 
the most interesting differentiation. Here 
about 60% of all thought disturbances relate 
to intermediate frequency pattern, whereas 
only 15% of thought disturbances show good 
patterns, and only 25% poor patterns. There 
is no difference between organicity and 
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non-organic here. This is in contrast to the 
findings of the non-thought disturbance 
group, where only 7% of the organic, as 
compared to 46% of the non-organic, lie 
in the good pattern group; while 59% of 
the organic and only 19% of the non-organic 
lie in the poor organizational patterns, 
Here, as in earlier data, thought disturb- 
ance per sé would seem to be directly 
related to EEG dysrhythmia. 

Table 5 shows also the EEG diagnoses. 
Here the category “EEG abnormal” needs 
no explanation. That of “pure normal,” how- 
ever, does. Because many of the records 
of children and adolescents showed marked 
instability, although not true EEG ab- 
normality, they had been designated as 
normal but with either dysrhythmia or theta 


io 5 


activity to some degree. These dysrhythmie 
or theta records have been subtracted from 
the normal count for the present purpose 
in order to leave a group of the most stable, 
the pure normal, for contrast with the ab- 
normal and least stable. It will be seen 
that only 362 of the records showing inter- 
mediate frequency patterns are abnormal, 
whereas there are 51% with good normal 
activity. This latter group represent the 
records in which numerous alpha fre- 
quencies are intermingled. This can be only 
partly seen by inspection of the EEG rec- 
ord, but appears much more clearly with 
frequency analysis. The intermediate fre- 
quency category here can apparently dis- 
tinguish criteria related to both diagnosis 
and to EEG characteristics which cannot be 


C—69 
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detected by the pure EEG, and which may 
be of use in our present attempt at con- 
firmation of the relationship of thought 
disturbance to organicity. 


DISCUSSION 


The data here presented in the preceding 
5 tables confirm many observations which 
have been made previously and suggest 
future investigations. There is not, how- 
ever, any evidence that the EEG by itself 
may be used as a clear-cut diagnostic tool 
for differentiation between the organic dis- 
orders of behavior and those of more com- 
pletely psychogenic origin. The indications 
which can be formulated here, from a 
rather small series of observations, are as 
follows : 

l. A diagnosis of organic brain disorder 
as obtained by evidence from the clinical 
history and behavior pattern has a strong 
positive correlation with EEG abnormality. 
As shown in Table 2, known organic brain 
disorder has a high incidence of EEG ab- 
normality (83%), which is, of course, to be 
expected from all we have known in the 
Past. Suspected organicity, as shown by 
either slight or unconfirmed history of brain 
injury, plus either psychological or be- 

avioral pattern of similar diagnostic cate- 
SS has also a strong EEG correlation but 
omewhat less (47%) than that of the 
bu organics, Only 29% of all non-or- 

: cs show EEG abnormalities. 
thon When thought disturbance, query 
i : t disturbance and non-thought dis- 
Bin d categories are compared it ap- 
RN at thought disturbance per se must 
mal (Tens EEG pattern toward the abnor- 

"E able 1) since there is a difference 

etween the thought (40% abnormali- 
neither poo thought (23%) groups when 
sond E an organic component. Here 
More actor related to EEG abnormality 
bers are namely age. Although the num- 
rid small, the evidence is that thought 
tively HR n the younger ages is posi- 
Normality 7 toa trend toward EEG A 

servation k is substantiates previous 0 
Present st at abnormal EEG patterns are 
ith di to higher degree among children 
wj orders of behavior than among 
th x ese data give additional evidence 
en at the older ages, when EEG 


pattern has become stabilized, there is a 
relative instability among the thought dis- 
turbance records when compared to those 
of the non-thought disturbance group. 

3. The patterns shown by EEG fre- 
quency analysis add information here 
(Table 5). Thought disturbance, either 
non-organic or organically related, shows 
meaningful correlation with the intermedi- 
ate pattern disturbance of the EEG when 
compared with non-thought categories. 
Poor organization of inter-area frequency 
patterns, however, correlates more strongly 
with organicity, particularly with the pure 
organic disturbances which show no ac- 
companying thought disorder. Good or- 
ganization tends to relate to non-thought 
and non-organic. The differentiation here 
is possibly more meaningful than that made 
by EEG abnormality alone. 

This last fact is probably to be expected 
for the following reasons. Instability of 
pattern is a factor of age, or lack of age, 
since it is known that, normally, young chil- 
dren show great lability of EEG as com- 
pared to older ones. The outstanding 
characteristic of the EEG abnormality re- 
lated to disorders of behavior is that of 
increased instability which is generalized, 
but more related to the later-developing 
rhythms of frontal areas than to those from 
other regions. This instability of pattern is 
always related to multiple frequencies. 
Thus, a high alpha index, a pure alpha rhy- 
thm at 10 per second, is well known to be 
that of the most stable sort, while a record 
combining theta with alpha frequencies is 
relatively unstable. The intermediate stage, 
as shown by the frequency pattern, depicts 
multiple frequencies during a single record- 
ing from a single area, and multiple fre- 
quencies from different areas as well. In- 
stability of pattern is thus indicated. Since 
we have shown previously (6, 7) that this 
type of record in adults, who are without 
any sign of organic brain disorder, has a 
positive relation to schizophrenia and to 
poor prognosis, the multiple-frequency, 
unstable, intermediate pattern of these chil- 
dren may be also so related. | 

4. Speculation as to primary etiological 
factor is, of course, tempting at this point. 
Do the thinking disorders result from dis- 
organization of cortical capacity ; do the 
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disordered frequency patterns follow condi- 
tioning process which may be primarily 
psychogenic, as suggested by Morrell’s 
work with monkeys(9, 10) ; or are the two 
merely part of a more diffuse distortion of 
maturational process ? 

It is said that the majority of EEG 
workers have extraordinary and peculiar 
EEGs. It is known that many of us carry 
abnormal EEGs with relative ease through- 
out our “normal” lives. It is doubtful, from 
what evidence we have, that stability of 
pattern changes from one extreme of age to 
another within a single ordinary person. 
This is borne out, to a minor degree, by 
our rather short-term observations here. A 
number of children, in the hospital through- 
out the 2 years of our work period and at 
the ages 12-14, have shown no basic change 
in type of EEG over this period. Frequency 
patterns, however, which are possibly more 
sensitive, have shown changes, either from 
the intermediate to poor type or vice versa. 
The study of any possible correlation be- 
tween these changes and behavior will be 
carried out during the next few years. 

5. Finally, from the data we must emerge 
with the obvious deduction that our diag- 
nostic category of organic brain disturbance 
has a strong positive correlation with EEG 
abnormality in all children whether they 
have other organic correlates such as epi- 
lepsy or only the behavioral characteristics 
of the chronic brain injury. Furthermore, 
those children having 2 diagnostic cate- 
gories, that of thought disturbance and of 
organic brain syndrome, have indication 
also of disturbed EEG. In the younger age 
group particularly, our indication is that 
organic brain injury and autism or schizoid 
thinking patterns are strongly related not 
only as gathered from the history but also 
from the EEG, A recent article by Kawi 
and Pasamanick(4) reports a positive cor- 
relation between reading disability in chil- 
dren and a history of possible injury in- 
curred during birth or pregnancy. It 
suggests a continuum of signs of organicity 
extending from the grossly brain injured 
child with spasticity, or other signs of cer- 
ebral palsy, through to the children show- 
ing only behavioral patterns, among which 

would be that of reading disability. It is 
possible that, with further analysis, the 
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EEG may be found to aid in the differentia- 
tion of the values within this continuum. 


CONCLUSION 


It may be concluded from the above data 
which have been accumulated through the 
multidisciplinary examination of 200 chil- 
dren ages 7-16 who were patients in a 
mental hospital that organic brain dis- 
orders, as shown by history and by be- 
havioral patterns, have a strong positive 
correlation with EEG abnormality (832). 
This, of course, is to be expected since 
known structural defects of the brain have 
always been discernible by EEG. In the 
present cases, however, since the children’s 
disorders were primarily behavioral, and in 
most instances without organic neurological 
signs, the high incidences of EEG abnor- 
mality is of interest. Thought disturbances, 
as defined above, when occurring in chil- 
dren with no sign of organic brain dis- 
turbance, showed 40% of EEG abnormality 
as compared to 23% abnormality among 
children with non-organic, non-thought 
disturbance syndromes. This fact also fits 
into previous knowledge, since there has 
always been a high incidence of EEG 
abnormality found among young schizo- 
phrenics. The EEG abnormality among 
children with thought disturbances has 
further been shown to be one of dysrhyth- 
mia and instability. This is the result 4 
multiple frequencies occurring during 4 
single recording and from a single area 
Theta and beta wave rates as well 4 
irregular frequencies within the alpha ban 
can be seen on frequency analysis. Thus à 
multiple frequency pattern here replaces 
the more stable normal single alpha tre 
quency. 
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DISCUSSION 


Douglas Goldman, M. D. (Cincinnati, 
Ohio.) —Dr. Kennard has presented interest- 
ing data relating disturbances of "thought 
function" to EEG characteristics. This is a 
field that has long served to frustrate EEG 
investigation whether psychologically or 
clinically oriented, in adults or in children. 
A few reports, to which Dr. Kennard refers, 
have shown some important relationships to 
behavior and therefore presumably to 
thought processes of EEG deviations. It is 
à curious fact that most previous investiga- 
tors have given up this particular pursuit 
after an enthusiastic beginning. 

„Dr. Kennard has properly focused atten- 
lion on results of psychologic tests to de- 
termine presence of “thought disturbance,” 
but it might have been desirable to relate 
more specific deviations, rather than the 
relatively poorly defined “schizophrenic 
process,” a generalization of unstable mean- 
mg, to the EEG, Likewise the definition of 
HA Pc abnormality in sharper terms 
ty could possibly be more re- 
den ing in producing correlation. Dr. Ken- 

makes a beginning of this with her 
analyser data, 


Mud all like to subscribe to the 
Which at deviations of thought processes 
Mon must in human beings result in 

Püve deviations and failures) are the 


Tes ee h ^ r 
ult of deviations in brain function, and 
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therefore should be subject to recording 
with the EEG. The only diffculty is that in 
the intact human being we have only the 
scalp electrode to depend upon. In recent 
years depth recording has given us clues 
and hints that much turmoil exists sub- 
cortically, not available to usual recording 
techniques with scalp electrodes. Dr. Ken- 
nard's attempt to establish relationships 
deductively from available data is there- 
fore a worthy one, which must be con- 
sidered at least partly successful. 

In our experience the relationship in the 
younger, so-called schizophrenic child be- 
tween illness and EEG abnormality is 
practically linear; almost all observations 
indicate the organic background (defined 
broadly to include physiological and ana- 
tomical changes). The compensatory adap- 
tive nature of the growth process can be 
seen in long term observations to include 
the “covering” of abnormalities of the EEG 
by the dominating adult rhythms as the 
brain matures, This has long been recog- 
nized for petit mal disorders, but over- 
looked for other changes. Dr. Kennard’s 
data here would clearly indicate such an 
interpretation since in her older age groups 
the percent of EEG abnormality is lower in 
all categories, even the organic. Here her 
use of the concept of “pure alpha,” and the 
use of the analyser help to demonstrate the 
possible presence of such suppressed patho- 
logic activity. I would suggest that the 
pentothal activating technique would also 
produce useful data in this age group. 

The progress in improving our knowl- 
edge of psychologic-physiologic relation- 
ships is necessarily slow, but it will be by 
diligent, persistent work like this study of 
Dr. Kennard's that we shall approach the 


necessary goals. 


PSYCHOGENIC HYPERSOMNIA * 
NORMAN P. GOLDSTEIN, M.D., Ax» MARY E. GIFFIN, M.D.? 


In this paper we wish to call attention to 
a syndrome of paroxysmal diurnal hyper- 
somnia reflective of emotional disturbance. 
During the past 2 years we have evaluated, 
neurologically and psychiatrically, 12 pa- 
tients in whom hypersomnia was a symptom 
of otherwise uncontrollable anxiety. The 
majority of these patients had been diag- 
nosed at one time or another as narcoleptics, 
yet their histories were not typical of that 
condition as reviewed by Yoss and Daly(1). 
In contrast to the short, refreshing, albeit 
inappropriate sleep of the narcoleptic, our 
patients drowsily fell into an inappropriate- 
ly timed sleep which was often of long 
duration and from which they awakened 
“as tired as before.” Their nocturnal sleep 
was often disturbed, in contrast to the deep 
nocturnal sleep of narcoleptics, and there 
was little if any joie de vivre. Their his- 
tories were vague, often rambling, and 
characteristically there were recitals of 
somatic complaints beyond that of sleep 
episodes. With minimal questioning about 
sources of worry these patients sponta- 
neously offered personal and social histories 
compatible with anxiety states, depression, 
and dissociative conditions, 

In all of these patients hypersomnia can 
be seen as a symptom arising at times of 
conflict, particularly when an active de- 
cision was indicated. The ability to fall 
asleep served to remove the conscious per- 
son from his observation of this need for 
action, restoring a temporary state of emo- 
tional homeostasis. The conflict situation 
provoking rage was met by the individual's 
becoming physiologically unavailable. In 
5 of the cases the symptom seemed to be 
in the nature of an undoing defense against 
anxiety in an obsessive-compulsive person- 
ality. In 3 the sleep seemed to be more in 
the nature of a dissociative response in an 
hysterical individual. 

From the theoretical point of view, hy- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Mayo Clinic and Mayo Foundation, Rochester, 
Minn. 


persomnia represents a regressive maneu- 
ver. With the increasing interest in psycho- 
somatic disorders, there has arisen enhanced 
concern about essentially narcissistic dis- 
turbances. It is generally agreed that in 
patients with psychosomatic ailments part 
of the body becomes invested with emo- 
tional energy previously tied in object 
relationships. Many authors consider the 
somatic dysfunction as a regressive attempt 
to restore relationships, unable to be sought 
directly by this individual. The wish to 
eat, the wish to be eaten and the wish 
to sleep, Lewin's oral triad(2), are to be 
remembered in attempting tc analyze the 
psychologic meaning of hypersomnia. 
Whatever the psychologic meaning and 
value of the symptom, the differential diag- 
nosis of patients with psychogenic hyper- 
somnia from those with narcolepsy 1s 
important since therapy is along entirely 
different lines. Pharmacotherapy is indi- 
cated in narcolepsy(3). In contrast, the 
use of cerebral stimulants in psychogenic 
hypersomnia has not been rewarding. ln 
our opinion the treatment of functional 
hypersomnia should follow psychothera- 
peutic lines. This approach may be limited 
to an analysis of the precipitating factors 
or elaborated to the intensity and scope 
of interpretive psychotherapy. Recently 
Smith(4) called our attention to his report 
of a case of psychogenic hypersomnia ; 
paper includes a review of literature. 


REPORT OF CASES 


Case 1.—Typical of the diagnostic problems : 
17-year-old boy whose complaints were p 
obstruction, spells of falling asleep, and a fain 
feeling upon exertion or laughter. The initi 
medical impression was that of narcolepsy: 
Elaboration of the nasal complaint, and Es 
amination, permitted a diagnosis of vasomotor 
rhinitis. Clarification of the other symptom 
revealed fatigue, dizzy spells, insomnia [^ 
diurnal sleepiness. Particularly during the ! 
mediately prior summer months he had á 
lazy and sleepy ; in contrast, however, during. 
9-day fishing trip he fell asleep not once of 
had 10 hours of sleep at night and plenty e 
energy and enthusiasm. Upon returning 
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he continually fell asleep, felt dizzy if he 
exercised, noticed a feeling "as if there were 
a hand on my forehead which I had to brush 
away.” The diurnal sleepiness often lasted as 
long as 4 hours, was characteristically pre- 
ceded by drowsiness, and was not associated 
with nightmares, hypnagogic hallucinations or 
sleep paralysis. Methylphenidate (Ritalin) 
hydrochloride in the dosage of 20 mg. twice 
a day "awakened him thoroughly" but seemed 
to enhance his depressive affect ; he verbalized 
phobic concern about developing cancer, a 
worry present since the time his maternal aunt 
died of a brain tumor 9 years previously. 
Psychiatric evaluation revealed a boy barely 
maintaining hold of overwhelming hostility 
toward a rejecting, tormenting and brutal 
father, The situation had been made worse by 
the death of a favored sibling 8 years pre- 
viously caused by the father's careless driving. 


Since that time the patient had felt increasingly ' 


rejected by, and angry at, the father, on 
Occasion accusing him of having wished that 
he, the boy, not his sister, had died. The pa- 
Uent's father had become even more stub- 
bom, resistant and brutal to the boy since the 
death of his own father 3 years previously. 
Prior to that time the dominating grandfather 
had kept the patient's father submissive. Spon- 
taneously, in the third interview, the boy said, 
I hate him—but I wouldn't kill him"—then 
» Sound asleep. His associated dream was of 
4 herd of stampeding horses that were telling 
(m4 to go ahead and kill him, then a white 
creen, with a feeling of calm and equanimity 
on awakening, 
Dating the school year the patient had 
€n able to separate himself from his father 
7 activities of a sublimating type, but during 
Dus umer when he had been thrown to- 
el With the father there was increase of 
Mae 5slon and anxiety. It seemed that his de- 
velo against acting out his rage was the de- 
prt of hypersomnia. The Rorschach ex- 
uma "pw indicated that basically the patient 
fid aa àn obsessive-compulsive nature. There 
Medus indication of inappropriateness in his 
Stress " Particularly to sudden affective 
"igidly ed S Te other projections h A 
arc 1 i 
to <A rag and gave evidence of brittle 
Was agnosis of psychogenic hypersomnia 
tion de. Five interpretive psychiatric orien- 
Bainin sessions were carried out with some 
for pe 9E intellectual insight. Plans were made 
away g Palients enrolment in a university 
be Availab) home where psychotherapy would 
ble if necessary. In this instance the 


hypersomnia served as an undoing of the ob- 
sessive urge to kill. 


The following 4 patients seen diagnosti- 
cally presented similar problems. All were 
obese, all were obsessive-compulsive in 
makeup and all were panicked by erupting 
anger. 


Case 2.—A 47-year-old dentist complained 
of hypersomnia of 3 years’ duration. His life 
pattern was one of startlingly passive compli- 
ance, first to a dominating mother, and then 
for 18 years to his wife whom he married 
because he “didn’t know how to say ‘no’ to 
her proposal.” Equilibrium had been main- 
tained by 10 months of geographic separation 
each year, monthly weekends together being 
associated with thoughts of divorce; in 18 
years he had always resolved his anxiety about 
making a decision by taking the train or 
plane away from his wife. A sexually satisfying 
relationship with a 17-year younger woman 
increased his conscious anxiety and anger 
against his wife who “didn’t seem to under- 
stand his wish for divorce,” and visits home 
had become characterized by falling asleep 
in the presence of his 16-year-old daughter and 
her mother. In contrast, hypersomnia was 
not present when he was with his paramour. 


Case 3.—A 50-year-old unmarried woman 
complained of constant drowsiness, sleepy 
spells and fatigue of 5 years’ duration. There 
was also a 25-year history of chronic regurgi- 
tation. The patient was a self-sufficient, self- 
contained, driving person who had never 
actually related meaningfully to anyone, al- 
though she had been functioning quite well 
on a superficial level. She spent as much as 
19 hours a day working as a self-effacing book- 
keeper, attempting to please a boss who was 
rarely appreciative and commonly critical. 
Her work pattern was typically perfection- 
istic, her pride was in the rareness of errors, 
yet she felt inadequate in the face of young 
help and new machines. There was evidence 
of an underlying depression, related to pro- 
motion of a young college-trained comptom- 
etrist. When it was suggested that perhaps she 
could discuss her feelings with her employer 
she flatly stated that she would quit rather 
than risk her boss’s anger. This passive retreat 
however brought symptomatic improvement, 
the drowsy withdrawal being unnecessary ina 
new environment. 

Case 4.—A 53-year-old lawyer suffered not 


only from intermittent sleepiness of 3 years’ 
duration but also from concomitant anergia 
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and generalized weakness. He wanted to sleep 
all the time, saying that he felt "dead tired." 
He slept fairly well at night but when awak- 
ened in the morning he still felt tired. He 
ascribed his nervousness to a hurried and 
exhausting trip to see his son, a dentist in the 
Navy. Upon his return he lost two cases in 
court. He consciously feared the retaliation 
of his clients. Following this he became so 
nervous, tired and sleepy that he had to go 
home and to bed at 10 o'clock in the morning. 
Prior to that time he had been very successful 
as a court attorney and could not understand 
why his clients had received these unfavorable 
verdicts from the judge. He became discour- 
aged and felt that he was having a "nervous 
breakdown." During this time there was de- 
crease in libido and some feelings of mild 
depression. 

It became clear that he was unable to tolerate 
his anger at the court and at his son's success, 
a son who had been helped through dental 
School in a manner he himself had longed for. 
In typically compliant fashion he agreed to 
seek further psychiatric care at home, yet a 
letter 21 months later depicted symptomatic 
improvement "through personal will power" 
by throwing "off and out of my thinking many 
of my problems." 


Case 5.—A 30-year-old minister's presenting 
complaint was that of suicidal depression con- 
sistently associated with an ability "to sleep 
and forget." The presence of the latter symp- 
tom was interpreted as reflective of an un- 
usual ability to dissociate affect and was of 

, concern to the examiner, who sought but could 

not find other evidences of schizophrenia. For 
8 months this patient was seen once weekly 
in the hope that a supportive treatment pro- 
gram would assist the natural course of the 
disease toward a remission. During this time 
unavailing efforts were made toward correlat- 
ing depressed feelings with anger but the de- 
pression merely deepened and the patient, 
though able to continue working, became less 
spontaneous and almost mute in the therapy 
hours. 

In an effort to enhance treatment the pro- 
gram was increased to twice weekly with no 
improvement. The couch technic with 4 ses- 
sions a week was then used. Gradually the pa- 
tient withdrew during his treatment hours, 
to the point of falling sound asleep on a day 
when he was angry with the therapist about 
a forgotten appointment. At this point the 
couch technic was abandoned, but 4 sessions 
per week were continued, in a vis-à-vis rela- 


tionship, with the therapist assuming a very 
realistic, active role. 

Gradually, some 3 years after the beginning 
of treatment, it became clear that lack of con- 
centration, sadistic sexual fantasies, and falling 
sound asleep were defenses used whenever 
minute amounts of anger began coming to 
consciousness, In this patient the ego was so 
infantile and easily threatened as to need 
powerful defenses in the presence of the 
smallest amount of anger. Even months after 
this pattern had become clear, when the 
therapist had become very active in comment- 
ing on the slightest sign of sleepiness, the 
patient continued to use this defense, particu- 
larly in the handling of transference anger. 
Typical was his droop-lidded, slow-talking, 
blank-looking appearance at the beginning of 
a particular treatment hour. With the great- 
est of effort it finally came into words that he 
was angry with the therapist and afraid that 
she would soundly criticize him for death 
wishes toward the infant son of a professional 
competitor. When the genesis of his death 
wishes was formulated in relationship to his 
passive longing for a father, and when he 
finally accepted the therapists understanding 
of this, he could then in retrospect face the 
anger about the mother-transference response 
he had expected. In this case the sleepy pat 
tern was clearly seen as an identification with 
the impotent, schizoid, incompetent father 
whose only defense against the patient's driv- 
ing, chameleon, and deceitful mother had been 
that of geographic withdrawal or sleep. 


Sometimes the hypersomnia is an accom- 
paniment of headache, irritable bowel or 
other somatic expressions of tension, as M 
the following typical case. 


Case 6.—A 39-year-old salesman had suffered 
from tension headaches for 16 years. For 
years this symptom had been worse and K 
noted increasing sleepiness such that he woul 
often spend the entire afternoon in bed. 
job of door-to-door selling presented unus" 
problems to him since he became highly in- 
dignant and irrationally angry about any sem- 
blance of nonacceptability. He was neuro 
cally engaged in minority-group activities E 
was painfully aware of his physiognomy. o 
years he had noted headaches on days 1 
minimal selling ; discussion clarified his fee! 
ings that refusal to buy his product id 
interpreted as rejection of him as a Jew: this 
creasingly he had wishes to give UP — 
self-employment. Discussion with him of ten 
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sion factors culminated in his decision to find 
a different means of livelihood. 


Among patients with dissociative spells 
the presenting complaint of sleepiness may 
be clarified to include episodes in which 
the patient feels "separate from others" or 
even "like two people;" as in the following 
case, 


Case 7.—An unmarried, unemployed physi- 
cist complained that he had experienced undue 
sleepiness for 16 of his 33 years. He had been 
graduated from college 4 years prior to his 
examination here, but had yet to find employ- 
ment because of fear of falling asleep. 

This man had always been shy, uncompeti- 
tive and withdrawn from his parents and 7 
siblings. When company visited he hid in the 
attic, hoping that one of his parents would 
seek him out, but they never did. His present- 
ing symptom developed 1 month following 
graduation from high school, while driving 
with 3 boys on a short vacation. One of these 
boys had been a competitor for a scholastic 
honor which our patient had won, and there 
had always been unspoken envy and anger 

etween them. 

Following high school he entered military 
service, then at the age of 25 returned to col- 
lege, receiving the degree of Bachelor of 
Science in physics. Following graduation, he 

ad unsuccessfully tried on two occasions to 
get a job after which he went to live with 

5 younger sister and her husband. 

He was aware that for many years he had 
a rich fantasy life, which included sexual 
v onships with sisters, mother and the 
n Mary. The thought content of his dis- 

Ociative spells, however, included aberrant 
ehavior with men, usually fellatio. The com- 
p aint was considered to be incompatible with 

e diagnosis of narcolepsy since the episodes 
came on slowly and often occurred while he 
bay walking or working ; frequently he would 
e to carry out the same activities while 
that Rather than narcolepsy, it seemed 
ch these were dissociative episodes and psy- 

genic hypersomnia. 
wipmetimes the hypersomnia is associated 
not Symptoms of conversion hysteria as 

ed in the following case. 
E à i 8—The initial complaint of a 13-year- 
PL was hypersomnia but her family's 
ant Concern was that of a personality 
da ded f Numerous conversion symptoms in: 
lion acial grimacing, unsteadiness, blurred 
and indistinct speech. Following a 


family move across country, the girl slept 
almost constantly during the day, yet very 
little at night ; she was depressed and irritable. 

Psychiatric inquiry confirmed the impres- 
sion of a defiant, sullen. child, completely out 
of parental control. Always sulky and moody, 
she had now become demanding and “com- 
pletely unreasonable.” She withdrew from 
people and centered her attentions on a 
horse. The patient had no friends nor interest 
except riding her horse. She was constantly 
fighting with the mother, whom she accused 
of stuffing her to make her fat. The father 
stated that the patient was “egotistic, unde- 
pendable, immature, selfish and inconsiderate 
—just like her (paternal) grandfather.” He 
felt that her continued antagonism was des- 
troying the harmony in the home and con- 
sidered sending her to a boarding school. The 
father characterized the two younger chil- 
dren as being “perfect” while the patient was 
a problem. Because of his situation in the 
Army, they moved every 2 or 3 years and 
the child had seemed to be finally adjusting 
herself when in August, 1956, they were 
assigned to a new post. 

The neurologic consultant noted that the 
history suggested narcolepsy, and there was 
also a history of occasionally falling to the 
ground upon laughing. 

It was decided to treat this patient with 
methylphenidate since there was the possi- 
bility of narcolepsy, although the personality 
changes seemed to be above and beyond that 
expected from narcolepsy. At first the patient 
seemed to show some improvement on taking 
methylphenidate and a letter from her attend- 
ing physician in January, 1957, stated that 
there had been some improvement in gait, 
speech and alertness, although she was still 
extremely nervous and felt as if she wanted 
“to explode." Following initial improvement, 
however, the child's condition deteriorated 
to the point of requiring psychiatric hospital- 
ization. 


Phobic symptoms are sometimes pre- 
dominant, as in the following case. 


Case 9.—A 42-year-old housewife presented 
the complaints of sleepiness and fatigue which 
were part of a phobic neurosis, She was sub- 
ject to violent episodes of rage, bulimia, crying, 
feelings of suffocation, fear of being alone, and 
preoccupation with her state of health. These 
symptoms had developed during her only 
pregnancy 8 years previously. In 1951 she 
spent 64 weeks in a “rest home” because she 
was afraid she was “losing her mind." Seven 
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electroshock treatments over a 2-week period 
gave no improvement. The patient discussed 
her symptoms in a very dramatic, histrionic 
way. 

During the seventh month of pregnancy 
she had begun to feel sleepy all the time, 
staying in bed for the whole day for 2 weeks. 
She was thought to be “anemic” but treatment 
for this condition gave only temporary relief 
until the baby was born. Following delivery 
she again became drowsy during the day, yet 
had difficulty in sleeping at night. Her insom- 
nia was not the result of difficulty in falling 
asleep as much as in awakening shortly after- 
ward. When she would awaken 3 or 4 times 
during the night she would feel terrified and 
starved, would eat and then go back to sleep 
a half hour later. When the sleepiness subsided 
for a few days at a time, it was replaced by 
feelings of depression and “hysterics” during 
which she would “cry like mad.” This patient 
would sleep for 8 to 9 hours at a time and 
would fall asleep during a show or during 
other social activities, 

A diagnosis of psychoneurosis with psycho- 
genic hypersomnia was made and the patient 
was advised to seek psychiatric treatment at 
home. Subsequent correspondence revealed 
consideration of hypnotherapy, but no defini- 
tive psychiatric treatment. 


In some cases the hypersomnia is less 
frequent but more profound, representing 
an intermittent regression from the de- 
mands of an overwhelming environment, as 
exemplified in the following case. 


Case 10.—A. 36-year-old married nurse com- 
plained of sleepiness but in fact she had func- 
tioned with unusual alacrity, requiring no 
undue sleep except during her mother’s ter- 
minal illness; then after days of giving ade- 
quate nursing care to her mother she would 
sleep for as long as 20 uninterrupted hours on 
3 to 5 successive days. Three years after the 
mother’s death when she was 35 she married 
for the first time. Six months after marriage at 
a time when it became clear she would have 
to continue working in order to support her 
widowed father, the sleepy periods returned. 
The patient had to drive to work and was 
afraid of falling asleep while driving. She felt 
resentful about having to work after her mar- 
riage. Yet she could not express any anger 
because she had an “insane temper.” Once, 
during nurse’s training, she threw a pair of 
scissors at a girl in an effort to kill her. Fol- 
lowing this incident she had become extremely 
fearful about showing any signs of anger. She 
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could not talk to her husband about her desire 
to give up her job and stay at home, but instead 
used her excessive sleepiness as an excuse 
for her inability to drive to work. When this 
was discussd with her she decided that she 
did not want further psychiatric consultation 
but instead would try environmental manipu- 
lation. She indicated that she would talk to 
her husband about these feelings, give up her 
job and “be a wife." 


At times there is a hypersomnic folie à 
deux as in the following case. 


Case 11.—A 25-year-old teacher had had 
intermittent diurnal hypersomnia for 4 years, 
since her engagement to a 36-year-old “per- 
fectionistic, honest, thrifty but not stingy 
mounted policeman. The couple had been 
married after a courtship of 14 years during 
which time “he worked very hard,” so much 
so that he slept every time he came to see 
her. They had become engaged about 6 months 
before marriage and at the same time the 
patient’s symptom of hypersomnia developed, 
which became worse after marriage. They 
had intercourse two or three times a day and 
the rest of the time together was spent sleep- 
ing. She started taking amphetamine 1 year 
before coming to the clinic and was able to 
stay awake in the evening, but her husband 
continued his pattern of sleeping. She was not 
able to talk with him or “get to him” in any 
way. : 

Their only outside activities were curling 
and an occasional movie through which the 
patient slept. She said her only satisfaction 
from marriage was intercourse. She wante 
children but did not think her husband liked 
them, Lately the patient had thought of di- 
vorce because her husband was always criti- 
cizing her, apologizing for her in public, an 
was disinterested in making friends. She ha 
married her husband because “in a town O 
half Indians he was the best that was avail- 
able." In each of these marital partners, 
sleep was clearly used as a defense. 


Case 12—During the process of collabo- 
rative diagnostic consultations, the overtly de- 
pressed, 29-year-old passive stepfather of 5 
enuretic girl commented that he would : 
afraid to drive the 45 miles necessary ie 
therapy because he often found himself o 
the wrong side of the road, asleep. Care! ds 
inquiry revealed daily feelings of droopy Ji 
and sleepiness after the noon meal, an ability 
to fall asleep and sleep soundly for 2 of fal 
hours if left undisturbed, a tendency to 
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asleep during evening social gatherings and 
a general sleep pattern of 10 hours per night. 
Never had there been sudden sleep without 
waming and never refreshment after a period 
of sound sleep. There was no history of 
cataplexy, sleep paralysis or hypnagogic hal- 
lucinations. The sleepy pattern had been worse 
in the past 3 years during which time he had 
also been overtly depressed, with increasing 
feelings of inadequacy in his job and in his 
marriage. The latter event coincided with the 
onset of depression and sleepiness. During the 
course of 6 interpretive sessions the patient 
was able to correlate the tendency to fall 
asleep with situations in which he was angered 
by unfair dealings against which he felt 
powerless. He was encouraged to face a dom- 
inating foreman who had unfairly kept him 
from advancing, a talk which brought increas- 
ing tension. His facing the foreman brought 
discharge from his job and the complete loss 
of hypersomnia, with deepening depression. 
However, with proper support he changed 
cities, obtained a new job and developed a 
feeling of confidence in his ability to sell him- 
self in a new situation, no longer trapped by 
i inability to challenge authority figures. 
$ plans included further psychotherapy. 


COMMENT 


Analysis of Case Material.—Our 12 pa- 
tients varied in age from 13 to 53 years, 
with symptoms that varied from 6 months 
to 16 years in duration. Six of the patients 
Were definitely obese, one having a frank 
Pattern of bulimia, another the pattern of 
a "night-eating syndrome.” Electroence- 
: alograms were taken in 7 cases; these 
ecords showed minimal dysrhythmia only ; 
y Patients had "drowsy episodes" on elec- 
"acephalographic study. 
bed. analysis of the personality makeup 
alt consistently passive individuals, 
rie y frightened of any expression of 
Patients. or anger toward others. In all 
Me ^ s there was evidence of unusual need 
fie ge photic dependency relationship 
eelin at in spite of critical and derogatory 
ened s toward a parent they were threat- 
ond Y ego dissolution if the symbiotic 

was threatened by rejection. 
i c pattern of unusual drowsiness and 
passive, eep was consistently a means for 
Satin retreat from conflict. These patients 

ued to effect a compromise, even in 


the face of overwhelming realistic prob- 
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lems demanding resolution. For example, 
patient 2, married for 18 years to a woman 
for whom he had no love, continued his 
marital state in spite of 10 months’ en- 
forced separation each year, a separation 
rationalized by the wife because of their 
daughter's educational needs. With the in- 
creasing conflict about divorce, a secondary 
passive defense became necessary, the 
hypersomnia. In this instance the defense 
is a form of undoing, permitting recompen- 
sation in an obsessive-compulsive person- 
ality. 

Not only is hypersomnia a passive re- 
treat ; the nature of the symptoms is such 
as to enhance dependency gratifications. 

It should be pointed out that behind the 
sleepiness are rage and overwhelming fear 
of anger. Frequently patients can verbalize 
and validate the correlation. Patient 1, the 
17-year-old boy, exemplified this ability. 
Over a period of 5 psychiatric orientation 
sessions he was able to pinpoint increasing 
anger as the trigger to a sleepy spell. He 
was able to verbalize a compulsive drive 
to have his own way with the feeling that 
he would kill anyone who would stand in 
his way. In this instance it would seem that 
a passive boy with brittle personality make- 
up was using sleep as a defense against 
anger which his ego could not otherwise 
handle. 

In the course of interpretive psycho- 
therapy, unusual sleepiness is seen again 
as a defense, especially as a resistance in 
the transference. The material presented in 
case 5 is illustrative. In this instance the 
slightest perception by the patient of trans- 
ference rage was defended against either by 
drowsiness or suicidal preoccupation. Me- 
ticulous, repetitive interpretation of this 
pattern, and realistic support, gradually 
permitted analysis of this defense. 

The precipitation of the hypersomnolence 
seems in each instance related to threats to 
the patient's dependency gratification. In 
case 1, for instance, the symptoms de- 
veloped coincidentally with the loss by 
death of a favored sister, emotionally of 
maternal support to the patient, enhanced 
by the appearance of sadistic brutality in 
the father previously masochistically sub- 
missive to his own father. In case 9 the 
symptoms developed during the 
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month of pregnancy and continued for the 
subsequent 7 years, gradually becoming 
associated with other reflections of de- 
pendency conflict. 

Closely correlated with the decreasing 
dependency gratifications was a demand for 
increased sexual performance, as for in- 
stance in case 10; this patient's insecurity 
in the feminine role was well portrayed by 
her complaint of infertility after only 5 
months of marriage. The men were fre- 
quently more satisfied by masturbatory 
than heterosexual activities and in two 
instances there was evidence of deep pas- 
sive longings for a relationship with a father 
figure. 

Refinement of Diagnosis—It seems im- 
portant to separate patients with psycho- 
genic hypersomnia from those with the 
narcoleptic syndrome since labelling with 
a neurologic diagnosis and treatment with 
analeptics may enhance the difficulty of de- 
tecting psychodynamic relationships. It is 
our contention that patients with a pattern 
of drowsiness or sleepiness for several hours 
rather than sudden sleep of 15 to 30 min- 
utes, with multiple complaints, rather than 
the other symptoms of the classic tetrad 
of narcolepsy, and with disturbed night 
sleep rather than healthy nocturnal sleep 
patterns, should be considered as candi- 
dates for psychiatric evaluation. In our 
experience psychiatric inquiry of patients 
with idiopathic narcolepsy usually reveals 
a pattern of good general adjustment with 
remarkable acceptance of the true narco- 
leptic symptoms, whereas inquiry of pa- 
tients with psychogenic hypersomnia re- 
veals evidences of neurotic conflicts and 
anxieties, 

Methylphenidate (Ritalin) and other an- 
aleptics are of invaluable assistance in cases 
of true narcolepsy. They may be of tem- 
porary asssistance in cases of psychogenic 
hypersomnia. We find that any immediate 
beneficial effect in the latter group is fol- 
lowed by increasing anxiety about con- 
flictual situations unless psychiatric support 
coincides with the use of stimulants, 

In all but 3 of the patients, psychiatric 
inquiry was limited to a single consultation. 
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Following such evaluation 4 patients de- 
cided on an environmental change which 
had previously seemed impossible to ar- 
range, yet which was ultimately carried 
out; these 4 have achieved good sympto- 
matic results, Five were advised to seek 
psychiatric treatment within their home 
environment; two have done so. Another 
patient (case 1) is adjusting satisfactorily 
to his new setting at a university and has 
not required further contacts with a physi- 
cian, 

In the two patients seen psychotherapeu- 
tically there has been evidence of severe 
depression, a variant of which has been the 
psychogenic hypersomnolence. As would be 
expected, this pattern of behavior presents 
a difficult transference problem offering a 
behavioral retreat from facing disturbing 
affect, Prognostically it seems that the coin- 
cidence of depressive affect, suicidal 
thoughts and hypersomnolence reflects an 
even more difficult treatment problem than 
the ordinary depression with insomnia. 


SUMMARY 


The 12 cases presented depict the prob- 
lems of patients with psychogenie hyper- 
somnolence, The sleep disturbance can be 
separated descriptively from that seen 1m 
narcolepsy, and psychiatric inquiry permits 
the patient to focus on interpersonal and 
intrapsychic problems of importance. Drug 
therapy is not the treatment of choice. 
Rather, environmental manipulation, short- 
term goal-directed therapy or intensive 
interpretive psychotherapy should be 
recommended, dependent upon the psycho- 
pathologic constellations present in eac 
individual case. 
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PHILADELPHIA METROPOLITAN PSYCHIATRY IN 1959 


EARL D. BOND, M.D.1 


For the Centenary meeting (Philadelphia 
1944) of The American Psychiatric Associa- 
tion this Journal in its March number gave 
in detail the history of the local psychiatric 
hospitals, clinics and societies. Space for- 
bids any repetition of this information 
which after all is easily accessible. The 
present article will deal generally with the 
changes of the last 15 years but it is to be 
understood that the improvements briefly 
mentioned in facilities are of much less 
importance than the improvements in 
therapy, morale and professional and pub- 
lic interest. 

A major advance has resulted from the 
fact that state and city health authorities 
have shown admirable willingness to face 
the problems of mental health. The state 
greatly increased its appropriations for new 
buildings, outpatient and research services 
and established a Director for Mental 
Health. The city created a Division of Men- 
tal Health in 1954 and through this Division 
has coordinated and expanded mental 
health programs and established a diag- 
Nostic center, 


HOSPITALS 


The Philadelphia State Hospital added 
Dew buildings and renovated 8 more. It 
ev Saged in intensive rehabilitation ac- 
TX les which have increased discharges by 
(Mental Hospitals, Jan. 1958). 

At the Embreeville State Hospital all 
ike are now housed in buildings con- 
Cnm in 1950 and 1952. An intensive 
patie ent program reduced the number of 
ols nts from 1,029 to 735. An open-door 

icy has been a successful venture. 
Deak, Norristown State Hospital has spent 
eid $17,000,000 on construction and 
cal a including a Medical and Surgi- 
ees staffed by internists and sur- 
hold ; b unit provides for patients who can 

E " S outside the hospital and are on 
cept for’, to complete independence. Ex- 
now ]i T an emergency group employees 

Solas off the grounds and are part of 
— munity. 
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The Eastern Pennsylvania Psychiatric 
Institute has begun its program of research 
and education. It has 250 beds for adults 
and 50 beds for children, State supported, 
it can draw selected patients from state 
hospitals for special studies and it can re- 
ceive other patients from the Reception 
Center and city or private hospitals. 

This Reception Center, considered here 
because it is a state agency, is located in 
the Philadelphia General Hospital and can 
receive patients night and day on an out- 
patient or over-night basis. After diagnosis 
it can commit patients to any state hospital 
or the Philadelphia General Hospital or 
refer to private hospitals, social agencies 
or clinics. 

The Mercy-Douglas Hospital with surgi- 
cal, medical and 100 psychiatric beds il- 
lustrates the overlapping which is prevalent 
in Philadelphia. The psychiatric section is 
run administratively as part of the Phila- 
delphia State Hospital but its personnel 
comes from the University of Pennsylvania. 
It is run on an open door plan. 

There is in Philadelphia a United States 
Naval Hospital with 291 and a new VA 
Hospital with 38 neuropsychiatric beds. 

The municipal Division of Mental Health 
has a wide range that is possibly unique. 
In coordinating the resources of the com- 
munity it works through such means as 
surveys of suicide and juvenile delinquency 
and home care, participation with the 
courts, the visiting and public health 
nurses, the school system and the care of 
the aged. It runs a referral service and has 
created a section for the prevention, control 
and after-care of alcoholism. 

The Psychiatric Division of the Phila- 
delphia General Hospital carries the bur- 
den and the advantages of being a teaching 
center. It has been tremendously helped by 
the appointment of 2 full-time and 6 half- 
time psychiatrists and 12 residents. 

Two of the private hospitals have long 
histories. The Pennsylvania Hospital has 
moved its Department for Mental and 
Nervous Diseases from its historic site 
(1841) into a new air-conditioned building 
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which adjoins The Institute of the Pennsyl- 
vania Hospital at 111 North 49th Street. 
These two units are now one mental health 
center with the Child Study Center, al- 
though the latter has its entrance on 48th 
Street. Here in one block modern equip- 
ment and treatment are provided for adults 
with neuroses or psychoses as inpatients or 
outpatients and for children with emotional 
disturbances—and sometimes for normal 
people in trouble. 

The Friends Hospital, founded in 1813 
on its present site, has started an inde- 
pendent but associated organization- The 
Northeast Community Health Center. A 
unique annual display of its garden will 
fortunately be at its best about convention 
time. 

The Philadelphia Psychiatric Hospital 
founded in 1941, has advanced with great 
strides. From 60 beds it has grown to 150 
and built a large outpatient service. It is 
now planning a Child Development Center. 

There are 12 smaller private hospitals 
which receive psychiatric patients, 


OUTPATIENT CLINICS 


Increase in outpatient service is indi- 
cated by the fact that almost all of the 
psychiatric hospitals above mentioned run 
their own outpatient clinics. In addition 
there are like services in 9 general hospitals. 

In many of these clinics there are formal 
or informal connections with medical 
schools and all medical schools also run 
psychiatric outpatient services in their own 
teaching hospitals. 

Two psychiatric outpatient clinics are 
run by Labor groups, one by the Municipal 
Court and 2 by mental health organizations, 


CHILD PSYCHIATRY 


Children’s facilities have grown fast in 
15 years. 


The Philadelphia Child Guidance Clinic 


is entering its 34th year. An off-shoot is the 
new Child Guidance Clinic of Delaware 
County at Chester, Pa. 

Ten years ago a Child Study Center was 
established as a community service in 
buildings connected with The Institute of 
the Pennsylvania Hospital but administra- 
tively independent. 

The Child Study Institute of Byrn Mawr 
College provides psychiatric and counsel- 
ling service to children attending its town- 
ship schools. 

Inpatient facilities are found in the East- 
ern Pennsylvania Psychiatric Institute and 
2 private foundations, the Devereux and 
the Woods Schools, which accept retarded, 


emotionally disturbed and exceptional chil- 
dren. 


MEDICAL SOCIETIES 


More than 335 psychiatrists in and about 
Philadelphia are members of the American 
Psychiatric Association. Almost all of them 
belong also to the state and Philadelphia 
psychiatric societies. à 

Other psychiatric groups are the Phila- 
delphia Association for Psychoanalysis and 
the Philadelphia Psychoanalytic Institute. 


LAY MENTAL HEALTH SOCIETIES 


Pennsylvania Mental Health, Inc. is a 
member of the National Association con- 
cerned with those problems which can best 
be approached at the state level. The Men- 
tal Health Association of Southeastern 
Pennsylvania is an affiliate for 4 counties 
and works at a local level to improve con- 
ditions for patients in hospitals and people 
in the community. It has a diversifi 
program. : 

Fountain House helps mental patients 
who have left hospitals to regain confidence 
and to find housing and jobs. 

Hopetown befriends patients in and from 
mental hospitals. 


CLINICAL NOTES 


WITHDRAWAL FROM NEUROLEPTIC DRUGS 


GEORGE W. BROOKS, M.D.1 


There have been few reports in the liter- 
ature of the effects of sudden withdrawal 
of the drugs more commonly used in the 
treatment of severe mental disorders. For 
this reason, it is felt that the occurrence of 
a definite clinical syndrome following their 
withdrawal should be reported. 

The patients in this study were a hard- 
core group of 28 severely and chronically 
disturbed schizophrenic women who had 
responded to a wide variety of drug regi- 
mens by only moderate quieting, They 
ranged in age from 19 to 53, with a mean of 
404. Their length of continuous hospitali- 
zation ranged from 1 to 25 years, with a 
mean of 11.7. The subjects had been re- 
celving chlorpromazine, reserpine, or a 
combination of the two for periods ranging 
from 18 months to 44 months with the ex- 
oo of one case whose medication had 

een intermittently administered over a 
ava of 17 months. The average duration 
ü drug treatment prior to our study in 
dele 28 cases was about 35 months. The 
* Ses which the patients were receiving at 

e time of the study ranged from 150 to 
x mgs. of chlorpromazine or 15 to 4 
Du of reserpine or, in combination, 150 
E: of chlorpromazine with 3 mgs. of 

Serpine. Most patients were receiving 
3 Büiphenidyl, procyclidine hydrochloride, 
d enztropine methanesulfonate for the 

et of extrapyramidal dysfunction. 
oi e patients were to receive a new medi- 
a in an attempt to evaluate its effec- 
: ess for therapy in this group. Because 
: Previous experiences with withdrawal 
"c in scattered cases, we felt it 
pred e wise for them to be free of their 
Me" medication for at least 2 or 3 
tuted Accordingly, we abruptly substi- 
^. igen for tale o med 
tst day after the change to the 
Placebo, the patients on the w. 


1D; 
i. of Research and Staff Education, Ver- 
te Hospital, Waterbury, Vt. 


somewhat tense or restless, but there were 
no specific complaints from either the pa- 
tients or attendants. On the second day, 4 
patients developed rather acute, uncom- 
fortable reactions characterized by tension, 
fear, restlessness, insomnia, increased per- 
spiration, and vomiting. All patients were 
tense and restless. On the third day, the 
charge attendant said, "It's like old times. 
It’s bedlam.” Thirteen patients were suffer- 
ing severe withdrawal reactions indistin- 
guishable clinically from a moderate with- 
drawal reaction following long-term in- 
gestion of morphine. By the fourth day, 
there was a total of 17 out of the 28 pa- 
tients who were tense, restless, complain- 
ing of muscular aches and pains, breaking 
out in cold sweats, sleepless, nauseated. 
Vomiting had become a serious problem 
in four. On the fifth day, one of these pa- 
tients became very weak and fainted. The 
dose of the placebo was changed from 3 
times daily to 4 times daily in an attempt 
to reassure the staff and patients. However, 
this attempt failed because it developed 
that the placebo was considered by the staff 
and the patients to be a very powerful and 
dangerous drug with serious side effects. 
They felt that all the distressing reactions 
which the patients were suffering were due 
to toxic effects of the placebo which was 
being given. Not until the eighth day after 
the change did the ward become somewhat 
quieter and the number of patients vomit- 
ing decrease. By the tenth day, the acute 
withdrawal reactions subsided in all pa- 
tients although by this time the disturbed 
and agitated pre-medication behavior of 
the patients had returned. 

Thus, a total of 17 out of 28 patients suf- 
fered a moderate withdrawal reaction 
similar to that noted after opiate with- 
drawal. Twenty patients were receiving 
chlorpromazine alone or in combination 
with trihexiphenidyl or procyclide hydro- 
chloride. Of these, 12 suffered the more 
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severe withdrawal reactions. Eight had 
only mild reactions of restlessness and in- 
somnia. Three out of three patients re- 
ceiving a combination of chlorpromazine 
and reserpine together with an anti-Parkin- 
sonian agent suffered marked withdrawal 
symptoms. Two out of 4 patients receiving 
reserpine alone suffered withdrawal symp- 
toms. The one patient receiving proclor- 
perazine had only a mild restlessness and 
insomnia, Of the 17 patients developing 
the more marked and obvious withdrawal 
symptoms, 3 developed the reactions on the 
second day following the withdrawal of 
medication, 9 on the third day, 3 on the 
fourth day, and 2 on the fifth day. The 
symptoms had not entirely subsided until 
two weeks after the sudden withdrawal. 
There seemed to be no correlation of the 
intensity of the reaction with the level of 
dosage within the ranges cited. Dimenhy- 
drinate was used on the eighth day after 
withdrawal in one patient to control ex- 
cessive, prolonged vomiting. 
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COMMENTS AND DISCUSSION 


It seems to the writer that marked 
and distressing withdrawal symptoms in 17 
of 28 patients strongly suggests that after 
patients have been on moderate to large 
doses of tranquilizing drugs for any con- 
siderable period of time, great caution 
should be used in reducing or eliminating 
the dose. The severity of the withdrawal 
symptoms may mislead the clinician into 
thinking that he is observing a relapse of 
the patients mental condition, It is also 
apparent that many of the symptoms 
of withdrawal closely resemble the restless, 
turmoil state which does occur as a side 
effect of any of the more powerful pheno- 
thiazine derivatives or reserpine. If the pa- 
tient is abruptly shifted from an older 
phenothiazine to a newer one, the symp- 
toms of withdrawal and extrapyramidal 
dysfunction may be so intertwined as to 
make it difficult or impossible to distinguish 
between them. 


DRUGS—SINGLE OR MULTIPLE DAILY DOSAGE ? 


PHILIP HADEN, M.B.1 


Vast quantities of phenothiazine com- 
pounds and other new drugs are used in 
mental hospitals today. Largely from habit, 
but also encouraged by drug companies, 
we give drugs mainly in divided dosage 
daily. It may seem unimportant how many 
times a day a drug is given so long as it 
works. Observation of ward routine shows 
that this subject is of real practical import. 
By timing all the operations a nurse per- 
forms to give a patient a pill, we find that 
overall for a ward, she takes a minimum of 
one minute to a maximum of 3 minutes, 
depending on the type of ward and the 
skill of the nurse. One and one-half min- 
utes per dose throughout a mental hospital 
is no overestimate. 

Examination of the medicine sheets of 4 
representative female wards at Ontario 
Hospital, Kingston (admission, disturbed, 
ambulant geriatric, infirm geriatric—220 pa- 

1 From Ontario Hospital and Dept. of Psychiatry, 
Queens University, Kingston, Ont. 


tients in all) showed 62% of patients re- 
ceiving neuro-psychiatric drugs variously 
divided daily. If this figure were general 
throughout a 2,000 bed hospital and the 
average spacing was t.i.d., then 5,580 nurs- 
ing minutes are consumed daily. If the 
drugs could be given u.i.d. instead of tid. 
3,720 minutes or the equivalent of 124 
full-time nurses would be freed for other 
duties, i 

The writer knows of no work showing 
that divided daily dosage of phenothiazine 
compounds is clinically better than singe 
dosage. However, we do know that break- 
down products may be still excreted some 
days after administration(1, 2). We also 
know that with psychotics, clinical benefit 
may persist for months after discontinuing 
such drugs(3). In theory, there is no g 
reason for multiple daily dosage. T 
seems even less point in giving delay 
absorption tablets. 

For 3 years it has been the writer's p120 
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! tice, with phenothiazine compounds, to give 


only one dose daily in the evening. The 
optimal dose is reached either by giving 
divided doses daily for 2 weeks or gradually 
increasing evening doses. Only epileptics 
have been excluded from the changeover. 
In over 400 cases, no impairment of clinical 
response has been noted by the physician 
or nurse. With some drugs, the transient 
drowsiness after a dose is turned to ad- 
yantage by h.s. timing and the need for 
other sedation diminished. Only one minor 
difficulty has arisen in a handful of cases : 
in high dosage, some patients hesitate to 
take many tablets at one time. This diffi- 
culty would be solved if single tablets of 
very high potency were available. 

Some psychiatrists attribute benefit to the 
attention and oral gratification that patients 
receive from frequent medication. However, 
in the turmoil of some long pill queues, 
rejection factors may operate. May be 62% 
of patients on medication is unusually high. 
However, review of our wards revealed 
Some patients not receiving any drug who 
might be expected to benefit. (Many psy- 
chiatrists feel that no schizophrenic is hope- 

until a long course of a phenothiazine 
drug has been given.) The figure of 1% 
nursing minutes per dose probably under- 
estimates the situation. Commonly, where 
tives exist, the better nurses are dele- 

gated to medicines and they may be assisted 

Y aides and/or affiliates whose time was 
Rot included in the estimated 1% minutes. 

n those wards where drugs are given in 


changeover on nursing morale and general 
ward efficiency is most striking. Meals and 
other therapeutic activities proceed un- 
harassed by pill distribution. 

For patients out of hospital, a tablet at 
night with tooth cleaning is readily re- 
membered. It is easy to forget daytime 
medication—sometimes it is inconvenient or 
embarrassing at work. 

Large tablets of a compound are cheaper 
than the corresponding dose given in small 
tablets. ( Chlorpromazine in 100 mg. tablets 
is approximately 40% cheaper than the same 
amount in 25 mg. tablets. ) 

We see an ever increasing number of 
phenothiazine compounds in use. Other re- 
lated compounds, e.g, imipramine, seem 
likely to be used widely. It is important to 
know whether new drugs need to be given 
as frequently as we generally tend to give 
them. Upon the satisfactory evaluation of 
the question of dosage spacing depends, to 
a considerable extent, the optimal deploy- 
ment of nursing resources—a vital matter 
in many understaffed hospitals today. We 
are hoping to elucidate further certain 
aspects of this problem. 
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SERUM CALCIUM LEVELS AFTER ECT MODIFIED WITH SCOLINE 


HUGH JARVIE, M.D. anp LILY MULLIGAN, B.Sc. 


pa ently Gour and Chaudhry(1) re- 
m that a rise in the level of the serum 
E m Occurs after the administration of 
follow; 5 rise was maximal immediately 
E owing the treatment; but the initial 


] z 
Ariea serum calcium was regained 


0 hours of t They also 
Te reatment. They 
Ported that, in those cases in which the 
1 From t : 
Medici he Department of Studies in Psychological 
Li sat E University; and the Royal Infirmaty, 
» England, 


fluctuation in the serum calcium level was 
greatest, the greatest clinical improvement 
was noted ; while in the cases in which the 
fluctuation was less, the clinical improve- 
ment was less marked. Thus by "studying 
the pattern of response to ECT during the 
first 2 or 3 shocks it may be possible to 
assess whether a particular patient is likely 
to improve with ECT or Otc EE 
Gour and Chaudhry give no indication in 
their paper as to whether the treatment was 
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given unmodified, or modified with a mus- 
cle relaxant. In the present investigation ? 
serum calcium levels were studied in a 
small number of patients in whom the treat- 
ment was given modified with scoline (sux- 
amethonium chloride). 


MATERIAL AND METHOD 


The material consisted of 6 patients suf- 
fering from depressive states. The ECT was 
administered in the usual way with the 
usual amounts of scoline (20 to 50 mg.) and 
thiopentone (150 to 300 mg.). As the rise 
in the serum calcium level reported by 
Gour and Chaudhry was maximal immedi- 
ately following the administration of the 
ECT, it was considered sufficient to study 
the serum calcium level in blood samples 
taken before the treatment, and immediate- 
ly after convulsion ; however an additional 
sample of blood was taken before the con- 
vulsion was induced, but after the scoline 
had been given, in order to study the effect 
of the scoline, if any, on the serum calcium 
level. Blood samples were taken from each 
patient only on the first occasion on which 
they attended for treatment. 

The amount of calcium in each blood 
sample was estimated by the Tisdall meth- 
od(2). In order to minimise any subjective 
error in the estimation, the biochemist 
(L.M.) was unaware of the order in which 
the blood samples had been taken, each 
simply marked with a code letter or num- 

er. 


RESULTS 
The results of the investigation are sum- 
marised in Table 1. Serum phosphorous 


2 We are indebted to Dr. T. Black for providing 
the facilities for this investigation. 
3 American usage : succinylcholine chloride. 


TABLE 1 


Serum CALCIUM IN MG./100 Mr. 


Case Before After After 
No. Sex Age Treatment Scoline ECT 
d cpu 33 10.1 10.0 10.1 
2. 1M... -25 11.1 10.9 10.9 
3. M. 56 10.0 haemolysed 10,0 
Boo Ry 50 10.6 10.4 10.4 
D CM ST 10.2 10,4 10.6 
6. M 29 10.4 10. 9.8 


levels were also determined ; but these like- 
wise showed no significant alteration. Clini- 
cal improvement in the depressive condition 
along usual, and expected, lines, occurred 
in all 6 cases. 


COMMENT 


No significant changes in the amount of 
serum caleium were noted in these cases 
after ECT had been given modified with 
scoline ; and the scoline itself appeared to 
have no effect on the serum calcium level. 
Whether a significant rise in the amount of 
serum calcium would have occurred if the 
treatment had been given unmodified we 
are unable to say, as we did not consider it 
justifiable to deprive our patients of the 
benefits of modification in order to examine 
this possibility. The results indicate, how- 
ever, that a rise in the serum calcium level 
after ECT was not a necessary prerequisite 
of improvement in the psychiatric condi- 
tion of these patients. 
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PRELIMINARY OBSERVATIONS ON TRIFLUOPERAZINE IN 
SCHIZOPHRENIA + 


ELIERE J. TOLAN, M.D.,? ANp H. H. PEPPEL, M.D.* 


In March 1958, trifluoperazine was se- 
lected for the treatment of 43 chronically 
ill psychotic patients—12 men and 31 wom- 
en who had been resistant to previous 
tranquilizer therapy. There were 14 para- 
noid, 8 hebephrenic, 5 catatonic and 6 
chronic undifferentiated schizophrenics, 1 
involutional psychotic, 3 chronic alcoholics, 
3 with psychotic depressive reactions, and 
3with chronic brain syndrome. They varied 
in age between 18 and 69 years ; 10 were 
50 years old or over. Seven patients had 
been hospitalized for 2 years or less, and 
the others had been ill for 4 to 23 years. 

. The dosage of trifluoperazine was ad- 
justed individually according to age, sex, 
physical condition, and mental status. 
Seventeen patients were started on l or 
2 mg. intramuscular doses, given twice and 
then three times daily for the first 6 days. 
Then, starting with one 5 mg. tablet bid. 
for one week, the dosage was increased 
gadually for the next 5 weeks up to 10 mg. 
qi.d. Once the patient had reached a rela- 
tively calm state, the dosage was decreased 
gradually by 5 mg. each week to a mainte- 
Dance level of 5 mg. twice or three times 
a The other 26 patients, who were less 
Sadan were started on a dosage of one 
Fis tablet b.i.d., increasing and then de- 
murs the dosage according to the same 

utine. The highest dosage used was 20 
Mg. orally t.i.d, Duration of therapy ranged 
"p to 8 months, 


RESULTS 


Mid noted significant improvement in 29 
ents, who became free of auditory and 


1 £ 

e at the meeting of the Association of Physi- 

a Ohio Department of Mental Hygiene and 

a pellet, Oct. 5, 1958, 

Hear’ staff psychiatrist, Hawthornden State 
HA and now attending psychiatrist, Columbus 
Ospital, Columbus, Ohio. 


donis, Qj "dent, Hawthornden State Hosp., Mace- 


ci 
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visual hallucinations and delusions within 
24 to 48 hours after the start of trifluopera- 
zine therapy. Improvement in 4 of these, 
however, was cyclic inasmuch as they im- 
proved, relapsed, and then improved again. 
Fourteen patients still experience delusions 
and hallucinations, but most of these have 
not yet received the maximum dosage, 

Twenty patients experienced side effects, 
most frequently extrapyramidal symptoms 
that usually were well controlled by Co- 
gentin, Artane, Phenergan, or Ritalin. Medi- 
cation was discontinued in one patient who 
refused the drug and in three who de- 
veloped tachycardia, slight hypotension, 
disturbed behavior, or Parkinsonism. No 
weight gain, anorexia, vomiting, jaundice, 
or dermatitis was observed at any time, 
nor was there any dryness of the mouth or 
burning sensations in the mouth or stomach 
in any patient taking trifluoperazine. 

CONCLUSIONS 

Extrapyramidal symptoms are independ- 
ent of dosage or duration of therapy and 
depend instead on individual susceptibility 
to this drug, women apparently being more 
likely than men to develop extrapyramidal 
syndromes. The fairly large doses used in 
this study probably help explain the rather 
high incidence of these symptoms. 

In this pilot study, trifluoperazine proved 
to be a potent tranquilizer ; it acted rapidly 
and was effective in smaller dosages than 
chlorpromazine. As with other tranquilizing 
agents, it affected behavior more than the 
underlying psychotic process. The lack of 
drowsiness made it easier for the therapist 
to approach the trifluoperazine-treated pa- 
tient. Our experience indicated that tri- 
fluoperazine is effective in the management 
of chronic catatonic schizophrenia and 
chronic undifferentiated schizophrenia ; it 
seems to activate lethargic, vegetative pa- 
tients whose behavior is characterized by 
psychomotor retardation and apathy. 


A CLINICAL TRIAL OF MONOSODIUM GLUTAMATE 
(L-GLUTAVITE") ON HOSPITALIZED ELDERLY 
MALE PSYCHOTIC PATIENTS 


ROBERT L. SPITZER, M.D 


Numerous articles in recent years report 
beneficial results from the use of mono- 
sodium glutamate? in the treatment of 
elderly patients suffering from either 
chronic brain syndromes or the “functional” 
psychiatrie disorders(1-7). (See Table 1, 
p. 937.) Improvement has been described in 
terms of increased motor activity, better so- 
cialization, personal habits, appetite, toilet 
habits, less mental confusion, weight gain 
and some reports have mentioned improve- 
ment in memory and orientation. 

This study * involved the administration 
of L-Glutavite® to half of a group of 40 
elderly, psychotic, hospitalized men, 90% 
of whom were diagnosed as chronic brain 
syndrome (See Table 2). These patients 
were all residing on a ward for elderly men 
at the Male Reception Building of Rockland 
State Hospital, Orangeburg, New York. Ap- 
proximately half of them ignored ward ac- 


1 Psychiatric Institute, New York 32, N. Y. 

2 Commercially available as L-Glutavite® from 
Crookes-Barnes Laboratories, Wayne, N. J. 

31 am grateful to Dr. John C. Saunders, Principal 
Research Scientist, Rockland State Hospital, and Mr. 
Stanley Roach, Staff Attendant, Wards 17 and 18 
of Male Reception. All of the materials used in this 
study were donated through the courtesy of Crookes- 
Barnes Laboratories. 


CLINICAL TrraL or Monosoprum GLUTAMATE 


Diagnosis 

Chronic Brain Syndrome 
Cerebral Arteriosclerosis 
Senile Brain Disease 
Alcohol Intoxication 
Meningo-vascular Syphilis 
Epilepsy 

Paranoid Schizophrenia 

Involutional Psychosis 

Total 


Age (years) 
Length of illness (years) 
Improved 
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tivities and were incontinent. About thr 
fourths were disoriented, seclusive, apathet 
ic, and to some extent incoherent. 
The patients were evaluated by a ps 
chiatric examination with special ence 
to orientation, attention, speech and affec 
By means of a behavioral assessment 
(8) utilizing 25 items of behavior, the 
personnel, with the aid of the psychia! 
evaluated the patients in terms of appe 
ance, personal habits, ability to co 
with ward routine, relationship to other 
patients, initiative in work, interest in ward 
activities and coherence of speech. On the 
basis of clinical evaluation, age, diagnosis. 
and length of illness, the patients 
then divided into 2 matched groups, 
of which received 1 teaspoon of 
vite &* in 4 oz. of tomato juice tid. and 
the other, acting as a control group, @ 
similar amount of vitamins with the same ~ 
amount of tomato juice. The study Was 
double blind. No one concerned with 
knew to which group a patient belonged: 
AII patients were evaluated in an iden! 


4Each teaspoon contains monosodium glutamate 
3.48 grams, niacin 25 mg., pyridoxine hydrochloride | 
0.7 mg., thiamine mononitrite 0.6 mg., riboflavin 08 
mg., ferrous sulfate 11 mg. 


TABLE 2 r 
Vitamin group (control) L-Glutavite® a 
10 8 
5 6 

2 1 ! 
1 DE a 
0 1 E 
1 0 a 
1 ; M 
20 20 MM 
55-90, mean 73.8 56-83, mean 70. 
1-28, mean 54 1.10, mean 389. 
0 2 
17 14 g 
3 4 B 
+2.9 Ibs. 42.7 Ibs. 


Weight change (mean for group) 
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manner after 6 and 12 weeks of therapy. 

The changes in all of the patients were 
for the most part minimal and no more 
than might be expected from the nature of 
their illnesses. Only 9 patients could be said 
to have changed in any significant manner. 
In the Glutavite group 2 improved and 4 
became worse ; in the vitamin group none 
improved and 3 became worse. In both 
groups there was a general trend toward 
further deterioration. There were wide 
weight changes in many of the patients, 
The mean weight change in both groups 
was a gain of almost 3 Ibs. 

Despite the inadequacies of some of the 
previous studies (lack of controls, con- 
clusions not always justified by data, ab- 
sence of double blind method) it is hard 
to explain the discrepancy between the 
results previously reported and those 
reported here. 
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TREATMENT OF BLADDER AND BOWEL INCONTINENCE IN 
ELDERLY MENTAL PATIENTS WITH NOR- ETH- ANDROLONE 
(NILEVAR) ? 


MAURICE VAISBERG, M.D., CALVIN MICHAEL, M.D. AN» 
JOHN C. SAUNDERS, M.D.? 


The relatively high incidence of wetting 
and soiling among members of the older 
age group in state mental hospitals often 
presents a distressing and difficult nursing, 
hygienic and social problem. 

Following the ingenious pioneering of 
Vlavianos and Fink(1) of Kings Park State 
Hospital, we conducted a pilot study of a 
series of 9 elderly, deteriorated male pa- 
tients who were either wetters, soilers or 
both, The patients served as their own con- 
trols—all of them having had these symp- 
toms consistently for a minimum of one 
year. 

The 9 ambulatory male patients were 
selected with the aid of the building physi- 
cian and the ward charge? and their men- 


l'The nor- eth- androlone used in this study was 
supplied as Nilevar by G. D. Searle & Company, Chi- 
cago, Ill. 

2 Rockland State Hospital, Orangeburg, N. Y. 

8 The authors wish to express their thanks to Dr. 
Frances Sales, Building Physician, and to Mrs. Cora 


tal behavioral and incontinent status 
noted and established as a base line. Fol- 
lowing this, daily observations were 

by the ward charge with biweekly con- 
ferences and surveys with the authors. 


Ages varied from 58 to 84. Diagnoses 


were: schizophrenia, hebephrenic type, ? 
cases ; psychosis with cerebral arteriosclet 
osis, 2 cases; senile psychosis, 3 cases; 


manic-depressive psychosis, manic type; 5 


case ; and psychosis with epilepsy, 1 case. 
Each patient was given 10 mg. nor- eth- 
androlone orally t.i.d. for 3 weeks, : 
which the medication was discontin! 
The patients were observed for 2 mo! 
longer to determine if the beneficial efte 
persisted. yE 
Two weeks after starting medication 0n¢ 
58 year old patient became completely con- 
tinent and remained so after discontinuance 
AE MGR SAT REE SIO 


Smith for their help in selecting, observing and Te 
porting on the progress of the series, and for their 
wholehearted cooperation. 


n») 


of therapy. Six improved markedly with 
only a rare incident óf wetting but no soil- 
ing. Of these, 2 have sustained their relative 
continence without further medication. 
These were both 58 years old, the youngest 
in the series. Two of these 6 continued 
remission for only 2 weeks after cessation 
of treatment and 2 regressed promptly 
upon ending of therapy. There were two 
complete failures in this group of patients. 
It would appear that the younger patients 
seemed to benefit more consistently from 
treatment with nor- eth- androlone. 
There was no subjective change in the 
orientation and memory of any of the pa- 
tients. One failure became more amorous 
toward men and one who responded be- 
came more sociable. There was no signifi- 
cant weight loss or gain and no change in 
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the sleeping or eating patterns of the pa- 
tients, 

When this series is combined with that 
of Vlavianos and Fink, we find a significant 
positive response in 13 of the 20 patients. 
We agree with Vlavianos and Fink that 
these preliminary series are still too small 
and of too short a term to properly evalu- 
ate the efficacy of this medication on bowel 
and bladder incontinence. However, results 
to date have been sufficiently gratifying to 
warrant further investigation of the use 
of this drug in the treatment of this dis- 
tressing and hitherto relatively unrelievable 
condition. 
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CLINICAL REPORT ON METHOXYPROMAZINE : 
A NEW PHENOTHIAZINE * 


E. GOSLINE, M.D., C. J. WALTERS, M.D. Ax» J. C. SAUNDERS, M.D? 


In view of several reports from Europe 
(1, 2) about methoxypromazine (2-meth- 
oxy-10-(3-dimethylamino-propyl)-pheno- 
thiazine) being a promising new phenothi- 
azine derivative, a pilot study was 
undertaken to evaluate its usefulness as a 
tranquilizing drug. Chemically this drug is 
Closely related to chlorpromazine and lab- 
oratory tests showed similar actions in re- 
Spect to the autonomic and central nervous 
System. 

T Wenty-nine female patients on the ad- 
"tdm service were selected by the clinical 
“rector at diagnostic staff using the follow- 
mg criteria: ], Ages between 20 and 50; 
regularly certified patients to insure con- 
epit hospitalization ; 3. Onset of ill- 
a within the past year; 4. No previous 

ot Observations were made inde- 
nie “ned by the ward physician, by the 
dn atrist supervising drug administra- 
or and by the charge of service. All lab- 

ory studies, including blood counts and 
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liver function studies were performed bi- 
weekly by the research department. 

Methoxypromazine was evaluated for its 
effectiveness in relation to other drugs al- 
ready in use in the reception service. The 
use of standardized pharmaceutical rou- 
tines have proven useful as a method of 
control study for such new drugs. 

Diagnostically there were 27 schizo- 
phrenics (8 paranoid, 8 catatonic, 6 mixed 
and 5 schizoaffective), 1 involutional mel- 
ancholia and 1 psychosis with mental de- 
ficiency. Fifteen were 30 years of age and 
younger, 14 were between 31 and 50 years. 
Symptoms were classified as moderate or 
severe. In evaluating the results, the cate- 
gory of marked improvement means the 
patient has been or is considered ready for 
release, moderately improved means the 
patient has no overt abnormal mental symp- 
toms but is not ready for discharge, slight 
improvement means improvement in ad- 
justment and behavior but with persistence 
of abnormal mental symptoms. 

The initial dosage of 50 to 200 mg./day 
was found to be inadequate and for the 
most part psychiatrie improvement occurr! 


in dosage ranges of 900 to 1,200 mg./day, 
especially in the more severely disturbed 
patients. As with other ataraxics, improve- 
ment appeared to be associated with the 
appearance of side effects. 

Results were given a preliminary evalua- 
tion at the end of a period of observation 
which averaged 51 days on dosages of 200 
mg./day or less, and if the patient's condi- 
tion was unsatisfactory, the dosage was 
increased to 1,200 mg./day. The higher 
dosages were evaluated approximately one 
month after the increase. 

Of 10 patients considered moderately 
severe on admission, 4 achieved marked im- 
provement on dosages of 150 mg./day and 
were maintained on this. Those who showed 
slight or no improvement on this dosage 
were increased to 1,200 mg./day. Of this 
group, 1 showed marked improvement, 1 
improved slightly and 4 showed no im- 
provement. Of 19 severely ill patients, 3 
showed only slight improvement and 16 
were unimproved on dosages up to 200 
mg./day. When the dosages were increased 
up to 1,200 mg./day, 3 showed marked im- 
provement, 4 showed moderate improve- 
ment, 6 showed slight improvement and 5 
showed no improvement. One patient with 
marked improvement regressed in two days 
when taken off methoxypromazine. These 
results are better than would have been ex- 
pected without pharmacotherapy but are 
not as good as we would have expected for 
new admissions with presently used pheno- 

iazines or reserpine.? 


3 Dr. N. Radinger, of our staff, in a personal com- 
munication(3) concerning her studies with methoxy- 
promazine in a series of 22 chronic schizophrenic 
Patients in a continued treatment service indicates 
also a failure of patients to respond. Of these patients, 
2 showed slight improvement, 1 was worse and the 
remainder unimproved. 


ey Tw p 


Side effects were noted in 13 patienti 
usually in those on dosages of 900 
day and were in general relatively mi 
including vertigo, 4 instances, nausea 
weakness 2, blurred vision 3, dry throat am 
thick tongue 2, constipation 1, drowsiness 
2, Parkinsonian rigidity 1, elevated tl 
turbidity 2, elevation in alkaline p 
phatase 1, and depression of red blood 
count and hemoglobin 1. 

These results with methoxypromazine d 
not compare with the clinical results ob 
tained with other phenothiazine derivat 
(Compazine, Thorazine) as used in the fe 
male reception service. Metho i 
appears to be a mild “tranquilizing” 
that is relatively free of serious side 
when used in dosages up to 1,200 mg./ 
The drug does not appear to be po 
enough in its tranquilizing and antips 
ic activity to warrant usage on a cl 
ward psychiatric admission service. In tho 
patients who showed improvement t 
was a gradual cessation of delusions, hal- 
lucinations, paranoid ideations, overt hos- 
tility and agitation. Methoxypromazine aj 
pears to have fewer side effects and a 
marked lack of restlessness (akathe 
when compared to the more potent 
thiazine derivatives. 
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A NEW TYPE OF PSYCHOTROPIC DRUG 


JOHN D. MORIARTY, M.D. anp JOHN C. MEBANE, M.D. 


Deanol ? is a new type of central nervous 
system stimulant, and is quite different 
pharmacologicall from drugs like the 
amphetamines and the monoamine oxidase 
inhibitors such as iproniazid. It is the terti- 
ary nitrogen analogue of choline and is a 
precursor of acetylcholine. According to 
Pfeiffer et al.(1), deanol is able to pass 
through the blood-brain barrier, whereas 
choline is not. 

Because of its rather mild, physiologic 
type of stimulating effect on the nervous 
system deanol seems most effective in the 
less severe depressions, in chronic fatigue 
states, and in certain irritable tension states. 
The usual starting dose is a 25 mg. tablet 
after breakfast, increased to 2 tablets in 3 
or 4 days. Some patients with vascular 
headaches, particularly associated with 
fatigue, derive benefit whereas tension 
headaches involving increased tonus of the 
scalp and occipital muscles are not helped. 
Deanol appears to be too mild a stimulant 
for severe endogenous depressions, but a 
few experimental studies in which large 
doses of several hundred milligrams a day 

ve been employed indicate that it may be 
useful in even chronic schizophrenic pa- 
tients. 

In its clinical effects, deanol does not 
Produce the artificial and frequently unde- 
sirable type of stimulation often true of 

© amphetamines, Thus its effect may 
roughly be compared with a hormone or 
with a vitamin-like substance, which per- 

ps exists in the central nervous system 
e uh in some persons is not present 
da equate quantities. In the treatment of 
Cetin behavior disorders of children, 
= ger(2) found deanol superior to the 

ie Stimulants and to a variety of tran- 

Em ers. The side effects even with large 

eS seemed to be minimal. 


"oS Y. 
1 
A b Hollywood Blvd., Los Angeles, Calif. 
* deanol used in this study was furnished 


th 
Norte the courtesy of Riker Laboratories, Inc, 
Deane, 8e, California, under the trade name of 


In our group of more than 50 patients 
treated during the past 12 months, the ma- 
jority were dia as psychoneurosis. 
The patients responding best had a promi- 
nent neurotic depressive component. A 
small group of depressed schizoid patients 
reacted favorably. Psychothera was 
noticeably facilitated. About one- of a 
group of 8 migraine patients showed a 50- 
75% reduction in the severity and frequency 
of their headaches, and in some cases it 
was possible to abort a migraine attack by 
injection of 60 mgs. of the drug intramus- 
cularly or intravenously. An epileptic pa- 
tient with cerebral atrophy following en- 
cephalitis and suffering from both grand 
mal and psychomotor seizures showed con- 
siderable improvement of the psychomotor 
seizures. However, it was necessary to re- 
duce the dose of deanol from 50 to 25 mgs. 
daily when there was some increase in the 
grand mal component of the seizures. 

Both clinically and in experimental ani- 
mals deanol has proved to be extraordinari- 
ly low in toxicity. The principal contraindi- 
cation to its use is grand mal epilepsy. The 
only side effects ordinarily encountered in- 
clude, in some patients, such symptoms as 
mild suboccipital headaches due to in- 
creased muscle tonus and some disturbance 
in the sleep pattern, both of which can 
usually be overcome by reduction in dos- 
age. 
zm the 51 patients in whom we could 
make adequate evaluation, the degree of 
improvement was scored conservatively as : 
“91” for substantial improvement, “1+” 
for moderate improvement, and "0" for little 
or no benefit. Whenever feasible, particu- 
larly in doubtful cases, a placebo was sub- 
stituted to clarify the response to deanol. 
In such cases, patients would usually report 
some recrudescence of their symptoms in 
3 to 5 days. 

Tn an additional 11 patients, results could 
not be reliably determined because of in- 
tervening treatment, such as electroconvul- 
sive therapy, or because of inadequate 
follow-up. 
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In the group of 5l patients the results 


Improvement 
io X ETE PIRE 14 patients, or 28% 
pia A ee 15 patients, or 29% 


ii ms 22 patients, or 43% 

It is concluded that deanol has a place in 
our therapeutic armamentarium as a rela- 
tively mild, physiologie type of central 
nervous system stimulant which is very 
low in toxicity. This latter effect is quite 
different from other types of stimulants and 


Ea asina 


CLINICAL NOTES A 


psychic energizers. It is particularly useful 
in the milder depressions, chronic fatigue 
states, and vascular headaches. 
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ADMINISTRATIVE NOTES 


PATIENT GOVERNMENT 
M. G. JACOBY, M.B.: 


In a general hospital many small things 
are irritating to the patients but they can 
be tolerated because the average length of 
stay is short. However, because the length 
of stay in a mental hospital is much longer, 
things which are only minor pinpricks be- 
come greatly magnified by the passage of 
time. In the mental hospital the ward be- 
€ comes the patient's home and he or she 
should therefore have a word in the run- 
ning of it. This can best be achieved by 
Patient government. 


——— 


A number of fires broke out on the maxi- 
. mum disturbed female service of Central 
Islip State Hospital which is run without 
any restraint(1), Instead of taking away 
all matches we started patient government 
to handle the situation. 
E patients on the ward elect a vice- 
airman, secretary and two committee 
per. by secret ballot. At first we con- 
A a tampering with the ballot as some 
E who appeared quite unsuitable 
E elected to office, Fortunately we did 
nd ^d as many of these patients showed 
: improvement while acting as of- 
cials, 

E Supervising psychiatrist takes the 
REN only he is in a position to make 
E late decisions, The personality of the 
m ^ Ended rts He must show an in- 
join in ^ e patients and stimulate them to 
must b he discussion. Withdrawn patients 
às this h TerOUraged to give their opinions 
ES Ps to improve their self-esteem. 

E are held on the ward each week 
Ban endance is compulsory. Full parlia- 
l L b Procedure is followed : 

DPA airman calls meeting to order. 
Cretary reads minutes of previous 
meeting. These are discussed, ap- 
m [ded or disapproved. 
4 ol mittee reports. 


— 


— 
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6. Suggestions and complaints for dis- 

cussion. 

7. Chairman adjourns meeting. 

At the commencement of the meeting 
any new patients are officially welcomed to 
the ward and the names of patients ap- 
proved for convalescent care since the last 
meeting are announced. 

Any questions or complaints concerning 
the ward, the service or the hospital are 
discussed. Food looms large among the sub- 
jects under consideration. If changes in the 
ward or service routine are practicable they 
are voted on. The doctor agrees to changes 
in the service where there is a good reason. 
If he is unable to do so he gives his reasons 
on a rational basis. If a matter comes up 
which affects the hospital as a whole and 
where the doctor feels that some change 
may be possible, he takes the matter up 
with the director of the hospital. If the final 
decision is favorable the patients are in- 
formed of it and if unfavorable the reason 
for the decision is given. 

We refuse to discuss the conduct and 
treatment of individual patients at the meet- 
ings. A common complaint is that “X is 
noisy and kept the ward awake all night. 
Please move her off the ward.” It is al- 
ways pointed out that this is a matter of 
treatment and is therefore something per- 
sonal between the patient and her doctor 
and cannot be discussed by the meeting. 
The same answer is given to questions such 
as “When am I going home ?" 

If a patient interrupts with rude remarks 
we immediately suspend the business of the 
meeting and hold her in contempt. She 
then may apologize or we hold a formal 
vote of censure. If the patient then refuses 
to apologize she must leave the meeting. 
An attendant will go out with her. Usually 
she will unload her hostility to the at- 
tendant, come back, apologize and be re- 
admitted to the fold. In this way she learns 
that she must fall in with the social mores. 
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At the end of the meetings refreshments 
are served and the doctor makes himself 
available for discussion of individual prob- 
lems. L s 

We tried combining several wards into 
one meeting but the patients then felt that 
they did not get the individual attention of 
smaller meetings. The meetings make the 
patients feel like individuals rather than 
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numbers and self-respect is enhanced 
among the elected officers. In this way pa- 
tient government is a useful form of group 
therapy. 
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COMMENT 


FIRST NATIONAL MEETING OF 
STATE COMMISSIONERS OF MENTAL HEALTH 


For the first time in history, commis- 
sioners who direct state mental health and 
| hospital programs and/or those who func- 
tion as such under other titles, met as a 
national group October 18-21, 1958, at 
Kansas City, Mo., sponsored by the Ameri- 
can Psychiatric Association. Twenty-nine 
states were represented, and after the meet- 
ings, the following statement was issued : 
_ The forty-nine states are now spending 
over a billion dollars annually for the op- 
eration and construction of mental hospi- 
tals. In recent years the results of these 
savy expenditures in personnel, research, 
and training are increasingly visible in 
| better patient-staff ratios in mental hos- 
Pitals, in decreasing hospital populations 
despite the highest admission rates in his- 
por. and in the greatest number of dis- 
‘charges ever recorded. 
The commissioners are well aware of the 
Pressures upon limited financial resources 
p the states to provide adequate education, 
highways, slum clearance, and the many 
Important welfare services. They are fully 
cognizant of their responsibility for indi- 
Eus the amount and priority of resources 
0 be devoted to mental illness and health. 
E. E are aware that the cost of mental ill- 
3 ue tae in terms of employment 
E: and direct expenditures is over two 
3 a half billion dollars a year. 
E commissioners have reviewed mental 
E needs in the light of such current 
l E as the new drug treatments, the 
M lopment of special day and night hos- 
E Programs, the fruitful possibility of 
Eng the open hospital concept, the 
pom of group psychotherapy, and the 
ter utilization of existing personnel. 
D. € commissioners affirm their belief that 
ential advances are notably promising 


and that NOW is the time to invest heavily 
in state mental health and hospital pro- 
grams. i 

The commissioners unanimously agreed 
on the need for establishing a permanent 
organization to meet regularly and ex- 
change professional information, and ap- 
pointed an executive committee to work 
out details as follows: chairman, Dr. 
George Jackson, Kansas ; vice-chairman, Dr. 
Clifton Perkins, Maryland ; and Dr. Harold 
McPheeters, Kentucky ; Dr. Hayden Dona- 
hue, Oklahoma; Dr. Granville Jones, 
Arkansas; Dr. Addison Duval, Missouri ; 
Dr. Cyril Ruilman, Texas ; Dr. John Davis, 
Pennsylvania ; Dr. Earl Holt, New Hamp- 
shire ; and Dr. John B. K. Smith, Alaska. 

A subcommittee is now preparing a con- 
stitution and by-laws, copies of which will 
be made available to commissioners and 
directors of state mental hospital programs 
prior to the first official annual meeting, 
tentatively scheduled for April 29, 1959, at 
Philadelphia, in conjunction with the an- 
nual meeting of the APA. All commissioners 
will be invited to participate in the pro- 
gram. At that time the constitution and by- 
laws will be adopted and officers for the 
association elected. 

The commissioners also expressed their 

se to seek the co-operation of The 
‘American Psychiatric Association in setting 
up the organization, and to collaborate with 
it in every practicable way. In support of 
the new group, Dr. Mathew Ross, APA 
Medical Director, has sent a memorandum 
outlining its development thus far to all 
commissioners of mental health, and a let- 
ter and announcement of its formation to 
the governors of states and territories. 
George W. Jackson, M.D. 
Topeka, Kan. 
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PSYCHIATRIC TRAINING PROGRAMS FOR 
GENERAL PRACTITIONERS 


By appropriating more than a million 
dollars for the psychiatric teaching and 
training of practicing physicians the 85th 
Congress has sought to alleviate the short- 
age of psychiatrists which has so often 
been publicized. The Congress has allo- 
cated these funds to the National Institute 
of Mental Health for distribution to recog- 
nized centers of residency training for the 
teaching of psychotherapeutic medicine 
and the training of physicians for careers 
in psychiatry. 

Although the National Institute of Men- 
tal Health and the teachers of psychiatry 
share the primary responsibility of imple- 
menting this program, all members of The 
American Psychiatric Association are urged 
to lend their assistance by informing their 
medical colleagues of this new opportunity 
for participating in postgraduate courses of 
teaching or training in psychiatry. 

This allocation of funds for the psychi- 
atric training of practicing physicians is a 


new development in the history of Ameri- 
can psychiatry. Like all new developments 
it will be opposed by those who resist any 
change from the status quo or who for other 
reasons are at variance with this program 
as it has been outlined. It may pose new 
problems for psychiatric residency train- 
ing centers in processing the applications 
of physicians already experienced in the 
practice of medicine. It may pose additional 
problems in the training programs which 
have been designed for those not having 
any previous experience in medical prac- 
tice. The association of medical practi- 
tioners with other psychiatric residents may 
also prove to be a wholesome influence in 
maintaining psychiatry as a specialty with- 
in the field of general medicine. It is an in- 
teresting and challenging development 
from which psychiatry may be enriched 
and relieved of some of its burdens because 
of shortages of personnel. 
Leo H. Bartemeier, M.D., 
Baltimore, Md. 


SHOP TALK 


Notices of special meetings are very 
often received too late for publication so as 
to appear in the news columns before the 
dates of the meetings. Announcements of 
important meetings must be in the editorial 
office at the latest on the first day of the 
month for appearance in the following 


month's issue of the Journat. It is desirable 
that a notice should appear in the issue 9 
the month preceding that of the meeting: 
For instance a news item announcing a COD 
ference a Jene should be received in the 
editorial ofice by the first of April in order 
to appear in the May issue. 


GOD FACTORY 


The universe is a machine of which the essential function is to make gods. 


—BERGSON 


NEWS AND NOTES 


NIMH TnamiNG ProcraM rom Paysi- 
cians.—For the first time the National In- 
stitute of Mental Health is offering grant 
support (with funds available during the 
fiscal year 1959) to psychiatric training 
institutions giving postgraduate courses to 
general practitioners and physicians en- 
gaged in the practice of medicine other 
than psychiatry. 

The new program has two purposes : 1. 
To provide some psychiatric training for 
physicians who wish to continue practicing 
in their own fields ; 2. To give support for 
psychiatric residency training to physicians 
who wish to become psychiatrists. 

Grant support will be made to medical 
schools, hospitals, clinics and medical and 
Psychiatric societies offering courses, in- 
stitutes and seminars to physicians in the 
first category, but will not cover fees, sub- 
Sistence, or travelling expenses. Two ex- 
amples of programs which would possibly 
Serve as guidelines for a grant support lia- 
ison are : 

1. A series of 6 seminars on “Psychiatry 
for the General Practitioner” held at the 
Carrier Clinic, Belle Meade, N. J., spon- 
sored by the N. J. Chapter of the American 
Academy of General Practice, the Mental 
Health Committee of the Medical Society 
of New Jersey, and the N. J. Neuro-Psychi- 
atric Institute, 

2. The postgraduate seminar, “Psychi- 
atic Problems in General Practice" spon- 
Sored jointly by the Southern California 

Sychiatric Society, a District Branch of 

lé American Psychiatric Association and 

© General Practice Section of Los An- 
Seles County Medical Association. 
di hysicians in the second category are 
igible for grants up to $12,000 a year. 
ind NIMH will make awards through the 
dida E institution accepting them as can- 
me €s, and the level of payment will be 
oo by the institution. uia 
Quiries about the program shoul 
e to Dr. Seymour D. Vestermark, Chief, 
“ining Branch, National Institute of Men- 
Health, Bethesda 14, Maryland. 


Dn. VrsreRMaRK Crrep By AMERICAN 
Psycuratric AssociaTioN.—The Association 
has presented Dr. Seymour D. Vestermark 
with a Certificate of Achievement based 
on his work at the Public Health Service's 
National Institutes of Health in Bethesda. 
He has served as Chief of the Training 
Branch of the N.LM.H. for the past 10 
years. Dr. Vestermark was cited as having 
“exerted, during his assignment, a greater 
influence in the field of psychiatric train- 
ing than any other person. For a decade 
Dr. Vestermark has, by virtue of his per- 
sonality, his sound psychiatric background, 
his constructive imagination, and his sound 
judgment in the distribution of public 
moneys made available for this purpose 
by the Congress of the United States, 
stimulated markedly the undergraduate 
training of medical students in the field of 
psychiatry and the further development of 
psychiatric residency training.” 


MANHATTAN SOCIETY FOR MENTAL 
HEALTH, GRANTS, 1958.—Three grants for 
psychiatric research were made totalling 
$14,000 as follows: To Manhattan State 
Hospital for research conducted by Dr. 
Herman C. B. Denber; To Creedmoor 
State Hospital for research conducted by 
Irwin Fand, Ph.D.; To Creedmoor State 
Hospital for work conducted by Dr. Lau- 
retta Bender. 

The Manhattan Society for Mental 
Health is affiliated with the State Society 
for Mental Health (State Charities Aid 
Association) and the National Association 
for Mental Health. 


CANADIAN MENTAL HEALTH Association 
Meetinc.—The 4lst annual meeting of the 
C.M.H.A. will be held at the Chateau 
Laurier in Ottawa June 2, 3, 4, 1959. 

The meeting this year will largely com- 
prise special committee and board meet- 
ings with the annual meeting of the 
membership taking place at à banquet in 
the Hotel on the evening of June 3rd. 
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For further information address J. D. 
Griffin, M.D., General Director, Canadian 
Mental Health Association, 732 Spadina 
Ave., Toronto, Canada. 


A PHARMACOLOGICAL APPROACH TO THE 
Stupy or Minp.—A conference on “A Phar- 
macologic Approach to the Study of the 
Mind” was co-sponsored by the University 
of California School of Medicine, as part 
of the postgraduate program of the depart- 
ment of continuing medical education, and 
by the Langley Porter Neuropsychiatric In- 
stitute, on the University campus, San Fran- 
cisco, January 25-27, 1959. The program 
chairmen were Robert M. Featherstone, 
professor and chairman of the department 
of pharmacology at the University; and 
Alexander Simon, professor and chairman 
of the University’s department of psychi- 
atry, and medical superintendent of the 
Langley Porter Neuropsychiatric Institute, 

This unusual course was attended by over 
500 professional people, including psychi- 
atrists, pharmacologists, anesthesiologists, 
general practitioners, nurses and psycholo- 
gists. The approach to the problems of 
mental illness was an interdisciplinary one. 

On the first day 4 speakers outlined the 
main problems : Seymour S. Kety, on “Cere- 
bral Circulation and Metabolism" ; Sidney 
Udenfriend, on "Psychochemistry" ; Joel 
Elkes, on "Psychopharmacology" ; and Wil- 
liam Malamud, on “A Clinical Approach to 
Mental Diseases.” These papers were dis- 
cussed by Bernard B. Brodie and Jonathan 
O. Cole. 

The second day the 2 panel discussions 
focused on hon-empiric approaches from 
the basic sciences, with Ernest Kun as 
moderator ; and problems of research de. 
sign and clinical evaluation, with Ralph W. 
Gerard as moderator. The pharmacology 
of the tranquilizers was explained by 
Thomas N. Burbridge, and the therapeutic 
approaches by Lester H. Margolis and N. 
W. Winkelman, Jr. 

The third day began with a panel dis- 
cussion of the hallucinogens, with James M. 
Dille as moderator, followed by presenta- 
tions on the psychic energizers—their phar- 
macology, by Akira Horita, and their thera- 
peutic use, by Nathan S. Kline and Henry 
V. Agin—with Alexander Simon as moder- 


ator of the concluding panel discussion. 

A highlight of the conference was an 
address by Aldous Huxley at the January 
26th dinner meeting, in which he discussed 
"the social ethical, and religious implica- 
tions of the new biochemico-psychological 
techniques which are making it possible 
to act directly on the human organism 
rather than, as was the case with earlier 
revolutions, on the environment with a hope 
of changing behavior indirectly." 

A grant from Lakeside Laboratories, Inc., 
helped to finance the conference, whose 
proceedings are to be published this sum- 
mer by Charles C Thomas. 


Dn. ABRAHAMSEN VISITING PROFESSOR AT 
New ScHooL For Socran Rrsrancu.—Dr. 
David Abrahamsen, consultant to New 
York State's Department of Mental Hy- 
giene, has been appointed visiting profes- 
sor at the Schools Graduate Faculty of 
Political and Social Science. 

Dr. Abrahamsen was born in Norway 
and before coming to the United States in 
1940 he had served as psychiatrist in the 
Department of Justice in Oslo. He has been 
engaged in research in a number of institu- 
tions in this country, including Bellevue 
Hospital and Columbia University in New 
York, and Sing Sing Prison, and as psychi- 
atric expert in numerous court cases. 


Psycuratric Researcu Rerorts No. 10. 
—The tenth volume in this series of reports 
consists of papers and discussions prè- 
sented at the Regional Research Confer- 
ence of the APA held at Columbus, Ohio, 
February 24-95, 1958. This volume, en- 
titled Social Aspects of Psychiatry, is edited 
by Drs. Benjamin Pasamanick and Peter 
H. Knapp. 

Copies may be ordered from Psychiatric 
Research Reports, American Psychiatric 
Association, 1700 Eighteenth St, N. W. 
Washington 9, D. C. Price $2.00. 


Scrence Asstracts Or CHrNA.—The first 
issue of Biological Sciences, one of the five 
sections of Science Abstracts of China is 
now available, and gives abstracts in Eng- 
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lish of Chinese articles in this field ranging 
from anatomy through physiology, micro- 
biology, to zoology and runs to 207 pages. 

The other four sections are titled Mathe- 
matical and Physical Sciences, Chemistry 
and Chemical Technology, Earth Sciences, 
and Technical Sciences. For further infor- 
mation write to the Institute of Scientific 
Information, Academia Sinica, 117 Chao 
Yang Men St., Peking, China. 


RonscHACcH SEMINARS, UNIVERSITY OF 
Curcaco.—Two workshop seminars will be 
given, summer, 1959. 1. The Foundations. 
Technique of administering, scoring, and 
interpretation, July 6-10. 2. Advanced 
Clinical Interpretation. Differential test 
patterns in a variety of maladjustments. 
Treatment implications in adults and in 
children, July 13-17. 

Dr. S. J. Beck will conduct both seminars. 
For information write to Rorschach Work- 
shops, Dept. of Psychology, The University 
of Chicago, Chicago 37, Ill. 


AMERICAN BOARD OF PSYCHIATRY AND 
EUROLOGY, Iwc.—The American Board 
Wishes to announce that it is now under- 
taking sub-specialty Certification in Child 
Psychiatry for those child psychiatrists 
Meeting the required standards. Further 
nlormation may be obtained by writing 
t. David A. Boyd, Jr., Secretary-Treasur- 
er, American Board of Psychiatry and Neu- 
tology, Inc., 102-110 Second Avenue S. W., 
chester, Minn. 


Dn. BAxpren Heaps PsycurarRY at Bos- 
“a Universrry,—Dr. Chester S. Keefer, 
ean and director of the School of Medi- 
oS Boston University, announces the 
PPointment of Dr. Bernard Bandler of 
bridge, Mass., president-elect of the 
RANGA Psychoanalytic Association, as 
ai irman of the department of psychiatry 
the School of Medicine. Dr. Bandler has 
pen named psychiatrist-in-chief of 
has lassachusetts Memorial Hospitals. He 
with en associated with the school and 
the hospital since 1947. 
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Dzarn or Dr. Harcı Tomasson, REYKJA- 
vik, IcELAND.—À letter from Dr. Oscar E. 
Hubbard, Professor of Psychiatry, Univer- 
sity of Mississippi Medical School, who 
spent a year in Iceland, 1952-53, contains 
the following: Dr. Halgi Tomasson died 
of a coronary attack on August 2, 1958. Dr. 
Tomasson was the dean of psychiatry in 
the country of Iceland. He was the director 
of the countrys 258-bed mental hospital 
and was head of the psychiatric teaching 
program in the Medical School of the Uni- 
versity. Dr. Tomasson was interested in the 
relationship of heredity to mental illness. 
He was taking full advantage in pursuing 
his research of the unique opportunity af- 
forded him by the existence of his small, 
relatively isolated country where individual 
families can be followed for generations in 
all their ramifications. 


Dr. Bram ro Dmect MENTAL HYGIENE 
iN. CarrronNia.—Governor Brown of Cali- 
fornia has announced the appointment of 
Dr. Daniel Blain as State Director of Men- 
tal Hygiene effective March 1 this year. 
Dr. Blain's offices will be at the capital, 
Sacramento. He will direct his psychiatric 
manpower project from there. He will also 
continue a consultant relationship with the 
Western Interstate Conference on Higher 


Education. 


New Strate Scuoon AT West SENECA, 
New Yonx.—Dr. Paul H. Hoch, New York 
State Commissioner of Mental Hygiene has 
announced that Governor Rockefeller’s 
budget includes a 13 million dollar appro- 
priation for the construction of a new state 
school for the retarded in West Seneca, 
Erie County, New York. The completion of 
those buildings necessary for operation of 
a working unit will make new beds avail- 
able for nearly 1,000 patients. 


Cornett FELLowsrres IN HUMAN Ecor- 
ocy.—Dr. John E. Deitrick, Dean of Cornell 
University Medical College, announces the 
establishment of the Anne Parrish Titzell 
Fellowships in human ecology and its re- 
lation to health. Three fellowship appoint- 
ments will be made annually, each for a 
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2-year term. Applicants will have com- 
pleted one or more years of graduate work 
in internal medicine, neurology, psychiatry, 
preventive medicine, or public health. 

The stipend is $4,500 the frst year, 
$5,000 the second with additional $500 per 
annum for each dependent. For further in- 
formation write to Dr. E. Hugh Luckey, 
Chairman of the Dept. of Medicine, New 
York-Cornell Medical Center, 525 East 68th 
St., New York 21, N. Y. 


Dr. Howarp Russert Masrens.—The 
death of Dr. Masters, president of Tucker 
Hospital, Inc., of Richmond, Va., occurred 
Jan. 27, 1959. A native Virginian, Dr, Mas- 
ters had attend Randolph-Macon College 
and after graduating in medicine from the 
Medical College of Virginia, took further 
training at the New York Neurological In- 
stitute. 

In 1929 he came to Richmond as assistant 
to Dr. Beverley R. Tucker (former house 
man to Weir Mitchell) at the hospital he 
had founded, eventually succeeding him as 
head of that institution, In 1939 Dr. Masters 
Was appointed associate professor of psy- 
chiatry at the Medical College of Virginia, 
For his many professional and public serv- 
ices he received the LL.D. degree from 
Randolph-Macon College. In 1953 he was 
appointed to the College of Electors of the 
Hall of Fame of Great Americans. He had 
been a Fellow of The American Psychiatric 
Association since 1930, 


AMERICAN SOCIETY or ADLERIAN Psy- 
CHOLOGY.—The Society will hold its annual 
meeting on May 2 and 3, 1959. The scien- 
tific conference will be held on May 2 at 
the Henry Hudson Hotel, N. Y. C. On the 
morning of May 3, there will be a panel 
discussion at 333 Central Park West, 
IN. YG; 

For further information write to Dr. 
Bernard H. Shulman, Secretary, 6 North 
Michigan Ave., Chicago 2, TII. 


50TH ANNIVERSARY or THe NEUROLOGICAL 
INsrrrUTE.—The year 1959 will mark the 
50th anniversary of the founding of The 


[ April 


Neurological Institute of New York, the 
first hospital in the Western Hemisphere 
specifically set up as a specialty hospital 
for the medical and surgical treatment of 
the nervous system. In 1929 the Neurologi- 
cal Institute became affiliated with the Pres- 
byterian Hospital of New York as a part 
of the Columbia-Presbyterian Medical Cen- 
ter. 

To commemorate the Institute's 50th an- 
niversary, a series of special events is being 
planned by Columbia University and the 
Presbyterian Hospital, and by various so- 
cieties in the fields of neurology and neuro- 
surgery. 

On March 10 at the New York Academy 
of Medicine there will be a joint meeting 
of the New York Neurological Society and 
the Section of Neurology and Psychiatry 
of the Academy of Medicine, with a spe- 
cial program honoring the occasion. 

On April 27 and 28, the Society of Neu- 
rological Surgeons, the senior neurosurgical 
Society in America and the oldest in the 
world, will hold its 50th meeting at the 
Neurological Institute to honor the Insti- 
tute’s 50th anniversary, 

A special 50th anniversary celebration 
will be held at the Columbia-Presbyterian 
Medical Center on Friday and Saturday, 
May 15 and 16. Scientific sessions at which 
distinguished alumni and guests will speak 
will be held Friday morning and afternoon. 
Luncheon will be served to all alumni and 
guests. Friday evening there will be a com- 
memorative dinner in the Sert Room of the 
Waldorf-Astoria Hotel. Culmination of the 
50th anniversary celebration will take place 
Saturday morning, May 16, at the Colum- 
bia-Presbyterian Medical Center with a 
special convocation of Columbia University 
and the Presbyterian Hospital in honor of 
the Neurological Institute. 


EASTERN PSYCHIATRIC RreskARCH Assoc. 
—The 18th Scientific Meeting of the East- 
ern Psychiatric Research Association will 
take place at the New York University 
Medical School, Alumni Hall "B," Friday, 
April 24, 1959 at 8:00 P.M. 

The program will consist of a film, Mi- 
graine Equivalents; Remarks on ECT, by 
Ugo Cerlettic, M.D., Rome, Italy ; Abnor- 
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mal Cerebral Transmission and Psychosis, 
by Amadeo Marazzi, M.D., Pittsburgh, Pa., 
and a general discussion from the floor of 
the question "Drugs in Psychiatry : which 
are you actually using in your practice? 
Discuss method of administration, dosage, 
results, complications and precautions.” 

For further information write to David 
J. Impastato, M.D., 40 Fifth Ave. New 
York, N. Y. 


First Dav C. Witson LECTURE IN Psy- 
CHATRY.—On Thursday, May 14, 1959, Dr. 
William Malamud, President of The Ameri- 
can Psychiatric Association and Research 
Director of the National Association for 
Mental Health, will present the first David 
C. Wilson Lecture in Psychiatry, at the Uni- 
versity of Virginia School of Medicine, 
Charlottesville, Va. Dr. Malamud’s subject 
will be “Current Research in Psychiatry.” 
The lecture is open to all members of The 
American Psychiatric Association and other 
interested professional persons. 

This is the first of a series of lectures 
which has been established at the Univer- 
sity of Virginia School of Medicine in honor 
of Dr. Wilson, who was chairman of the 
department of neurology and psychiatry 
there for 26 years, and has been professor 
of neurology and psychiatry for 30 years. 

pon his retirement as chairman, in Janu- 
ary, 1956, the David C. Wilson Society was 


established, and this lecture is sponsored 
by this Society with the assistance of a 
grant from the Mona Bronfman Sheckman 
Foundation. 


NIGHTINGALE ExnumiT AT CONVENTION OF 
NATIONAL LEAGUE ror NunsiNc.—AÀn exhibit 
of Florence Nightingale photographs, origi- 
nal letters, books, and personal possessions 
will be a feature of the National League for 
Nursing Convention, May 11-15, in Phila- 
delphia. The exhibit, to be held in the Uni- 
versity of Pennsylvania Museum near 
Convention Hall where main convention 
sessions are also scheduled, will open with 
a preview for NLN members and friends 
on Sunday afternoon, May 10, from 4-6 p.m. 

The exhibit will highlight Miss Night- 
ingale's contributions to nursing, in recog- 
nition of the May 12 anniversary of her 
birth and the forthcoming 100th year an- 
niversary of the founding of the first Night- 
ingale School of Nursing in London. At the 
NLN banquet Thursday evening, May 14, 
William J. Bishop, English historian who has 
spent many years researching Miss Night- 
ingale's life and letters, speaks on "Florence 
Nightingale-Her Message for Today." 

NLN's interdivisional councils—occupa- 
tional health, maternal and child health, 
practical nursing, and psychiatric and men- 
tal health nursing—will fill program sessions 
Tuesday, May 12. 


SAYINGS OF CONFUCIUS 


To know what you know and know what you don't know i 


who knows, 


The superior man understands what is right; the inferior ma 


sell 


about something 


The superior man is dignified but not proud ; 


dignified 


The superior man is always candid and at case; the inferior m 


s the characteristic of one 
n understands what will 
an is always worried 


the inferior man is proud, but not 
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Cup Psycmarry. 3rd ed. By Leo Kanner, 
M.D. (Springfield: Charles C Thomas, 
1958. $9.50.) 


It would usually be quite unnecessary to re- 
view the Bible. Kanners Child Psychiatry, 
however, is the kind of Bible in its field which 
concerns itself not only with the past, but also 
keeps current with changes and new trends. 
The recently issued third edition is even more 
complete and if possible, more authoritative 
and dynamically oriented than its predecessors. 
It would seem to have quite adequately 
achieved the author's avowed desire in this 
edition to provide a perspective on the prob- 
lems of children. 

The current edition is divided into 4 parts 
—history of child psychiatry, basic orientation, 
Clinical considerations and phenomenology. 
The last part has 3 sections—personality prob- 
lems arising from physical illness, psychoso- 
matic problems and problems of behavior. A 
particularly valuable aspect of the book's treat- 
ment of these facets of work with the mental 
and emotional problems of children is the 
presentation of the viewpoints of the sounder 
schools’ thought in these matters, This adds 
to the comprehensive nature of the book, giv- 
ing it an encyclopedic quality and increasing 
its value as a reference volume. 

An interesting added Perspective on the 
movement in child psychiatry is available by 
Comparing the first edition with the third. 
Twenty-three years and nine printings later it 
is noteworthy that the investigative emphases 
are increasingly placed on the earlier years of 
life and on therapy. At the same time there 
is the sobering realization that in all these 
years almost nothing has been added to the 
area of prevention, 

One might wish that in a future edition 
there could be included a fuller review of the 
more recent additions and modifications in the 
instinct theory, Also, it would be helpful if the 
material on the technique of therapy could 
be pulled together more comprehensively in- 
stead of being spread out in different sections 
of the volume. 

As usual, this edition, like its predecessors, 
is replete with pithy and witty Kannerisms. 
Such concepts as “noodle soup psychiatry,” 
the classification of physicians’ attitudes and 
the abundant anecdotal material make this not 
only an informative but also a readable source 
book. Its easy, down-to-earth and uncompli- 
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cated style make its information available out- 
side the psychiatric field to all those in the 
other helping professions whose work deals 
with children. 
REGINALD S. Loure, M.D., 
Children's Hospital 
Washington, D. C. 


A PnuvsriN Looks Ar Psycunrny. By 
Jacques M. May, M. D. (New York : The 
John Day Company, 1958, pp. 189. 
$3.50.) 


From a survey of the APA directory, Dr. 
May concludes that two-thirds of our mem- 
bers "are concerned only with cases whose 
disturbance is mild enough for office visits and 
whose bank accounts are large enough to af- 
ford them". He seems to think that American 
psychiatry is a captive of psychoanalysis. Thus, 
he writes that, “the student, if he wants to get 
any place in psychiatry, has to undergo long 
and costly psychoanalytic training”. Most phy- 
sicians, he feels, can deal professionally with 
their colleagues on the basis of equality. When 
dealing with a psychiatrist, the physician-pa- 
tient “is made to feel like a layman”. He re- 
sents the fact that some psychotherapists refuse 
to give professional courtesy (financial) to 
other physicians, 

His major indictment is that psychiatry is 
not a branch of medicine at all. He asserts 
that psychiatrists ignore physiologic or bio- 
chemical factors in favor of metaphysical, so- 
cial or cultural ones. He believes that love, 
hatred, hurt pride and laughter are all ex- 
plained in terms of tissue pathology, hormonal 
imbalance, muscle reaction and the like. He 
fears that deep analysis will “cast a beam of 
light into depths" that had best remain dark 
because the emotions that are buried are those 
that would make survival difficult, He de- 
plores the fact that the American Board of 
Psychiatry and Neurology does not require 
the applicant to show proficiency in genetics 
or biochemistry. 

He arraigns the psychiatrist for "enjoying 
the patient's subservience” to him, and finds 
something morbid in an affective psychiatrist- 
patient relationship. In such a relationship, 
says Dr. May, “the patient surrenders his 
judgment, his time, and a considerable pro- 
Portion of his income”. He scolds this Journal 

use, he estimates, some “60 to 80% of its 
Papers deal with problems that by-pass the 
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structure of the tissues". Dr. May asserts that 
all other branches of medicine have made 
great strides since the turn of the century. 
Psychiatry, he thinks, has gone backwards. 
This, he says, is due to our loss of interest in 
organic and structural explanations of illness. 
Dr. May's dragonnade of modern psychiatry 
seems inexplicable until you read of his per- 
sonal tragedy. He had two mentally defective 
sons, and he was referred to an analyst. This 
doctor implied that the children's difficulties 
were due to parental rejection, and that 
"treatment included psychoanalysis for my wife 
and myself, plus sessions with the children that 
would run into costs two or three times my 
income". He was also led to believe that he 
Was guilty of aggravating the children's illness 
if he could not raise the money for this pro- 
gam, Dr. May was further outraged by the 
fact that at no time did any psychiatrist or 
guidance clinic display interest in possible 
organic factors, There were no useful EEG 
findings, no exploration of suprarenal bio- 
Chemistry, no investigation of thyroid or other 
endocrine function, no study or blood groups 
or blood fractions, nothing which, to his mind, 
Would have indicated that psychiatry was a 
branch of medicine. 
; This hard-hitting book, tinged with errors, 
ìs written in a mood of hostility toward us who 
a failed him in his desperate need. It is not 
00% wrong. While many statements are in- 
poe others come close enough to the truth 
o make us uncomfortable. It might be well 
or us to meditate on the few kernels that re- 
main when the tincture of wormwood is 
Poured off, 


Henry A. Davipson, M. D., 
Cedar Grove, N. J. 


Founparions or NxunorsvcuiATRY, 6th Ed. 
d Stanley Cobb, M.D. (Baltimore : Wil- 
ams & Wilkins, 1958, pp. 313. $5.00.) 


a this 6th edition, Dr. Stanley Cobb again 
P up to date his brief, clear and simple 
olo tation of fundamental anatomy, physi- 

Ey and pathology as they relate to psychi- 

and neurology. 

(1955 Changes made from the 5th edition 
ini are chiefly additions of recent ad- 
centrali nsory perception is now known to be 
have y modulated and our brain models 
aas become active and dynamic. Neuro- 
to ' has advanced enough over 10 years 

get à mention. Affective behaviour under 
Ure ical influence now includes erotic pleas- 

> Booming and receptivity, at least in some 


“perimental animals. Large adrenal glands 
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and more noradrenalin have been found in 
wilder animals with more fight in them. A 
radical change in our conception of brain 
mechanisms has followed the demonstration of 
non-specific thalamo-cortical projection systems 
and the reticular activating system. Studies 
of animal behaviour are reworking the field 
of instinct. A useful discussion of pain mech- 
anisms has been added, The 1958 edition, then, 
continues to maintain this textbook as an ex- 
cellent overall survey of these fields for the 
undergraduate and the postgraduate student. 

Further, and of no less importance, this 
edition will keep the broad experience and 
classical outlook of Dr. Stanley Cobb before 
another generation of students in these chang- 
ing times when schools of psychiatric thought 
are ranging so widely that they may some- 
times neglect or ignore the basic contributions 
that these sciences make. Sir Francis Walshe 
has pointed out that psychological problems 
find a proper place in medicine under the 
aegis of historical science rather than within 
the natural sciences, and that the related realm 
of natural science is “that physiological psy- 
chology which has sense data to observe and 
classify in the forms of nervous and muscular 
activity which are the physical expression of 
current mental causes.” Dr. Cobb observes this 
distinction and does not include data from the 
historical or mathematical methods of the psy- 
chological and social sciences. His book might 
have been titled “Foundations of Psychiatry 
within the Natural Sciences." 

He has added a monistic point of view which 
is his useful basis for proceeding to an holistic 
and ecological form of modern medicine. As he 
states explicitly, he believes his 3 basic as- 
sumptions still hold true in 1957. These are : 
1. That no biological process goes on without 
a change of structure ; 2. Whenever the brain 
functions there is an organic change; and 3. 
The brain is the organ of mind. 

ALLAN 


Watters, M.D., 
Toronto, Ont. 


THE Unrrep States. Edited by 
E Darlan: M. D. (New York : Hoeb- 
er-Harper, 1958, pp. 224. $5.50.) 


Psychiatric reasons are the commonest justi- 
fication for therapeutic abortion these days. In 
most states and provinces, an abortion may be 
done only to save the life of the mother. A 
threat to her sanity, stability or physical 
is not a legal pr oca io w bat 

will not 3 
nits vi i ck e unwanted preg- 
imply that 
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the abortion is a life-saving measure. Sometimes 
the propriety of such certification is question- 
able, since the real reason for the abortion may 
be humanitarian or social. In April 1955, a 
conference on the general subject of abortion 
was held under the sponsorship of the New 
York Academy of Medicine, and this book is 
the report of that meeting. 

The psychiatrists present were divided as 
to the increasing use of psychiatric justifica- 
tion. Some said that this was a good thing 
because concern about the woman's future, 
the child's potential and the total family pattern 
was a legitimate psychiatric consideration. 
Others said that psychiatrists should stick to 
the practice of medicine and stop trying to be 
sociologists or prophets. There was argument 
as to which was the greater threat to a woman's 
emotional health : an unwanted pregnancy or 
guilt over an abortion. There were some cyni- 
cal comments on the fact that the psychiatric 
justifications were found more often in private 
patients than in ward patients. 

Some took the position that the major psy- 
choses were not aggravated by pregnancy, and 
that pregnancy was not made hazardous by 
the psychoses. Thus, psychoses do not justify 
abortion ; and therefore, no psychiatric Syn- 
drome does. Others vigorously rejected. this 
syllogism. 

The book includes a discussion of the broad- 
er humanitarian and social justifications for 
abortion in Scandinavia, and a review of the 
ethical problems facing the physician who 
feels an abortion is medically justified. Also 
included : some revealing statistical data ; the 
experiences of a "competent abortionist," and 
the special features of abortion laws and prac- 
tices in several other countries. Most of the 
discussion, including much interesting. give- 
and-take, is recorded verbatim. While this 
results in some duplication and overlap, it 
also makes the text more human. In all, a 
thought-provoking volume. 

Henry A. DAVIDSON, M.D., 
Cedar Grove, N. J. 


GnovP Processes : TRANSACTIONS OF THE 
Tur Conrerencr. Edited by Bertram 
Schaffner, (New York : Josiah Macy, Jr. 
Foundation, 1957. pp. 327. $4.00.) 


Oriented around the unifying theme of 
"persuasion," the Third Conference on Group 
Processes of the Josiah Macy Foundation brings 
together a distinguished group of participants 
from the fields of psychiatry, biology, psy- 
chology, sociology, and anthropology, The in- 
formal discussion-group format of previous 


conferences is continued and again the inter- 
action of speaker and discussants is reported 
in full The 4 presentations from which the 
respective discussions proceed (“Interpersonal 
Influences Within the Family” by John Spiegel, 
“Interpersonal Persuasion” by Erving Goff- 
man, “Further Studies on Maternal-Neonate 
Interrelationships" by Helen Blauvelt, and 
"Chinese Communist Thought Reform" by 
Robert Lifton) are not polished papers. These 
presentations represent the provocative as- 
pects of on-going research. Tentative termin- 
ology and conceptualization are sharpened and 
refined as the group questions and criticizes. 
The “persuasion” process within the group is 
transactional ; attitudes and points of view of 
discussants also undergo change. 

These transactions are the picture of a group 
creatively at work. In addition to the intel- 
lectual stimulation which they afford, the style 
of reporting goes a long way toward capturing 
the spontaneity of the meetings. 

Bernarp Lusin, Px.D., 
Madison, Wisc. 


Tue Curontcatty Inr. By Joseph Fox. (New 
York: Philosophical Library, Inc., 1957. 
pp. 229. $3.95.) 


From his experience as a sociologist and as 
an administrator, the author has written a 
thoughtful and lucid treatise on the problem of 
the chronically ill. The voluminous and scat- 
tered literature on the subject has been culled 
for an up-to-date and realistic presentation of 
the problem. The author has succeeded in 
communicating the personal meaning which 
long-term, irreversible illness has to those who 
are afflicted by it, and the impact which it has 
on their families, the community, and the 
nation. In addition, he does not permit us to 
forget that the ultimate goal involved in all 
planning for the chronically ill is the rekindling 
of the individual's sense of dignity. 

The chapter headings reflect the compre- 
hensiveness of the writing: The Scope of 
Chronic Illness, What are the Chronic Illnesses, 
A Crisis for the Individual, Caring for Long- 
term Disabilities, Taking up Life Again, Age 
and Chronic Illness, Sociological Aspects of 
Chronic Sickness, and Medical and Institu- 
tional Planning for Prolonged Illness. Chapter 
references, a 98 item general bibliography. 
and a glossary are provided. 

This book will be of interest to professional 
people in many fields and will be of special 
interest to the physician. 

Bernard Lusin, Px.D., 
Madison, Wisc: 
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Beyonp Freup. By Camilla. M. Anderson, 
M.D. (New York: Harper & Bros., 1957. 
$4.00.) 


If anything of certainty can be said about 
this book, it would be the absence of modesty 
of purpose. In the Preface, the author states : 
"There is a need for a valid theory of behavior, 
couched in a simple vocabulary that is com- 
prehensive enough to include all behavior— 
which passes for normal as well as the un- 
healthy or abnormal. Such a theory is pre- 
sented here, together with a manner of ap- 
proaching human problems that I hope will 
assist toward mental health." In another para- 
graph she writes, “While this book attempts to 
provide a simple yet comprehensive approach, 
itis meant also to challenge the thoughtful 
attention of mature students in all branches 
of the humanities." 

At the outset, the author states that there 
are inconsistencies and contradictions in Freu- 
dian theory, and she asserts that she finally 
evolved a new theory of behavior which was 
Comparable, in some conclusions, “to the 
theories of Pavlov, Korzybski, Sullivan, Krish- 
namurti, Horney and others,” but adds that 
her concepts were arrived at independently. 
The author further indicates that she would 
sketch his [Freud’s] salient views together 
With clarifying comments.” Instead she pre- 
Sents a series of vague, sharp criticisms, ap- 
Pearing at random throughout the book and 
overshadowing the occasional portions of the 
text which could have had some interest for 
some laymen. 

f Even in the final chapter dealing with Re- 
JBlon and Psychiatry, a relatively new and 
Mer field, where it was hoped that much 
iul be discussed from many viewpoints, the 

or again finds it necessary to deviate from 
pel Subject for the purpose of attacking Freud 

t eychoanalysts. She writes : “In ch 

t times the feeling of superstition 
dwindled, but there still has been a fear of 
Pychiatry because it was felt that religion 

ie Z hiatry are inimical to one another. 
wee with a choice between the dogma of 

hae with which they were familiar or 
ogma of Freudian psychiatry, most people 


Preferred religion. On the other hand, there 
Pre, increasing numbers who embraced the 


oo religion’ wholeheartedly. Perhaps the 

atest number of people were embracing it 
Sona o knowing they were even being ex- 
into ie it, for this new religion was infiltrating 
ents schools, the movies, into books for par- 

» and to some extent even into churches. 
veryone who wished to be considered en- 


lightened genuflected to Freud before he could 
proceed with the business at hand. The psy- 
choanalysts became in large measure the ‘high 
priests’ of this new religion, and the psychi- 
atrists were their first assistants.” Expressions 
of this kind are hardly worth any comment, 
although one might refer to Quintillian’s 
words : “Damnant quod non intelligent” (They 
damn what they do not understand). 

Frequently it becomes difficult to follow the 
logic of the author, For instance, she writes 
that soul-saving has to do with “perpetual sur- 
vival”; she also argues that survival or self- 
preservation is the focus or goal of all be- 
havior and that the psyche is “geared toward 
survival of the person.” The author concludes 
that “psyche and soul” are identical and they 
are both devices for achieving survival. She 
further adds that "therefore, psychiatric ill- 
nesses are illnesses of the soul.” However, it is 
to be understood that the author does not use 
the term soul in its religious or sacred conno- 
tations, but merely as reflecting another vague 
concept equivalent to her concept of the 
psyche. 


The book essentially presents a disorganized _ 


attempt to attack "Freudians" and “Freudian 
theory,” an inadequate and surprisingly er- 
roneous discussion of certain psychoanalytic 
ideas and a presentation of psychiatric con- 
cepts which have nothing essentially new. It 
is replete with trite remarks, vague and mean- 
ingless generalizations and indignant and pro- 
longed attacks against, or redundant procla- 
mations of support for the obvious. 

The book may be of interest to the layman 
who is seeking support for his own anti-Freu- 
dian views, regardless of their validity, but it 
merits little attention from the more intelligent 
reader, or the serious student of psychiatry and 


the allied professions. 
seme BERNARD L. PACELLA, M.D. 


New York, N. Y. 


' 


La PsYCHOANALYSE D'AUJOURD'HUI. Edited by 
N. Nacht. (Paris : Presse Universitaire de 
France, 1956. 2 vols. 1. 400 fr.) 


ese two volumes entitled Psychoanalysis 
TU are more or less the synthesis of the 
present day psychoanalytic knowledge as 
viewed by prominent members of the Paris 
Institute of Psychoanalysis, i.e. Nacht, Pashe, 
Lebovici, Male, Bouvet, Racamier, um- 
berger, etc. They contain the major areas 
analytic interest, e.g. problems of tec 
child analysis, psychosomatic medicine, the 
problem of early development, analysis of psy- 


choses. 
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There are certain features of interest, which, 
if not original in their essence, appear so in 
their form of presentation. These are as fol- 
lows : 

l. The emphasis on clinical aspects of 
problems and the influence of contemporary 
phenomenology on French psychoanalysis. As 
with other aspects of medicine in France, 
clinic and phenomenology are the points of 
emphasis of these papers and one finds no sta- 
tistical or experimental papers. This becomes 
particularly important if we consider the over- 
preoccupation in North America with “dy- 
namics” with the lack of concern for phe- 
nomenology and forgetting that most of the 
so-called dynamic formulations are phenome- 
nological descriptions. 

2. From the point of view of technique 
Nacht discusses the conditions of the ego 
which will prevent a psychoanalytic cure and 
should be detected to prevent unnecessary en- 
deavor. These are an excessive narcissistic ego 
structure; a fundamentally masochistic ego 
structure ; excessive homosexual ego structure ; 

an ego structure defective in terms of rigidity 
and restrictness ; and cases with easy acting 
out. 

Two terms are introduced by Nacht in dis- 
cussing the terminal phases of analysis, namely 
“presence” and “dymythification.” By these 
he means that at the end of analysis the ana- 
lyst as a mythical, fantasmic figure should be 
changed to what he is, a real, non-mythical 
object. 

3. The French school of child analysis, 
headed by Lebovici, seems to maintain a mid- 
position between A. Freud and M. Klein. It 
rejects and accepts certain hypotheses of both 
schools, e.g. A. Freud's idea of seduction of 
the child into analysis is rejected, while M. 
Klein's insistance on pedagogic non-interfer- 
ence is accepted. However, not all French 
analysts of the Paris school are so conciliatory, 
e.g. Pasche and Male reject categorically all 
Kleinian concepts. 

4. The problem of anxiety is differently 
handled. Pasche develops a concept of anxiety 
derived from the first Freudian idea, i.e. trans- 
formation of undischarged libido, while Nacht 
believes that anxiety is related exclusively to 
aggressive impulses. 

These 2 volumes as a whole form an inter- 
esting review of different analytic problems 
as viewed by the Paris school of psycho- 
analysis. 

H. Azma, M.D., 
Montreal, Can. 


PsvcuoLocm Der PanrNERwAHL. By Ulrich 
Moser. (Bern: Verlag Hans Huber, 1957, 
pp. 228, Fr./DM 26.) 


The author is concerned in this book only 
with the choice of partner in love and mar- 
riage, and gives a survey of the various theories 
on this subject. After presenting his own 
theoretical concepts, he discusses them on the 
basis of a psychoanalytic case history. 

The choice of object is described as de- 
pendent upon three factors: heredity; early in- 
fantile experiences; social influences. These 
factors form a three-fold complemental sexies 


. (Ergaenzungsreihe), in the sense of Freud, 


meaning that the three factors contribute in a 
different ratio from case to case. To explain 
the heredity factors, Moser uses L. Szondi’s 
theory, as principally presented in Szondi’s 
book: Analysis of Destiny, which is called 
genotropism. 

Unlike Freud, Szondi assumes the source of 
the conditions of object choice to be not the 
“individual unconscious,” but heredity factors, 
which are represented by the latent power 
of the single gene. This power attracts people 
with the same or similar heredity factors in 
the genes of their “family unconscious.” The 
“family unconscious” is that part of the un- 
conscious which contains the demands of the 
ancestors and is responsible for the uncon- 
scious object choice of the individual. Although 
Freud himself expressed scepticism concerning 
these theories of Szondi’s, and although Moser 
shows himself to be a well-read follower of 
Freud, he tries to support Szondi by discussing 
the case history already mentioned not only 
from the psychoanalytic point of view, but 
also by examining the history of the different 
members of the patient’s family along the 
lines of Szondi’s concept. The result is not 
convincing, particularly as there is no strict 
evidence that genotropic phenomena, and not 
the family tradition of upbringing, causes the 
symptom tradition in a family, or a correspond- 
ing general neurotic attitude which may then 
be expressed in different symptoms. 

The greater part of the book is devoted to 
a positive discussion of the psychoanalytic 
literature on the subject, including American 
publications up to the year 1956, and also to 
a psychoanalytic discussion of a case history: 
Examining the dreams of a patient, the author 
shows himself to be both experienced in and 
convinced by psychoanalytic theory and prac- 
tice, and stresses the ego function of the 
dream. The lesser part of the book is filled 
with discussions of the social factors which are 
principally represented by the parents and 
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therefore influenced by the infantile child- 
parent. relationship. 

The theoretical principles outlined by the 
author are: the choice of object is the result 
of the individual and family history, the pre- 
sent structure of existence and the relation- 
ships to the environment at the moment of 
choice. It is dependent upon 3 groups of con- 
ditions; (a) heredity factors as formulated by 
Szondi; (b) factors of infantile and puberty 
experience, as formulated by psychoanalysts; 
(c) influences of the social environment. 

The object choice is in reality, day-dream, 
dream and psychosis, dominated by the same 
principles. 


H. AurnErrER, M. D., 
Montreal, P. Q. 


A Comprenenstve Dictionary OF PsYcHo- 
LOGICAL AND PsyYCHOANALYTICAL TERMS. 
By Horace B. English and Ava Champney 
English. (New York: Longmans Green & 
Co. 1958, pp. 594. Text $8.00. Trade 
$10.75.) 


„Not only is this the best comprehensive 
tionary of psychological and psychoana- 
lytical terms in the English language, but it 
is also the most readable. The principal test 
of a good dictionary is its accuracy. This dic- 
ety passes that test very well indeed, al- 
ough there are a few definitions (like that 
of phrenology, for example) which are not 
um What they should be. But with over 
"xs 00 terms admirably clearly defined in al- 
M all instances, the lexicographers may be 
oxide to nod upon occasion, the more so 
delight belong to the rare breed with a 
dn tful sense of humor. The editors solicit 
“gerne to their omissions and errors of 
^C The editors have labored for 30 
A ringing this dictionary to fruition, and 
ig Y have produced a worthy dictionary which 
assured of a long and useful life. 
Asutey MovTAGU, Pn.D., 
Princeton, N. J. 


Prrenor | nor ocy ; A Sounce Boox. Edited 
Y Charles F, Reed, Ircing E. d 
and Silvan S, Tomkins. (Cambridge, 
4ss.: Harvard University Press, 1958. 

PP. 804, $12.50.) 


in wis Source-book contains some 46 studies 
eh hopathology reprinted from the psy- 
desi Cal and psychiatric literature. It is 
al Bhed for students taking abnormal or clini- 
Perio o chology, and covers the 

1952.57. Five general areas are repre- 
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sented in the selections : 1. The problem of the 
effects of early experience on psychological 
development, 2. Psychosomatic disorders and 
neurosis, 3. Schizophrenic psychosis, 4. So- 
matic factors in psychotherapy, and 5. The 
social context and its effects on the phenomena 
of behavior. 

The papers are unusually well chosen, and 
are designed not merely to give the student a 
sampling of the recent periodical literature 
but to stimulate him to do some thinking for 
himself, to help him perceive the meaning of 
the conflicting evidences and allegiances that 
exist in the field of psychopathology, and at 
the same time to give him an appreciation of 
the task of discovery in the behavioral sciences. 

Asniey Montacu, PH.D., 
Princeton, N. J. 


PsycuosoMATIC OrnrHALMOLOGy. By T. F. 
Schlaegel, M.D. (Baltimore: Williams & 
Wilkins Co., 1958. pp. 229. $3.95.) 


The author, who is both an ophthalmologist 
and a psychiatrist points out that although 
the term “psychosomatic” is accepted and used 
by both doctor and layman, there is still con- 
siderable controversy as to its true meaning 
and that unfortunately many practitioners use 
it as a substitute for “psychoneurosis.” Psycho- 
somatic ophthalmology is defined as a method 
of approach in which the somatic investigation 
is not neglected but in which a psychologic 
investigation is added to the work-up so that 
psychologie and somatic factors are studied in 
mutual interrelation. 

The early chapters deal with general condi- 
tions which may involve the eye such as der- 
matologic syndromes, diseases of the nervous 
system, headache, allergy, endocrine disturb- 
ances, arthritis, vascular and infectious dis- 
eases. In this section the somatic aspects are 
considered but emphasis is placed on the psy- 
chic factors. The main body of the book is 
a description of ocular conditions according 
to anatomic location passing backwards from 
eyelids to optic nerve and orbit followed by 
a consideration of glaucoma, errors of refrac- 
tion, psychogenic disturbances of vision and 
visual perception, injuries and self-mutilation. 
A feature of this work is the inclusion of an 
exceptionally large number of case histories, 
as well as very comprehensive references 
throu: t the text. 

egies on psychotherapy emphasizes 
the importance of the doctor-patient relation- 
ship and the need for a sympathetic and un- 
derstanding attitude on the part of the physi- 
cian. 


958 
The author believes that all eye cases in- 


volve emotional conflict and while it is easy 


to go along with that viewpoint in many in- 
stances, it is hard to believe that emotional 
factors play any great part in the etiology, for 
example, of keratitis, uveitis or cataract. 

Undoubtedly many eye patients are subject 
to anxieties and worries but one must be pre- 
pared to consider whether in any one case 
any mental change is resultant on the disease, 
rather than an etiological factor. 

This is a well written book and Dr. Schlae- 
gel has ranged the entire field of ophthal- 
mology from the standpoint of psychosomatic 
medicine. 

T. H. Hopeson, M.D., 
Toronto, Can. 


Tue New CHEMOTHERAPY IN Menta ILL- 
ness, Edited by H. L. Gordon, M.D., (New 
York : Philosophical Library, 1958, pp. 762. 
$12.00.) 

This massive volume is a collection of 167 
papers published from 1955 to 1957, relating 
to Rauwolfia, phenothiozines, azacyclonol, 
mephenesin, hydroxyzine, and benactyzine 
compounds. These articles are republished in 
their entirety so that there is much repetition 
of history, chemistry, side effects, etc. The re- 
sults reported are often at variance and no 
editorial comment, except for a brief general 
introduction, discusses such discrepancies. This 
book thus serves as a convenient accumulation 
of some of the many papers published during 
the height of enthusiasm over these medica- 
tions. 

Rozert S. ScuornaAcn, M.D., 
Detroit, Mich. 


Hormones m BLoop. Ciba Colloquia on En- 
docrinology XI. Edited by G. S. W. Wol- 
stenholme and Elaine C. P. Millar. (Bos- 
ton: Little, Brown & Co., 1957, pp. 416. 
$9.00.) 

The Ciba Foundation arranges small inter- 
national scientific conferences for the purpose 
of improving co-operation in medical and 
chemical research between workers in different 
countries. Many of these have dealt with en- 
docrinology. This volume is the first to be 
concerned with the nature and measurement 
of the hormones as they circulate in the blood. 

In his opening remarks Chairman A. S. 
Parkes reminded the audience that Prof. E. H. 
Starling had defined a hormone as something 
that goes round in the blood to act in another 
part of the body. 

In the earlier days of biochemical investiga- 
tion of the endocrine glands, technical diffi- 
culties discouraged investigators from working 
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on the detection of hormones in circulating 
blood. Instead they had turned to the analysis 
and measurement of products which are ex- 
creted in much larger amounts in the urine but 
which are usually different from the circulating 
hormone. In the past few years improvements 
in laboratory technique have made it possible 
to measure chemically thyroid and adrenal 
cortical hormones that circulate in only micro- 
gram quantities in the plasma and body fluids. 
The catechol hormones, epinephrine and nor- 
epinephrine are present in the peripheral blood 
in such low concentrations as to present serious 
obstacles to their estimation. Chemical meas- 
urement of circulating levels of polypeptide 
and protein hormones of the pituitary, para- 
thyroid and pancreas must await further re- 
finements in protein chemistry. In the mean- 
time, bio-assay techniques have yielded some 
valuable information. 

Even when chemical assays are available 
for the measurement of all of the hormones, 
bio-assay of these materials will still hold an 
honourable place in endocrine investigation. 
For the circulating level of a hormone tells us 
nothing about its “biological activity.” It may 
be present in a “protein-bound” or “glucouron- 
ide-conjugated” form and be less active than 
a comparable amount of hormone that is 
freely available to the tissues. One disadvan- 
tage in measuring a hormone level in a sample 
of blood is that it represents the state of 
affairs at a single point in time. Therefore, 
urine assays still have their place because they 
give a better idea of the level of glandular 
function over long periods of time. 

The control of glandular function by the 
nervous system was mentioned by several in- 
vestigators. It is now generally agreed that the 
hypothalamus and its central connections af- 
fect the release of pituitary hormones. The 
activity of the nervous system is in turn in- 
fluenced by the circulating hormones. The 
regulation is through a type of feed-back 
mechanism in which a rising level of circulat- 
ing hormone tends to inhibit the activity of 
the higher control centres. 

Certain rhythmic hormonal secretions seem 
to be determined by neural activity which is 
not clearly related to hormones carried in the 
blood. The diurnal variation in pituitary ACTH 
output may be in such a category. 

This is not a book for the uninitiated in en- 
docrine physiology. However, for research 
workers and others interested in the current 
problems of endocrine investigation, it is a 
very valuable reference work. 

Carvin Ezrin, M.D., 
Toronto, Can. 


IN MEMORIAM 


EDWARD A. STRECKER, M.D. 
1886-1959 


It is unusual for a fellow psychiatrist to 
have the sad experience of following a 
psychiatric career full of achievements 
from its beginning to its end. From Edward 
Strecker's first year in psychiatry, 1913, to 
his death on January 2, 1959, I worked with 
or near him in the Pennsylvania Hospital. 

For 4 years Dr. Strecker worked day and 
night with psychotic patients. His was no 
modern residency: he shared every re- 
sponsibility with me, sometimes with help 
from other physicians, sometimes the two 
of us alone, with no one to guide us, no 
one to teach us, but with no interruptions 
except lectures to nurses, no telephone. 

ere were no psychiatrists in the city 
except those at the Friend's Hospital who 
were looking after their own patients. 

Then in April 1917 horizons were wid- 
ened for Strecker, a native Philadelphian, 
ànd he became the only physician to serve 
throughout the war as division psychiatrist, 
attached to the 28th (Pennsylvania) Divi- 
Eos in this country and in France. Major 

ttecker made a brilliant record and is 
dud more than once in Col. Salmon's 
9icial report on World War I. 

d eturning to the Pennsylvania Hospital 
i er the war Strecker soon met another 

Pportunity, I can take credit for selecting 
din to revive the psychiatric outpatient 
pi] E the downtown Pennsylvania Hos- 
did y ut I can take no credit for what he 
8&5 S. This department, established in 

^i ad been dying on the vine-a few 
enr Ory patients received desultory treat- 
haste 9n one afternoon a week. In 1919 for 
rel it treated 80 new and 76 revisiting 

on Under Dr. Strecker's amazing in- 
eve 1 from 1920 to 1925 it grew to re- 
tients . 134 new and 3,031 returning pa- 
agenc 4 every social service, church, school 
repent in or near the city was using it and 
"Ing satisfaction with it. 
Jeffers. not to be wondered at that the 
ry m Medical College turned to Ed- 
Strecker to head its Department of 


Nervous and Mental Diseases. He was the 
"live wire" of Philadelphia psychiatry. His 
new duties somewhat interfered with the 
time he could devote to the outpatients and 
in 1930 with the opening of the Institute 
and its outpatient department he withdrew 
from the downtown clinic. 

Simultaneously with the Jefferson ap- 
pointment from 1925 to 1931, Strecker 
served as "long distance" Professor to Yale 
Medical School, helping to "sell" psychi- 
atry to the Yale authorities. 

Then came a third Professorship to the 
University of Pennsylvania with a 22-year 
tenure. There he was Head of the Depart- 
ment at first in name only, for there was 
no Department. Soon he created one. His 
weekly clinical lectures became famous as 
he made his points with clarity, drama, | 
salesmanship but always with respect for 
the individual patient. He never forgot the 
human being who was in trouble, When he 
retired in 1953 he left a Department 
manned by 120 physicians. 

And then at the age of 71 he became the 
first Professor of Psychiatry at Seton Hall 
College of Physicians in Jersey City. 

In 1915 he married Elizabeth Kyne 
Walsh. They had no children. In 1958 Mrs. 
Strecker suffered a severe stroke. Dr. 
Strecker was unremitting in his care of - 
her day and night, until his friends worried 
over evidences of his own failing health. 
On September 19, 1958, he was taken to the 
Jefferson Hospital where he died on Janu- 

2, 1959. 

‘Although he knew that the canvas on 
which the events of a professional career 
are painted can serve as a screen, he liked 
the biographical sketch prepared by Lauren 
H. Smith for the Century meeting of The 
American Psychiatric Association in Phila- 
delphia, when Strecker was President. An 
excellent portrait accompanying the Presi- 
dential Address appeared in the July 1944 
issue of this Journal. He wrote an Auto- 
biography, to which I have access 
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which I hope will be published. He agreed 


with me that his professional life had 4 

facets : Clinical, Teaching, Military, Writ- 

ing. 

1. I have mentioned his remarkable suc- 
cess as a young hospital clinician. He 
carried into private practice a devotion to 
his patients and he received in return an 
appreciation which is illustrated in a 
sentence. "I think of Dr. Strecker as an 

. unfailing outstretched hand, always there 
to turn to through many, many years—a 
kind and firm father." Fitted into his clini- 
cal work were research activities and es- 
pecial attention to the difficult problems of 
alcoholism and legal medicine. His clear- 
ness made him a "lawyers' doctor." 

2, His wonderful lectures to undergradu- 
ates in medicine will long be remembered. 
By his personal individual contacts with 

- younger psychiatrists and graduate stu- 
. dents at the Pennsylvania Hospital he left 
his imprint upon them and in doing so 
found lasting satisfaction. 
= 8. His influence on Military Psychiatry 
was unique. A divison psychiatrist in World 
War I, as has been mentioned, he became 
- Consultant to Army, Navy and Air Force 
. in World War II. A measure of his im- 
portant duties was the assignment to him of 
a room in the White House whenever he 
wished it and, as one of a medical com- 
‘mittee, a room in General Eisenhower's 
. suite in London. He kept important secrets : 
he refereed struggles between the services. 
„He furthered the establishment of a Navy 
Training Course in Philadelphia which with 
` the cooperation of 5 medical schools pro- 
duced the 250 “Three Month Wonders" 
who at once and later showed remarkable 
ability. Later Strecker became Senior Con- 
sultant to the Veterans Administration. 


IN MEMORIAM 


[ April 


4. Writing was his major hobby and 
refuge. He produced 200 articles for medi- 
cal publication and I list his important 
books : Clinical Psychiatry, with Franklin 
Ebaugh and later Jack Ewalt and Leo 
Kanner, 7 editions. 8th edition, Ewalt, 
Strecker, Ebaugh ; Fundamentals of Psy- 
chiatry, 5 editions ; Examination Handbook, 
with Kenneth E. Appel (“give Appel 99% 
credit”); Discovering Ourselves, with 
Kenneth E. Appel, 2nd edition ; Psychiatry 
in Modern Warfare, with Kenneth E. Ap- 
pel; Alcohol, One Man’s Meat, with Francis 
Chambers; Basic Psychiatry, 5 editions ; 
Their Mothers Sons, 2 editions; Their 
Mothers Daughters, with Vincent T. Lath- 
bury ; Clinical Neurology (“1 wish I hadn't 
written this one") ; Beyond the Clinical 
Frontiers (The Salmon Lectures). 


HONORS AND AWARDS 


Degrees: A.B, A.M, Sc.D., Litt.D., 
LL.D. twice. 

Five Lectureships : the Salmon Memorial 
in New York and Toronto, the Gregory in 
New York, the McGhie in London, Ontario, 
the Pasteur in Chicago, the Jieracki in 
Philadelphia. 

Awards: Strittmatter Medal, Shaffrey 
Medal: Citation of Merit from the Presi- 
dent "for outstanding fidelity and meritori- 
ous conduct"; citations from Selective 
Service, Army, Navy, Air Force. 

Memberships: Life Fellow, American 
Psychiatric Association ; Fellow of Phila- 
delphia and American Colleges of Physi- 
cians; Interurban Club; Sydenham Co- 
terie ; Fellow of Royal Medico-Psychologi- 
cal Association ; Sponsor, The Strecker 
Psychiatric Society, University of Pennsyl- 
vania. 

Earl D. Bond, M.D. 
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PATIENTS' EXPECTANCIES AND RELEARNING AS FA 
DETERMINING IMPROVEMENT IN BSXCHOTHERAPYS 


JEROME D. FRANK, M.D., LESTER H. GLIEDMAN, M.D 
STANLEY D. IMBER, PnD., ANTHONY R. STONE, M.S.S.W., AND 
EARL H. NASH, M.S.? 


INTRODUCTION 


The problem of criteria of improvement 
in psychotherapy is a complex one which 
is far from adequately solved. Whatever 
the ultimate criteria prove to be, however, 
unless the patient feels better and func- 
tions more effectively, it would be difficult 
lo maintain that psychotherapy had helped 
him. Relief of symptoms and improved so- 
cial effectiveness, then, may be regarded 
as the least common denominators of thera- 
peutic change(1). 

The purpose of this paper is to present 
experimental data which elucidate some 
aspects of symptomatic improvement and, 
toa lesser degree, of improvement in social 
effectiveness in psychiatric outpatients. A 
tentative hypothesis is presented concern- 
ing two factors which may contribute to the 
observed changes. 


METHOD 


a research population consisted of 
ite psychiatric outpatients, diagnosed as 
door a psychoneurotic or personality 
" ae other than antisocial personality 
dia coholism and without organic brain 
E ase. Their age range was 18 to 55; about 
thirds were women. These patients 
4 ened at random to one of 3 types 
Ro atment ; 1. Individual therapy one 
mes a week, 2. Group therapy, in 
tos £ patients were seen in groups of 5 
d for 1% hours once a week, and 3. Mini- 
cone therapy in the continued treat- 

t clinic (CTC) of the Phipps out- 


Dati * 
ELM department where the patients 
i i 
Gn ~~ at the 114th annual meeting of The Ameri- 
May pk Association, San Francisco, Calif., 
sae §S 1958 
* Fro f 
Johns H. the Henry Phipps Psychiatric Clinic of the 
"Search opkins Hospital. This paper grows out of 


studies supported by the United States Public 


il 
E" Service (M-532, C2) agd the Ford Founda- 


were seen for no more than half an hour 
once every 2 weeks, Individual and group 
psychotherapy at Phipps focus on the reso- 
lution of the patients’ current interpersonal 
difficulties, through discussion of relation- 
ships with other persons and feelings 
aroused by them. To this end, group thera- 
py emphasizes patients’ feelings and be- 
havior towards each other in the group. The 
interviews in CTC focus on patients’ symp- 
toms and their alleviation. 

The design called for 54 patients to re- 
ceive at least 6 months of treatment ; 6 in 
each type of treatment with each psychi- 
atrist. Three psychiatrists, all in their second 
year of residency training, each conducted 
all 3 types of treatment. The final popula- 
tion of 54 “treated” patients contained 48 
(89%) who had at least 4 months of treat- — 
ment and 37 (68%) who had at least 6 
months. No patient was included in the 
“treated” group who had less than one 
month. For comparison purposes, 23 pa- 
tients who dropped out of therapy before 
their fourth meeting were included in the 
study. 

The two major measures of improvement 

were a Discomfort Scale which consisted 
of 41 common complaints of psychiatric 
patients, each of which the patient was 
asked to rate on a four-point scale of the 
distress experienced; and a Social In- 
effectiveness Scale, consisting of 15 cate- 
gories of behavior involving the patient's 
interpersonal relationships? (2,3,4). Each 
of these categories was rated by trained | 
interviewers and observers on a six-point 
scale following observed interviews with 
the patient and a relative(5). 
773 The items on the Social Ineffectiveness Scale are : 
overly independent, superficially sociable, extra-puni- 
tive, officious, impulsive, hyper-reactive, overly 
systematic, overly dependent, withdrawn, intra-puni- 
tive, irresponsible, overly-cautious, con un- 
systematic, sexual adjustment. 
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It is important to keep certain aspects 
of the experimental design in mind in evalu- 
ating findings. Patients were told at the 
start that they would be treated for 6 
months, at which time their condition would 
be re-evaluated and further treatment 
would be available if necessary. The psy- 
chiatrists were asked to treat each patient 
for 6 months. One psychiatrist left the clinic 
at this tine and the other two continued to 
see their patients. After the 6-month period 
various possibilities were open to the pa- 
tients. Some continued with the same doc- 
tor in the same form of treatment. Others 
were switched to a different form of treat- 
ment, sometimes with the same doctor, 
sometimes with another doctor. Some 
sought treatment outside the clinic, Some 
stopped treatment altogether, or for a 
while and then returned for further treat- 
ment.* 

The drop-outs, of course, did not con- 
tinue with their original doctor. Some 
stopped treatment, others sought treatment 
from outside physicians. Some returned for 
treatment after a lapse of time. In short, 
the experiences of patients after the 6- 

_ month period were very heterogeneous, so 
that initial differences in the treatment 
experiences of the different groups would 
be expected to diminish with the passage 
of time. 

Every effort was made to get patients 
to come back for their re-evaluations. With 
respect to the treated patients, our efforts 
were quite successful. Of 54, 53 returned 
for the one-year evaluation and 46 for 
the two-year evaluation) We had much 
less success with the drop-outs, 15 of whom 
returned for the one-year evaluation but 


4 Between the first and second re-evaluation, 6 
months and 1 year after starting treatment respec- 
tively, 25 of the original 54 patients were still in the 
original design, że. receiving their original form of 
treatment with the same psychiatrist. An additional 12 
had been in treatment with a different therapist or 
form of therapy, making a total of 37. By the third 
re-evaluation, 2 years after beginning treatment, these 
figures had dropped to 9 and 9 tespectively, for a 
total of 18 patients still in treatment or 1/3 of the 
original population. 

5 Two additional treated patients, both of whom 
had individual therapy, who had left town by the 
time of the third re-evaluation, were mailed the 
Discomfort Scales, making a total of 48 scored on 
these measures. 
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only 8 for the two-year evaluation As a 
result, the group of drop-outs who still had 
contact with the clinic at the one- and two- 
year re-evaluations may not be comparable 
with the initial group. 


RESULTS 


The results of this study are expressed in 

terms of changes in discomfort and social 
ineffectiveness. These changes are ex- 
pressed both in terms of relative frequen- 
cies of different types of change at each 
evaluation and in terms of mean scores. 
Since the therapeutic experiences of our 
patients could be controlled only during 
the first 6 months, results obtained at the 
first re-evaluation will be considered sep- 
arately from the later ones. 
l. Changes in Discomfort and Ineffec- 
tiveness at Six Months. Tables 1 and 2 sum- 
marize the changes in Discomfort Scale 
scores. Since these changes were found to 
be independent of the type of treatment 
patients received, the treated patients are 
handled as a single group, It will be seen 
from Table 1 that 70% of the treated pa- 
tients showed a decrease in discomfort, as 
did 74% of the patients who dropped out of 
treatment within the first month and were 
first retested at 6 months. 

As will be seen from Table 2, the same 
result holds for average discomfort scores. 
At the 6-month evaluation both treated and 
drop-out patients show a change which 
differs significantly from zero. 

To see whether certain types of symp- 
toms were more liable to change than 
others, two sub-scales were formed from 
the Discomfort Scale. One consisted of 
nine items which were thought clinically to 
reflect anxiety or depression, The other 
sub-scale of 16 items consisted of somatic 
symptoms. The results obtained for these 
2 sub-scales are summarized in Table 3 
which contains their weighted mean scores 
initially and at the time of the first re- 
evaluation. The sub-scales taken separately 
show the same trend as the total scale, but 
the anxiety and depression items were 
scored higher initially and changed more 
at 6 months than the somatic items. The 


$ An Ineffectiveness Scale was filled out for one 
additional drop-out patient by means of a telephone 
interview, making a total of 9 scored on this measure. 
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TABLE 1 


FREQUENCIES OF CHANGE FROM Previous SCORE on DISCOMFORT SCALE AT 


SuccesstveE EVALUATIONS FOR TREATED AND Drop-Ovr PATIENTS 


Ist Re-Eval. Treated (N—54) 
(6 months) 
Drop-Out (N—23) 
2nd Re-Eval. Treated (N—53) 
(1 year) 
Drop-Out (N—15) 
3rd Re-Eval. Treated (N—48) 
(2 years) 
Drop-Out (N—8) 


Improved 


N 26 N % 
38 70 15 28 
17 74 6 26 
53 22 Al 
4T T 4T 
50 22 46 


TABLE 2 


Mean Scores on DISCOMFORT SCALE INITIALLY AND AT 
Successive EVALUATIONS, FOR TREATED AND Drop-Our PATIENTS 


Initial 


ny 
Treated 


Drop-Out 


1st Re-eval. 
6 months 


Follow-up Evaluations 


2nd Re-eval. 
1 year 


N "s 


* Change from Initial Mean Score significant, p<.001. 
Change from Initial Mean Score significant, p<.05. 


Sreater liability of the former to change 
ìn accordance with general clinical ex- 
Perience, 

These findings suggest that the relief of 
a experienced by our patients was 
tan d due to relief of anxiety and depres- 
"Xa and that it was produced by a factor 
ae to all 3 forms of treatment used, 

ch seemed to be equally potent regard- 
oe Of the amount or type of the treatment 
tact. Patients who left treatment before 


the fourth session showed an average drop 
in discomfort at least as great as those who 
stayed in treatment longer, and patients 
receiving individual, group or minimal con- 
tact therapy did not differ in their change 
scores on this measure. 

The major results on the Social Ineffec- 
tiveness Scale, which is a measure of the 

tient's social functioning, are summar- 
oA in Table 4 which contains the rela- 
tive frequencies of change at each evalu- 
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TABLE 3 


WEIGHTED ° MEAN SCORES ON ANXIETY-DEPRESSION AND 
Somatic Sus-scaLEs or DISCOMFORT SCALE 


Weighted Mean Scores 


Anxiety-Depression Somatic 
Sub-scale Sub-scale 
Initial ist Re-eval. Initial 1st Re-eval. 
Eval. (6 mos.) Eval. 6 mos. 
Treated Patients 
(N=54) 1.63 1.07 -TT 61 
Drop-out Patients 
(N_-23) 1.34 "Vini .63 44 


* The sub-scales were weighted to make them comparable by dividing the sum total of the sub-scale 
raw scores by the total number of scorable items. Thus Anxiety and Depressive Score= 


SA + D Scores and Somatic Score=SSomatic Scores 


9 


ation, and Table 5 which contains the cor- 
responding mean scores. 

Table 4 shows that a higher percentage 
of patients improved at 6 months in group 
and individual therapy than in minimal 
therapy. They also improved more fre- 
quently than those who dropped out, Ex- 
amination of the mean scores (Table 5)? 
shows the same tendency. The mean in- 

. effectiveness score of the combined popula- 
tion of patients receiving group and indi- 
vidual treatment showed a significantly 
greater improvement than the mean of 
those receiving minimal therapy, and also 
than the mean of those who dropped out. 
Thus amount of improvement in ineffective- 
ness seems to be positively related to 
amount of treatment contact, This finding is 
in contrast to improvement in discomfort, 
which was independent of amount of treat- 
ment. 

2. Changes in Discomfort and Ineffec- 
tiveness After Six Months. As indicated 
above, after 6 months the treatment ex- 
periences of the patients could no longer be 
controlled, and at the time of the third 
re-evaluation, 2 years after the beginning 
of the study, only one-third were still in 
treatment in the clinic. At this time it was 
possible to re-evaluate approximately 85% 


7 It will be noted from Table 5 that patients who 
remained in group therapy tended to be less ineffective 
initially than those who remained in individual and 
minimal treatment, a finding discussed elsewhere(6). 

8 p<.01 and <.05 respectively. 
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of the original treated population, so that 
it would seem safe to regard the results as 
characteristic of the total treated group. 
The same cannot be said for the drop-outs, 
only about 35% of whom could be re- 
evaluated after 2 years. After 6 months 
there is no consistent pattern of change 
for the group as a whole on the Discomfort 
Seale (Table 1). On each re-evaluation 
subsequent to the first, about half of the 
treated patients who returned improved, 
and half became worse. Of the drop-out 
population, those who returned for re- 
evaluations showed precisely the same 
tendency. Similarly, after 6 months neither 
the treated patients nor the drop-out pa- 
tients who returned showed any significant 
change in the mean discomfort score (Table 


2). 

To determine whether continuation in 
treatment had any effect on discomfort 
scores after 6 months, at each evaluation 
period patients who were still in their initial 
type of treatment were compared with the 
rest of the group with respect to change 
from the previous evaluation. No differ- 
ences in frequency of change or in average 
change were found, suggesting that the 
persistence of a lowered discomfort score 
after the 6-months re-evaluation did not 
depend on whether or not the patients re- 
mained in any particular form of treatment. 

The findings on the Discomfort Scale at 
6 months and at follow-up raise two ques- 
tions : firstly, are they simply the result of 
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TABLE 4 
FREQUENCIES OF CHANGE FROM Previous SCORE ON INEFFECTIVENESS 
SCALE AT SUCCESSIVE EVALUATIONS 
First Re-Eval. (6 months) 

Treated (N=54) Improved Same Worse 

N % N 
Group 14 78% 0 
Individual 14 78% T 
Minimal 10 56% 0 
Total 38 70% 1 
Drop-Out (N—23) 15 65% 1 


Second Re-Eval. (one year) 


Treated (N=53) Improved 

N % 
Group (18) 8 44% 
Individual (18) 12 67% 
Minimal (17) 10 59% 
Total (53) 30 57% 


Drop-Out (N—15) 


Third Re-Eval. (two years) 


Same Worse 
N % 
10 56% 
6 33% 
6% 6 35% 


qme (N=46) 0 ee ee 
N % N % N % 

Group (15) 40% 2 13% 1 4% 

Individual (16) 9 56% 0 0% 7 

Minimal (15) uoo mM 0 : 

CHEERS | 7 285 


apeating the scale? secondly, how early 
Pad the relief of discomfort actually oc- 


n respect to the first question, it 
the * be argued that unfamiliarity with 
iety est and the setting aroused some anx- 
i On its first use, which was reflected in 
pe tened discomfort scores. The second 
x mfort score could then be construed 
isc Presenting the patient’s baseline of 
comfort, which would explain why it 
M no consistent changes after the 
d testing. According to this view, 


the discomfort score may have been un- 
affected by the treatment contact through- 
out the study, but dropped initially simply 
because anxiety connected with adminis- 
tration of the test itself was less on its 
repetition(7). 

The cea MR view, equally compatible 
with the data, is that the relief of discom- 
fort resulted from a feature common to 
all forms of treatment, namely the patient's 
belief that he was being helped. Activation 

ordinarily would not depend 


of this belief ordi 
on the nature or length of the treatment. 
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TABLE 5 


MEAN Scones on INEFFECTIVENESS SCALE AT SUCCESSIVE 
EVALUATIONS For TREATED AND Drop-Out PATIENTS 


Initial 


Group Treatment 


Individual 
Minimal 
Total Treated 
Drop-Out 


It would start to operate as soon as pa- 
tient and physician met, and would not be 
affected in any consistent way by subse- 
quent length of treatment contact. Ac- 
cordingly, it would be expected to pro- 
duce a certain degree of relief immediately, 
which then would stay relatively constant. 
Since a placebo activates the expectancy 

of help in many patients, it affords a simple 
way of testing the effects of this attitude 
(8, 9). Twelve patients of the original pop- 
ulation, who were having routine follow-up 
interviews 2 to 3 years after their first con- 
tact with the project, were given a 2 weeks’ 
trial on placebo. These patients had com- 
plaints similar to their initial ones and ex- 
pressed a desire for relief. No psychothera- 
peutic sessions were held during the trial of 
placebo. The. Discomfort Scale used 
throughout this project was given at the 
beginning and at the end of the placebo ad- 
ministration period. A. statistically signifi- 
cant drop in discomfort score occurred, 
which was of the same order of magnitude 
as that following the initial 6 months of 
psychotherapy. Since with these patients 
the drop in discomfort occurred between 
the third and fourth administrations of the 
scale, the factor of familiarity may be ex- 
cluded as an explanation of the result( 10). 
If the initial drop in discomfort is a result 
of the patients belief that he is being 
helped, it becomes of interest to find out 
how promptly this belief is activated, In our 
study, unless patients dropped out of treat- 
ment after the first month but before the 
sixth month, they did not receive the Dis- 


Mean Scores 
Follow-up Evaluations 


Third 
2 years 


comfort Scale until 6 months after their 
initial contact. The small group of patients 
who left treatment between the first and 
sixth months received the second Discom- 
fort Scale at the point they stopped. There 
are too few of these patients and the range 
of their scores is too wide to permit statis- 
tical analyses, but it is interesting that 
their mean change score is the same as 
that for patients evaluated at 6 months. 
This suggests that patients who showed dis- 
comfort relief at 6 months might have 
shown it earlier had they been tested. 

The placebo study reported above 
showed a marked drop in discomfort at 
two weeks. In a current study, we give pa- 
tients similar to those in this study a modi- 
fied form of the Discomfort Scale twice in 
the same interview, once just before receiv- 
ing a placebo, and again about one hour 
later. The scale is repeated the following 
week. We are finding that many patients 
show marked relief of discomfort even with- 
in an hour. The degree of relief does not 
appear to be increased by receiving the 
placebo for the subsequent week. This is 
consistent with the hypothesis that the dim- 
inution of discomfort is a response to the 
patients expectancy of help, which pre- 
sumably is often strongly activated early 
in his contact with the doctor. 

It seems safe to conclude from these 
findings that the drop in discomfort ob- 
served at 6 months in this study probably 
would have been found much earlier had 
it been tested, and that it was not due to 
mere repetition of the test. 
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The findings on the Social Ineffectiveness 
Scale after 6 months differed from those 
with respect to discomfort in that the treat- 
ed patients continue to show progressive 
improvement in effectiveness (Tables 4 and 
5)? whereas they show no further changes, 
on the average, in discomfort. 

Although patients who initially received 

different forms of treatment seemed to im- 
prove in ineffectiveness at different rates, 
the meaning of these differences cannot be 
interpreted, because of the heterogeneity 
of patients’ treatment experience after 6 
months, 
3. Relationship between Changes in Dis- 
comfort and Ineffectiveness. It seems ap- 
Parent that changes in discomfort in re- 
sponse to psychotherapy reflect, at least 
in part, a different process than changes in 
social ineffectiveness. Further evidence in 
support of this view is afforded by the prod- 
uct moment correlations between changes 
in these two measures. For the treated 
patients, these correlations are .37 (p<.01) 
at the first re-evaluation, .23 (p<.10) be- 
tween the first and second re-evaluations, 
and .30 (p<.05) between the second and 
third re-evaluations, They are positive, but 
ow, and only one achieves adequate sta- 
tistical significance. 


Discussion 


These findings are consistent with the 
assumption that the effects of psychother- 
apy depend on 2 interrelated factors: 1. 
tjs Potentiation and activation of the pa- 
a. favorable expectancies and 2 
5 anges in attitudes and behavior depend- 
X on specific situational influences. In 
v erthand fashion the Jatter may be sum- 

arized as the unlearning of faulty atti- 
‘ee T and relearning of better ones, though 
lea elieve that many processes besides 
E: Thing in the narrower sense may be in- 

olved, 

The potentiation of favorable expectancies 


sults chiefly in relief of the patient's 


Jo 
For the treated patients as a whole the difference 


iv 1 . 1 
Cant “en the initial and the first evaluations is signifi- 
at lee less than .01 ; between the first and second, 
ess tongs 05 ; and between the second and third, at 

a 


"a ii, Out sample shows a similar trend up to 
after o then a reversal, but attrition is so great 
months that the findings are uninterpretable. 
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subjective distress, especially that part of 
it related to anxiety and depression. These 
may be viewed as manifestations of the 
patient’s apprehensiveness about his con- 
dition, the so-called “processing” aspect of 
illness(11), 

Although the existence of this effect is 
common knowledge, it is characteristically 
dismissed as of little theoretical or practical 
interest. Actually, little is known about the 
conditions in patient and situation de- 
termining its extent and duration(12, 13). 
Our findings suggest that it often occurs 
very quickly, and that its intensity is un- 
related to the type or duration of treatment. 
This would be expected, since any form of 
activity by a person culturally defined as 
healer may activate a patient’s belief that 
he is being helped. In this study mere sight 
of the doctor or the first interchange seems 
to have been sufficient. 

Changes due to exposure to a social 
learning situation would be expected to 
appear in the patient’s social behavior. 
Such changes would differ in at least 2 
respects from those due simply to a pa- 
tient’s belief that he was being helped. 
They should be more gradual and the kind 
of change should be related to the kind of 
situation to which the patient is exposed. 
In this study it was found that change in 
social ineffectiveness tended to improve 
throughout the period of observation, and 
the amount of change at 6 months seemed 
related to the amount of therapeutic con- 
tact. 

Although changes in discomfort and so- 
cial ineffectiveness thus appear to repre- 
sent different therapeutic processes, one 
would expect them to be related in at least 
3 ways. First, the scales overlap slightly in 
that some items on the ineffectiveness scale 
—for example, hyper-reactivity—are also in- 
direct measures of subjective distress. Sec- 
ond, the relief patients experience from 
their expectancy of help probably frees 
their spontaneity, enables them to mobilize 
Jatent assets, and in general creates more 
favorable conditions for learning. Third, as 
a patient, by functioning more effectively, 
gains more rewards and suffers fewer 
frustrations, he should feel more comfort- 
able. The low positive correlations 


between changes in discomfort and in- 
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effectiveness are consistent with these con- 
siderations. 

This relationship between improvement 
in discomfort and ineffectiveness may ac- 
count for the fact that, contrary to the 
usual supposition, relief of discomfort is 
often persistent. In some of our patients 
it lasted for at least 2 years, even without 
continuing contact with a therapist, Symp- 
tomatic relief, based on the expectancy of 
help, probably improved the morale of 
these patients and so made it easier for 
them to change maladaptive behavior pat- 
terns, which, in turn, reinforced their symp- 
tomatic improvement, as described above. 

Although experimental studies of psy- 
chotherapy have accumulated much inter- 
esting information as to effects of the ther- 
apists behavior on the patient's responses, 
surveys have consistently failed to reveal 
any overall differences in improvement 
rates of different therapies(14). This may 
be due to failure to understand adequately 
and take into account changes produced 
by the factor common to all therapies—the 
patients expectancy that the treatment 
will help him. Only as the parameters of 
these changes are defined and controlled 
can the specific effects of different forms 
of treatment, if there be any, clearly 
emerge. 

SuMMARY 

A group of psychiatric outpatients re- 
ceived either individual psychotherapy, 
group psychotherapy or minimal therapy 
for about 6 months. After 6 months the 
treatment experiences of the patients be- 
came increasingly varied. Patients were 
rated with respect to change in subjective 
discomfort and social ineffectiveness at 6 
months and at regular follow-up intervals 
up to 2 years. It was found that at 6 months 
the average discomfort had markedly de- 
creased, and that the decrease was the 
same regardless of kind or amount of treat- 
ment. Symptoms of anxiety and depression 
tended to be scored higher initially and to 
decline more than somatic complaints, Sub- 
sequent studies with these and similar pa- 
tients showed that a similar drop in discom- 
fort could be found within one week, or 
even in the course of a single interview. 

A significant improvement in social in- 
effectiveness also was found at 6 months. It 
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was significantly greater for patients who 
had received group or individual therapy 
than for those in minimal therapy or those 
who dropped out within 4 sessions. 

After 6 months, improvement in discom- 
fort was maintained but did not increase, 
whereas social ineffectiveness continued to 
improve throughout the observational 
period. 

These results are consistent with the 
view that improvement in psychotherapy 
may be produced by at least 2 factors : 1. 
Non-specific expectancy of relief; 2. Re- 
learning, which is related to the amount 
and kind of treatment contact. 
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CONTROL OF BEHAVIOR AS A CRUCIAL FACTOR IN INTENSIVE 
PSYCHIATRIC TREATMENT IN AN ALL ADOLESCENT WARD * 


WILLARD J. HENDRICKSON, M.D. anp DONALD J. HOLMES, M.D.” 


Of the many difficult problems encoun- 
tered in the hospital treatment of adoles- 
cents, perhaps the most challenging is that 
of controlling their aggressive behavior in 
a manner which assures survival of the 
service while simultaneously operating in 
the therapeutic interest of its patients. 
These patients, as dependent minors, are 
almost always profoundly ill, and have been 
referred for hospitalization by someone else 
as a final act of desperation, Efforts to 
provide treatment for this group have some- 
times failed, largely because hospital pro- 
grams were unable to survive their incor- 
rigible behavior. Consequently they have 
in the past often been admitted only re- 
luctantly to adult wards, and then with 
Such disruptive results as to inspire even 
geater reluctance thereafter. There has also 
been understandable caution in establish- 
ing all-adolescent programs, and difficulty 
in maintaining these once established. 


HISTORY AND DESCRIPTION OF THE SERVICE 


Over a period of years, our experience in 
treating increasing numbers of adolescent 
Patients on adult wards, compared with 
current work on an exclusively adolescent 
unit, has demonstrated that a large number 
of these patients-generally the more 
chronically and severely disturbed—are still 
More appropriately treated in adult wards 
(8, 7), Ideally, this would be done in hos- 
Pitals providing a program suitable for this 
age group. On the other hand, while the 

ghly stimulating atmosphere of an all- 
adolescent unit creates some extreme dif- 
"ipe in management, it also offers cer- 
Man unique treatment advantages for 
elected youngsters. 

Our adolescent service was developed 
fradually during several years within the 
atric 3 adult wards of the Neuropsychi- 
—.€ Institute, which is a psychiatric serv- 
ia at the 114th annual meeting of the Amet. 

ay ir hiatric Association, Sam Francisco, Calif, 

2-16, 1958 
Unia escent Service, Neuropsychiatric Institute, 
Y of Michigan, Ann Arbor, Mich. 


ice of the University Hospital. Gradually 
increasing numbers of adolescent patients 
(ages approximately 13 to 18) were ad- 
mitted to the adult wards, while at the same 
time efforts were made to develop a pro- 
gram of activities and treatment techniques 
especially designed for them. The point 
was eventually reached where typically 
one-fourth to one-third of the adult beds 
were occupied by teen-age boys and girls, 
This ratio is still being maintained, to pro- 
vide treatment for those patients who are 
not candidates for treatment in an adoles- 
cent ward. 

In September 1956, it was possible for 
the first time to-open an all-adolescent unit 
for 15 boys and 10 girls in existing ward 
facilities which are adequate, but not es- 
pecially designed for this purpose. It is 
operated as a semi-open unit with furnish- 
ings and equipment planned more in the 
interests of pleasantness than physical 
security. 

Very briefly, the highly developed ac- 
tivity program is distinguished mostly by 
the staff's attitude toward patient participa- 
tion in it, as will be discussed later. It 
includes the usual ancillary therapies, an 
exceptionally complete school program, and 
a system of graduated privileges permitting, 
individual patients increasing independent 
activity as their condition warrants. 


SELECTION OF PATIENTS 

Intensive treatment is provided for only 
certain selected patients, while also stress- 
ing the equally important functions of re- 
search and teaching. The patients represent 
all diagnostic categories but chiefly either 
schizophrenic reactions or severely de- 
linquent personality disorders. Of the very 
profoundly and chronically disturbed 
youngsters commonly seen in a statewide 
outpatient referral clinic such as ours, rela- 
tively few can profit by such an intensive 
treatment program. 4 

We LE m impressed that the uni- 
versal anxieties which patients have about 
psychiatric hospitalization are greater in 
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adolescents than in any other age group(4). 
They are seemingly greater in boys than 


in girls, and greater in an adolescent ward ` 


than for teen-agers hospitalized with adults. 
Due to this exaggerated fear of hospitaliza- 
tion and the highly stimulating character of 
ward life, all patients’ anxieties and con- 
comitant tendencies to act-out impulsively, 
are always increased, at least initially. It 
has been found that to profit by treatment 
in an all-adolescent ward, patients—how- 
ever sick—must have some little potential 
for impulse-control, They must also have 
enough relationship capacity to feel con- 
cem about adult expectations of them. 
However disrupting certain influences of 
this ward may be, surprisingly disturbed 
and anti-social youngsters can be helped 
to realize the potential advantages of treat- 
ment with a group of their peers if given 
specific kinds of psychological support. 

To describe the establishment of a hos- 
pital social environment which can provide 
such support is the primary purpose of this 
paper. Other equally essential aspects of 
this program, including intensive individual 
and group psychotherapy and case work 
treatment with parents, cannot be con- 
sidered here. 


THE THERAPEUTIC ENVIRONMENT 


We commonly speak of the necessity 
for converting alloplastic behavior to auto- 
plastic symptoms as the first phase of 
treatment with the relatively anxiety-free, 
anti-social individual. To accomplish this, 
however, can be extremely difficult, Our 
experience would indicate that one possible 
means of promoting this therapeutic step 
is by providing a social environment which 
will consistently insure the failure of patho- 
logical character defenses (5). 

It has been rewarding to observe the 
number of our initially cool, untroubled, 
aggressive delinquents who internalize their 
conflicts as their anti-social behavior is 
abandoned. We have seen sharp increases 
in free-floating anxiety, development of 
various psychophysiologic manifestations 
and marked depressive episodes, as the pa- 
tients archaic behavioral defenses collapse 

—thus compelling his increased involvement 
in verbal psychotherapy. 
In our opinion, no program can be thera- 
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peutic which sanctions grossly delinquent 
behavior on the false assumption that neces- 
sary prohibition of such activities is not 
compatible with a sympathetic and accept- 
ing attitude. In this program psychological 
pressures are applied relentlessly to in- 
dividuals and the group to insure conform- 
ance with certain established standards. 

Some points of our basic philosophy with 
respect to overt behavior can be sum- 
marized as follows : 1. Patients are expected 
to respond at all times to the verbal controls 
of the staff, who of course take care to 
exercise their authority as diplomatically 
and effectively as possible. All staff mem- 
bers support one another in the insistence 
that the authority of each and every one is 
absolute. Although we hold each patient 
responsible for controlling his own be- 
havior, he is given unlimited psychological 
support in his attempts to do this. 2. Very 
definite, almost Victorian standards of social 
behavior were established at the beginning 
and have been stringently enforced ever 
since. For example, patients are expected 
to be obedient and respectful to all staff 
members and to attend all required ac- 
tivities. They must maintain regular hours 
of eating and sleeping and adhere to reason- 
able standards of personal appearance and 
conduct. Strict taboos are set up against 
profane and obscene language, fighting and 
physical sex play. Certain types of behavior 
—such as physical aggression against the 
staff or destruction of property-are re- 
garded as too unthinkable even to merit 
taboos. 3. The entire program is elaborately 
conditioned to establish all these require- 
ments as an inevitable and permanent part 
of the entire social organization. Every- 
where the patient is exposed to the same 
central adult attitude : that these behavioral 
norms are an unavoidable reality. 

In the meantime, deliberate attempts are 
made to exploit the tendency of adoles- 
cents to form groups, by promoting group 
identification with adult social values, as 
represented here by insistent staff expecta- 
tions. The patients develop such a personal 
investment in these norms, that any indi- 
vidual defying them finds that he defies 
his peer-group standards as well. Conse- 
quently we have so far been able to avoid 
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riots and, for the most part, epidemics of 
particular delinquent acts. 

The functioning of this social environ- 
ment is illustrated by the role of the school. 
The school program was from the start 
deliberately planned with the idea that 
even in this setting, school can be most 
“therapeutic” by fulfilling a realistic educa- 
tional function. The policy is to enforce 
standards of scholastic performance and 
classroom behavior which are in keeping 
with community norms. It is surprising how 
sick these youngsters can be and still gain 
support from being able to function in a 
m school"—often for the first time in their 

Ives. 

In such a social setting we offer patients 
amuch more frightening and inspiring chal- 
lenge than physical confinement by provid- 
Ing standards (frankly acknowledged as 
rigid and even moralistic) which we regard 
4s essential. We further pay respect to the 
potential of each patient by demanding and 
anticipating his successes in subscribing to 
these admittedly difficult standards. It can 
be seen that this program is not at all “per- 
missive,” in the truest sense even though 
Patients are offered a great many gratifying 
experiences and an unusual degree of physi- 
= freedom.” The setting is actually far 
ess permissive than a high security closed 
unit, which is frankly structured on the 
Enise that its occupants are incapable of 
a toring their own behavior in accord- 
nce with abstract social standards. 


METHODS 


It is difficult to summarize briefly the 
mand intuitive and complex task of at- 
n Pting to deal therapeutically with de- 
ug behavior, It would obviously not 
iem to approach this problem with a 
white techniques.” It is, however, worth- 
Y E" refer to the basic staff attitudes 

i guide and govern the management 

© countless minute-to-minute treatment 

C ems encountered. 

Teatest attention is given to cooperative 
While to “keep the lid on” at all times. 
taken 5 patient's behavioral successes are 
ably ote granted, his failures are invari- 
must ed. The slightest violation of a rule 
it never be overlooked, especially when 

šcems to indicate defiance and develop- 


ing fantasies of omnipotence. Any violation, 
however minor, receives the immediate at- 
tention of the nearest staff member. 

It is assumed that each boy and girl must 
—and therefore will—do what is expected of 
him. Thoughtless praise of conventionally 
"virtuous" behavior would betray the feel- 
ing that we are surprised by it. A too-loving, 
too-sympathetic attitude towards the dis- 
traught adolescent usually excites a curious- 
ly negative response, This is apparently be- 
cause it indulges those persistent, infan- 
tile dependent needs which are most 
frightening to the patient. He prefers that 
we demonstrate our affection by firmly 
helping him to abandon his need for direct 
gratification at this level. 

It is never openly anticipated that a pa- 
tient might refuse direction. We have 
found, however, that it sometimes promotes 
our own security, and therefore the pa- 
tients cooperation, to concede privately 
that he might become fully refractory to 
psychological controls, and to prepare in 
advance a plan for dealing with this. 

While we are insistent that no act of 
anti-social behavior be ignored, we are 
equally concerned that the handling of it 
will be highly flexible and individualized. 
Some understanding of motivations under- 
lying the behavior enables us to respond to 
these situations in ways which are designed 
to frustrate the neurotic satisfaction sought 
by the patient through his actions. 

When a patient is unable to respond 
adequately in this conventional social set- 
ting, it becomes clearer to everyone, even 
the patient, that his actions are evidence 
of illness. The doctors attitude is one of 
immediate concern for his patient's sympto- 
matic behavior, and treatment of this kind 
of problem extends beyond formally sched- 
uled interviews in the locus Specific in- 
stances of disruptive vior are ap- 

ached on the spot. They are dealt with 
by the doctor as primitive, uneconomical, 
and expendable modes of communication 
and expression. He makes no effort to sepa- 
rate his functions as authoritarian-a 
trator and psychotherapist, as both re- 
ibilities are his in reality. He must first 
exercise whatever measures of authority are 
necessary for interrupting symptomatic be- 


havior. This phase of treatment is 
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by an effort to help the patient to under- 
stand the meaning of the activity through 
many hours of individual psychotherapy. 

The withholding or suspension of privi- 
leges can be used to advantage in helping 
the patient develop his own controls, but 
only if such restrictions are logical to the 
problem at hand. Privileges are withheld or 
rescinded because a patient is unable to 
use them in ways beneficial to himself, and 
not as a punishment for misbehavior. There- 
fore, there is no “statute” or even “common 
law" which provides specific punishment 
of particular duration for a given offense. 

Seclusion rooms are never used for the 
control of aggressive behavior. This would 
belie our assumption that the patient is 
able to control himself if he wishes. It 
would also confirm his fantasy that the 
staff, too, is governed by talion law, and 
would make him a martyred hero to the 
rest of his group. We find that the delin- 
quent has adjusted himself comfortably to 
the talion code. If given the opportunity to 
anticipate a "punishment which fits the 
crime," he is almost always successful in 
defeating treatment aims by fantasying that 
any therapeutic action was magically com- 
pelled by his misbehavior. 

If it develops that this program is de- 
manding too much of a patient in the way 
of independent controls, then deliberate 
transfer to a closed adult ward unit is 
clearly the answer. Short term transfers are 
invariably seen by the patient as punitive 
confinement, and are easily used in the 
service of defensive, anti-therapeutic fan- 
tasies by him. Rather, we recognize that he 
needs this degree of care and prescribe it 
for an indefinite period. 

Sedative and tranquilizing drugs have 
not been found useful in aiding the be- 
havioral controls of the delinquent adoles- 
cent. To prescribe such drugs merely seems 
to excite him to further omnipotent fan- 
tasies that he has swindled the doctor out 
of something. Later in treatment, when 
anti-social behavior has been largely re- 
placed by anxiety and other painful symp- 
toms, drugs may be of limited usefulness 

in relieving intolerable anxiety, and there- 
fore indirectly serve to prevent relapses 
into delinquent defenses. 


CONTROL OF BEHAVIOR AS A CRUCIAL FACTOR 


[ May 


THE STAFF 

In establishing this program much time 
has been devoted by the senior psychiatric 
staff in working with ward personnel to 
effect the kind of therapeutic society with 
which patients can actively and safely ally 
themselves. Senior staff supervision has 
literally been on a day and night basis of 
being constantly available at all times. 

Work with these patients demonstrates 
with particular clarity the universal adult 
tendency to react to adolescents with ex- 
cessive anxiety, and there are of course 
many both realistic and neurotic bases for 
this anxiety. We have found it necessary to 
protect our ward personnel from unde- 
served feelings of guilt and anxiety, and the 
all-too-likely possibility of their falling into 
a pattern of secretly withdrawing from ac- 
tive engagement with the patients. 

Periodically our patients are compelled 
to check the validity of their own frighten- 
ing fantasies of omnipotence against staff 
reactions, They routinely make the most 
brazen and transparent efforts to impose 
their non-existent authority on the will of 
staff members. They attempt to dictate 
terms of truce, and seek out "deals" in the 
form of special rewards or concessions for 
their reluctant agreement to conform as re- 
quired. They try to seduce us into recapit- 
ulating the errors unconsciously committed 
by the adults who have been previously 
responsible for their welfare. They will 
resort to any device which might persuade 
us to “wink” at even the tiniest delinquency. 
One of the most difficult problems is cer- 
tainly in resisting the ever-present tempta- 
tion to do just this. But the staff person 
who is foolish enough to walk away from 
a “negligible” act of defiance inevitably 
finds that he has practiced a false economy. 
His quite natural and often weary hope that 
the trouble will “just go away” is never 
realized. A great deal of stamina is required 
to keep at least abreast, and preferably 
ahead of, the seemingly endless series of 
tasks with which these patients provide us. 


SuMMARY 
It is not only difficult but would be im- 
possible to meet the challenge presented 
by these youngsters if we were not able 
to enjoy a genuine and mutually sup- 
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portive interest in working with them. This 
program has been developed as a highly 
cooperative, closely coordinated effort on 
the part of the entire staff. Particular em- 
phasis has been placed on attempting to 
establish a ward atmosphere in which in- 
tensive individual and group psychotherapy 
can be conducted against a background of 
dynamic social reality, rather than in the 
kind of environment which licenses the 
"crazy, mixed-up” behavior of hopelessly 
wayward youth. 
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y haddeus P. Krush, M.D. (Omaha, 
br.) "The authors state as their thesis 
t “a hospital social environment which 
i Provide , . . specific kinds of psycho- 
DN al support" for adolescent patients 
i izes a program “which will consistently 
Sure the failure of pathological character 
enses,” 

gn throughout the article such words and 
ases as “challenging,” “final act of des- 


» "psychological pressures . . . appli 
tlessly,” "insure conformance, “defi- 
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nite-almost-Victorian standards . . . have 
been stringently enforced,” “must maintain 
regular hours,” “strict taboos . . . against 
profane and obscene language,” “certain 
types of behavior ... are regarded as too 
unthinkable even to merit taboos,” “enforce 
standards of scholastic performance,” and 
“frightening and inspiring challenge,” ap- 
pear to me to subsume a moralistic concept 
of disease. While such a concept may be a 
valid one to apply to certain selected in- 
dividuals with the presumed goal of creat- 
ing a neurotic conflict which may then be 
psychotherapeutically treated, it is, in the 
main, at variance with my impression of the 
majority of mentally ill adolescents char- 
acterized by anti-social behavior. 

Since the individuality of their problems 
demands individualized assessment and 
treatment, it would be foolhardy not to con- 
cede that a theory and practice of limits 
must be devised for each psychiatric hospi- 
tal and, on this basis, one cannot challenge 
the authors for this particular adolescent 
unit. However, I should like to raise a num- 
ber of questions : If one selects only those 
individuals who “must have some little po- 
tential for impulse-control” is not one then 
avoiding the problem of treating the more 
seriously mentally ill adolescents ? Does 
not “insistence that the authority of each 
and every staff member is absolute” suggest 
that wellness consists of taking on the out- 
ward manifestations of behavior of the 
staff who may come from quite different 
social backgrounds than their patients ? 

If one concedes that “Sir-ring” and 
*Ma'm-ming" is indicative of inner-control, 
do there then occur explosions of behavior 
in other places such as, for instance, at those 
times when staffing is thin? If one takes 
"success . . . for granted" and “failures in- 
variably noted,” what is then of value to 
the individual ? I should also be interested 
in knowing how many individuals must be 
screened out to obtain the relatively homo- 
geneous group of mentally ill adolescents 
described here, and any indications of 
results as indicated by follow-up. 


PROBLEMS IN ESTABLISHING AND MAINTAINING 
PSYCHIATRIC UNITS IN GENERAL HOSPITALS + 


A. E. BENNETT, M.D.? 


With mental illness our most expensive 
single health problem, the failure to get 
patients early enough for effective treat- 
ment is one of psychiatrys most urgent 
problems. The cost to American tax payers 
for state hospital patients is over $1 billion 
a year, with about $2 billion lost in earning 
power. In some states the cost amounts to 
about one third the budget. In addition are 
the large sums spent on thousands of men- 
tal patients in the Veterans Administration. 
Much of the heavy outlay goes down the 
drain because it represents cost for care, 
not cure, of mental illness. Although the 
overall level of state hospital care has im- 
proved greatly in recent years, in some 
states it is still close to the old asylum con- 
cept. State hospital medicine as it now ex- 
ists can never be the answer to the problem. 
In my opinion, an era of revolution is radi- 
cally changing our concept of the treatment 
of mental illness, State hospitals will even- 
tually care for only chronic custodial cases, 

General hospital psychiatry offers the 
great hope for changing this picture, by 
treating mental illness early and preventing 
chronicity. Psychiatric facilities have great- 
ly expanded in general hospitals since 
World War II. 

Our survey of all the psychiatric depart- 
ments in the United States in 1952(1), 
showed only 279 U. S. units considered to 
be adequate treatment centers. Four years 
later this number had jumped to over 600 
units. This encouraging increase is still a 
far cry from the minimum 10% of beds 
needed for psychiatric patients in all larger 
general hospitals. 

Most psychiatrists, I am sure, would 
agree that psychiatric illnesses are best 
treated in the local communities, and that 
general hospitals can easily provide psychi- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

? From the A. E. Bennett Neuropsychiatric Research 
Foundation, Department of Psychiatry, University of 
California Medical School, San Francisco, and Herrick 
Memorial Hospital, Berkeley, Calif. 
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atric care that brings about recovery. There 
is a growing tendency over the nation to 
provide more community service clinics, 
guidance centers and general hospital out- 
patient and inpatient facilities, After 35 
years experience in private psychiatric 
practice, I find this method of treatment 
our best means of preventing serious 
chronic mental illness, with its associated 
economic and personal drains. Money thus 
spent will ultimately solve the problem of 
overcrowded state hospitals. The present 
problem is largely one of education of medi- 
cal and hospital administrators and staffs. 


PROBLEMS IN INSTALLING PSYCHIATRIC UNITS 

The problem of installing a psychiatric 
unit in a general hospital by experienced, 
well trained personnel is not difficult. The 
problems of physical facilities and of archi- 
tectural and layout plans are easily solved. 
Most departments need little change from 
the ordinary medical or surgical units ex- 
cept for a few extra safety precautions, 
larger day room and recreational areas, 
change in nurses’ station, seclusion facilities 
for disturbed patients and private interview 
rooms for psychotherapy. 

The main problem is the orientation and 
education of community leaders, hospital 
administrators, and the general medical 
profession as to treatment of the mentally 
ill in general hospitals. Prejudice, fear and 
general misunderstanding about mental pa- 
tients and so called insane persons must be 
overcome. Psychotic patients are considered 
very disturbed people, uninhibited and giv- 
en to violence, who must be locked up. 
Actually, very few patients lose emotional 
control except for short periods and they 
can quickly be brought into control again 
by experienced, understanding personnel. 
True, many patients are out of contact with 
reality for long periods, but their external 
behavior does not require their being iso- 
lated from the average social group. Most 
of them are fearful; timid, shy, withdrawn 
or retarded and do not disturb others. 

Once the general hospital medical and 
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administrative personnel accept these facts, 
a department suited to community needs 
can be readily and economically organized. 
In my experience, most hospitals want to 
start with a very small unit, primarily de- 
signed for the temporary care of disturbed 
patients with postoperative or medical de- 
liria or suicidal ideas. Such a beginning is 
a mistake, but is better than none at all. 
Invariably the demand soon exceeds the 
bed supply, and the department has to be 
expanded if it is to be operated successfully. 
I would estimate a minimum of 20 beds, for 
economic maintenance. Some departments 
have been abandoned for financial reasons, 
but most units of 20 or more beds have 
not only paid their way but have grown 
into larger departments. 

The most important step in establishing 
a department is to obtain the services of 
competent psychiatric personnel. First, the 
chief psychiatrist or organizing committee, 
preferably with general hospital experience, 
should be chosen in order to give mature 
direction and leadership. The chief psy- 
chiatrist has the responsibility of integrat- 
ing the unit into the general hospital; he 
must have had enough experience to work 
With all acute psychiatric syndromes and 
neurologic disorders with mental symptoms. 
He must also be able to cooperate with re- 
erring physicians and heads of other de- 
Partments and with the administrative staff. 

Next in importance is the selection of the 
nursing staff, who must be mature, emo- 
tionally stable, dedicated persons with 
Postgraduate training in psychiatrie nurs- 
ing. As a rule the best nurses are new 
graduates who are sent to good centers for 
Postgraduate training, rather than state hos- 
Pital nursing personnel. The head nurse 
Must be selected with the same care as the 
thief psychiatrist. A good inservice teach- 
"8 course for undergraduate nurses, in- 
ems, and psychiatric residents is also very 
«portant, These students stimulate and 
"Courage the staff to provide the best in 
caching and as a result better patient care. 

anning the ward's layout with the archi- 

t should be the combined responsibility 

t le chief psychiatrist, nursing staff and 
Ospital administrative staff. Despite the 
Present trend toward open wards and the 

ta good many successful open units 


are now operating in this country, it is my 
personal experience that we need a fifty- 
fifty proportion of closed and open units. 
The psychiatric unit should preferably 
not be isolated and I am convinced that 
complete segregation of the sexes is not 
necessary. Any ordinary hospital wing can 
be remodeled, by the removal of suicide 
hazards, with such protection as inside 
screening of windows and locking of out- 
side doors. The department should provide 
consultation and examining offices for 
physicians and nurses. For most patients, 
semiprivate rooms are better than private 
rooms, because they need group adjustment 
at meals and activities, nor are private baths 
and utility rooms essential ; only a seriously 
ill or disturbed patient requires privacy, 
when seclusion rooms are necessary. Ad- 
ditional space includes a dining room and 
recreational and occupational therapy de- 
partments. The physical plant, however, is 
secondary to personnel in operating a suc- 
cessful department. A good psychiatric 
staff can function well with inferior equip- 
ment, whereas the best equipped depart- 
ment will be a failure with poor personnel. 
Psychiatrists in private practice associat- 
ed with general hospitals have the re- 
sponsibility of raising the level of medical 
practices and services within the walls of 
the general hospital, so that it becomes 
truly general. This means active participa- 
tion by the psychiatrists in the medical 
staff functions, county medical associations 
and other such medical activities. A. psy- 
chiatrist is first of all a physician and must 
assume all the responsibilities of giving 
good medical care to his patients. No un- 
qualified practitioner should be allowed to 
care for psychiatric patients, just as no un- 
skilled doctor would be allowed to perform 
operations. Attending psychiatrists must 
have modern ideas and be able to work 
well with the professional and nursing staff. 
Rules and regulations, uniform and strictly 
adhered to, must include all nursing prob- 
lems in order to make the work interesting, 
instructive and efficient. Medical practition- 
ers should have access to the psychiatric 
department for the care of deliria, compli- 
cating medical and surgical diseases, but 
strictly psychiatric patients should be re- 
ferred to the psychiatrist. Free communica- 
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tion with other medical colleagues on the 
psychiatric service should be encouraged ; 
in our experience such consultive service 
does more than anything else to break down 
the prejudice and misconceptions concern- 
ing the operation of a psychiatric unit. 
Problems concerning economic operation, 
selection of patients, admission procedures 
and the general administration of a psy- 
chiatric department should be solved by a 
committee of psychiatric staff, nursing staff 
and administrative staff at a hospital. This 
committee should set up the n 
rules and regulations for a department and 
inform the entire medical staff regarding the 
need for them. In some instances legal 
opinion concerning certain legal responsi- 
bilities of the hospital and the general 
ri PN of the department may be 


A few departments have been established 
in various parts of the United States and 
after some months or years of operation 
have been abandoned. I think it is extreme- 
ly important for us to learn the reasons for 
these setbacks, and I have tried to obtain 
some information beyond that of my per- 
sonal experience, which includes one or 
two interesting items. 


SPECIAL PROBLEMS 


During the mid-thirties a 13-bed unit 
for women only was opened in the Metho- 
dist Hospital in Omaha and was closed after 
several years of operation. This department, 
poorly organized to begin with, had no spe- 
cial facilities for disturbed patients. This 
made for uneconomical operation during 
the depression years in a hospital in serious 
financial straits. Also in Omaha I organized 
in 1935 a 40-bed unit at the Bishop Clark- 
son Memorial Hospital and successfully 
operated it for over 10 years. There was no 
criticism of the operation and economics 
of the department, especially during the 
depression years, when the hospital needed 
the extra revenue, However, the end of the 
war and the return of many physicians to 
private practice brought a definite short- 
age in general hospital beds throughout the 

area, and considerable resentment de- 
veloped among members of the medical 
staff because of the fact that psychiatry 
occupied almost 20% of the hospitals bed 


PROBLEMS IN ESTABLISHING AND MAINTAINING PSYCHIATRIC UNITS 
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capacity. At about the same time a change 
in the hospital lay administrative board 
brought strong interest in providing extra 
medical, obstetrical and surgical beds. It 
was proposed that I build a unit outside of 
the hospital along the lines of a sanatorium. 
When I refused to consider this, a reduc- 
tion in psychiatric beds was requested, de- 
spite the fact of frequent waiting lists and 
inability to care for acute emergencies. The 
hospital board finally decided to close the 
department, with a year's notice. My entire 
organization then moved to California, 
where we set up the State's first department 
in a private general hospital. I attribute 
the closing of the department to prejudice 
on the part of the hospitals controlling 
board, which was somewhat hostile to the 
psychiatric service ; and to general practi- 
tioners who considered that psychiatric 
treatment was growing disproportionately ~ 
to other departments. Here is a good ex- 
ample of poor communication between psy- 
chiatry, the general medical staff and the 
administrative board of the hospital. With 
a better relationship some means would 
have been found to expand the hospital and 
meet the needs of all departments, without 
discriminating against psychiatry and a 
flourishing department. 

St. Luke’s Hospital, in Spokane, Wash- 
ington, was another example of a successful 
psychiatric department which nevertheless 
closed about 5 years ago. According to the 
administrator who helped organize the 
unit, the state laws poorly protect hospitals 
or private physicians caring for mental 
patients. For instance, a patient who had 
asked to be released from the hospital had 
later sued the hospital for being held 
against his wishes—someone had failed to 
obtain a court order; as a result the pa- 
tient obtained a court judgment against 
the hospital Although the sum, covered 
by insurance, was paid by the insurance 
company, the board of trustees decided 
that the hospital could not afford the in- 
surance rates and the legal risks of operat- 
ing the psychiatric unit and therefore made 
the department over into a geriatric unit. 
This was a serious setback to general hos- 
pital psychiatry in the State of Washington. 

Malpractice problems such as this one 
are a most serious deterrent to the organiza- 
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tion of psychiatric units in general hospitals, 
Far too many unjustified suits have been 
brought against psychiatrists in recent 
years. This problem seriously affects all of 
us. I know of a San Francisco hospital, in 
which legal opinions concerning potential 
malpractice problems caused a plan to be 
abandoned that had been worked out and 
otherwise approved. Accidents to psychi- 
atric patients under treatment do constitute 
a risk; the paranoid patient, for example, 
can almost always get some lawyer to take 
up his case on a contingent fee basis and 
start suit against the doctor and the hos- 
pital. The private practice section of psy- 
chiatry in the American Psychiatric As- 
sociation should study this problem and 
Work cooperatively with the committee of 
the American Medical Association to obtain 
adequate legal protection. In my opinion 
there is need for change in statutes with 
Tespect to some of these problems. We must 
have some recourse against unjustified suits, 


HEALTH INSURANCE 


_A further deterrent to successful opera- 
tion of the psychiatric unit in a general 
hospital is the discrimination against psy- 
chiatric treatment by many Blue Shield and 
Blue Cross voluntary prepayment health 
Insurance plans. Without uniform coverage 

ough the voluntary prepayment insur- 
ance plan for all patients sick enough to 
‘quire treatment in an accredited hospital, 
Increasing costs of psychiatric treat- 
"d In general hospitals will hamper the 
evelopment of such units. Without ade- 
ES Coverage, families have to make 
Mei financial sacrifices to keep the pa- 
ma Under treatment in a psychiatric unit, 
Hs though the average stay is less than 
ya ys. Definite improvement has taken 

ce in that 77% of Blue Shield plans 
Pl ar the country give at least some 
pip coverage. We should all pay at- 
Which f to the successful Cleveland Plan, 
treatm, Or 20 years has included psychiatric 
"n ent, without increasing the cost to 
haiti We must keep on showing in- 
for = companies that they already pay 
subter, episodes of mental illness under 

s nee diagnoses; and we must work 
dustrisl mental hygiene organizations, in- 
unions and other lay groups to 


demand that prepayment, voluntary health 
insurance plans do not discriminate against 
mental illness. 


SUCCESSFUL UNITS 


Finally, I would like to call attention to 
a few of the successful units that have 
operated for many years in general hospi- 
tals, to the complete satisfaction of the 
boards of control, hospital administrators, 
nonpsychiatric medical staffs and private 
practicing psychiatrists. I sent a brief ques- 
tionnaire to a representative number of 
administrators of hospitals with psychiatric 
units, to obtain up-to-date information 
about the success of operation of such de- 
partments, the rates charged per day, the 
amount, if any, of Blue Shield insurance 
coverage, the advantages and disadvantages 
of these units and any important problems 
involved in operating them. I also requested 
rather full information about any known 
cases of unsuccessful operation or closing of 
a psychiatric department in a general hos- 
pital. The hospitals were selected by sec- 
tions and geographical areas to give a good 
overall view. The following is a summary 
of the information obtained : 


Galveston, Texas, St. Mary's Hospital : Their 
charges run from $10.00 to $21.00 per day 
according to accommodation, with Blue Cross 
coverage of $10.00 per day for up to 120 days. 
Their principal problems have been the proper 
orientation of the general medical staff, the 
lack of sufficient trained personnel, and not 
enough beds to meet the demands. The ad- 
vantages include speedy consultation within 
the general hospital willingness on the part 
of patients and families to accept treatment 
within the hospital, and improved understand- 
ing of psychiatric treatment problems by the 
patient's relatives. The unit has proved to be 
a great teaching aid for interns and nurses; 
e.g. the development of a shock therapy re- 
covery room with all facilities has eliminated 
the problem of complications and facilitated a 
rate of 20 to 25 treatments per day. 

Henry Ford Hospital, a completely open 
unit from the beginning with a full time medi- 
cal staff, has been in successful operation in 
Detroit for over 30 years; it charges up to 
$27.00 a day and has full Blue Cross coverage 
for 30 days. The advantages they stress are 
Blue Cross coverage, a consultation service 
within the hospital, and the preference for this 
type of treatment on the part of patients and 
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families. I would like here to give credit for 
this splendid record to Dr. Thomas Heldt, the 
organizer of this department and a pioneer 
in the field. 

Barnes Hospital in St. Louis: charges run 
from $17.00 to $26.00 per day with full Blue 
Cross coverage. They list no problems and 
stress as advantages the complete integration 
of all specialties in medicine within a general 
hospital. 

A general hospital in Chicago charges $22.00 
to $25.00 per day, with full Blue Shield cover- 
age up to 120 days. The important problems 
they list as follows : difficulty in adequate un- 
derstanding between management, including 
nursing administration, and psychiatric per- 
sonnel over specific psychatric needs, Because 
of lack of understanding, some administrative 
decisions may be made without due consulta- 
tion and may be entirely inappropriate for the 
functioning of the unit. They list a large num- 
ber of advantages : adequate care of patients 
who develop psychiatric disorders within the 
general hospital ; the educational value to the 
resident staff and attending staff, the advan- 
tages to the community for care of the mentally 
ill in an inclusive medical environment on a 
voluntary basis. Further advantages come from 
the enlightenment of families about the proper 
treatment of the mentally ill and through them 
the enlightenment of the general public and 
their confidence in the treatment methods. 
Their main problem has been the small size 
with which they started, but which it is now 
planned to expand fivefold. Most of their prob- 
lems lie within the department itself, such as 
Paroman) problems, and none are insurmount- 
able. 

St. Mary's Hospital, Rochester, Minnesota : 
charges $16.00 per day, with partial Blue Cross 
coverage (amount not listed). The principal 
problems are the obtaining of adequately 
trained nursing and occupational therapy per- 
sonnel, The listed advantages are short term 
care for acute cases and help for psychiatric 
problems in a large number of hospital patients 
with other disorders. These patients are trans- 
ferred temporarily to the psychiatric unit. 
Their nurses receive more complete training 
by psychiatric affiliation, The principal prob- 
lem has been to get patients and families to 
accept the need for a closed unit, The non- 
psychiatrie profession, dubious at first about 
such a unit within a general hospital, are at 

present practically all supporting it. 

Jackson Memorial Hospital in Florida : rates 
are $16.00 per day, with full Blue Cross cover- 
age. They list among problems: first, insuf- 
ficient beds to care for the needs ; second, in- 
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sufficient personnel to adequately cover a full 
treatment program ; and obtaining more funds 
for construction and adequate salaries in order 
to retain skilled personnel. The advantages 
are : the treatment is given near at home, and 
there is early return of the patient to the 
community. 

Queen's Hospital, Honolulu : charge $19.00 
per day with no prepayment voluntary health 
insurance coverage. The principal problem is 
the physical plant. Their 10-bed ward is not 
suited to the proper care and treatment of 
both disturbed and nondisturbed patients, A 
separate 4-bed unit for disturbed patients was 
recently closed as being too expensive. Some 
private rooms are also available. The principal 
problem is economic, with no support from the 
city or county or in voluntary insurance plans. 
The public in general does not understand the 
necessity for the high cost of psychiatric care. 
The principal advantages are: it avoids com- 
mitment; it is an open unit with no bars or 
locks. 

Tulsa, Oklahoma, Hillerest Memorial Hos- 
pital: charges $21.50 per day, with Blue Cross 
coverage of $17.85 per day for up to 30 days. 
Their only problem is lack of space. The unit 
has been a success from the day it started ; 
it does not show a large profit but stays in the 
black; formerly, patients had to be held in 
the county jail prior to state hospital commit- 
ment. Now patients are treated here, most of 
them recover and are sent back to their jobs 
and families without the stigma of commit- 
ment. They state, “Our success in curing pa- 
tients has been phenomenal and it is a valued 
asset within the community. We believe this 
is the proper way to care for the mentally 
disturbed patients." 

Ogden, Utah, St. Benedict’s Hospital : 
charges $17.00 per day, with Blue Cross cover- 
age of $14.00 per day for 21 days. These pa- 
tients are said to prefer coming to the gener 
hospital, where there is no stigma. This type 
of patient is often admitted to the general 
ward of the hospital anyway and it is a great 
advantage to have a department with trained 
personnel within the hospital, to give adequate 
treatment. 

Portland, Oregon, Holiday Park: charges 
from $18.00 to $24.00 per day, with Blue Cross 
coverage of $13.50 per day for 21 days. The 
important problems : higher cost of operating 
the department because of higher complement 
of trained nurses, plus premium salaries and 
incidental expenses encountered within the de- 
partment. The established rates do not cover 
expenses except with a 90% occupancy. Due 
to fluctuating census, the revenues do not 
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meet the departmental operating expenses. The 
principal advantages are a service valuable for 
experience of rotating medical interns and resi- 
dents within the department; a community 
service not provided elsewhere in the area ; and 
the recovery in the majority of acute cases 
within a few weeks' time. 

A hospital in Kansas failed to give much 
information ; apparently the hospital adminis- 
tration is critical of the operation of the psy- 
chiatric department. Economics are stated to 
be very serious ; too many long-stay patients 
awaiting transfer to state hospital hamper 
treatment programs. Their problem is appar- 
ently different from the usual private hospital 
in having to hold patients for transfer to public 
hospitals. 

Des Moines, jowa, Des Moines Methodist : 
rates are $19.00 per day with full coverage by 
insurance for 30 days. The problems are : in- 
sufficient number of psychiatrists; some diffi- 
culty in finding suitable staff. The advantages 
are: facilities within the city for treatment of 
acute cases; proper setting for treatment; 
easy transfer from other departments; in- 
creased scope of hospital service to, communi- 
ly ; removal of stigma often attached to mental 
hospitals, Closing of the department "is un- 
thinkable," 

Jefferson Hospital, Philadelphia : rates are 
$19.00 to $25.00 per day with Blue Shield 
Coverage of $19.00 per day for 3 weeks. No 
important problems, only the lack of space 
or expansion. Advantages are rapid return of 
Patients to community, avoiding commitment 
to state hospitals, 

errick Memorial Hospital, Berkeley: 
charges $25.00 per day with no Blue Shield 
Coverage. We have had our problems. Since 
we established the first unit in a private general 
Pspital in California, in pioneering we have 

to overcome many obstacles. Medicolegal 
Problems have been number one. For 26 years 
Prior to coming to California my group never 
E E malpractice suit, In the past 10 years 
ere had to defend suits for such things 
a uicide, suicidal attempts causing fractures, 
dene ful death,” patients held in hospital 
ney, anding release, and threats of many others 
Nr brought to trial. The total lack of in- 
Er Coverage for our patients has been a 
needa vous drawback to carrying out the 

"ed hospital treatment, forcing many pa- 


tents to premature outpatient treatment or 
commitment to state hospitals. 


We have not been very successful in find- 
ing hospitals that might have closed out 
their departments. The American Hospital 
Association stated that it has no information 
on the closing of such units. The letter 
pointed out "the growing trend to establish . 
psychiatric units in general hospitals rather 
than the reverse and there is a great deal of 
interest among all hospitals throughout the 
nation on the subject.” - 


SuMMARY 

Any hospital interested in planning a 
psychiatric unit could obtain from the ad- 
ministration of any one of these hospitals 
or the chief of psychiatry, complete informa- 
tion which could be used to reassure the 
hospital medical staff and lay board. The 
establishment of a psychiatric unit is com- 
pletely feasible and it can be operated suc- 
cessfully with a minimal difficulty to the 
hospital. 

It is our responsibility to educate all 
concerned with the management of general 
hospitals that these units increase the in- 
stitution’s usefulness and value to the com- 
munity, enrich its training program for in- 
terns, nurses and staff doctors, and open 
up new research vistas. Besides all this, the 
hospital becomes truly a general hospital, 
a term misnomer as long as it excludes one 
of the commonest of all disorders. 

The facetious remark that what America 
needs is a good five dollar psychiatrist 
should be interpreted as a challenge. All 
general hospitals from now on must pre- 
pare to take over complete treatment of 
acute mental illness. All psychiatrists should 
become crusaders and move into general 
hospitals to take their proper role in this 
new era of medicine. 
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In this country we have made great prog- 
ress in creating new facilities for psychia- 
tric outpatient treatment. Generally these 
clinics operate with long term psychother- 
apy as their major treatment plan. Soon 
after the clinic is established, a familiar 
pattern asserts itself: the overwhelming 
demand for service quickly gluts up the 
lines which feed into the clinic from the 
community(1). With the subsequent 6-12 
month waiting list and the need for pre- 
cise scheduling of patients, the clinic loses 
any ability to deal with the earliest mani- 
festations of mental illness, at the time 
when we can probably be most helpful, i.e., 
during the crisis situation before the psy- 
chiatric illness has been incorporated 
deeply into the personality. 

In order to treat patients when they 
most need help, the psychiatric clinic must 
preserve for itself a large area of flexibility ; 
it must create an administrative system 
whereby people can walk into the clinic and 
have an appointment with the psychiatrist 
that day. The psychiatrist who sees the pa- 
tient must have the scheduling flexibility to 
see the patient whenever necessary during 
the critical period. Furthermore, the clinic 
should devote considerable effort to de- 
velop techniques for its “emergency psy- 
chotherapy” which will be quite different 
from those used when more time is avail- 
able to the patient and therapist. 

When the psychiatric department was 
formed at the Bronx Municipal Hospital 
Center several years ago, it was decided to 
devote considerable attention to this area 
of mental health where we are so deficient, 
by creating a special service. This service 
was formed by taking a few hours from 
each resident’s day. By staggering these 
hours we are able to provide a 24-hour 
service which sees all psychiatric patients 

1Read at the 114th annual meeting of The 
American Psychiatric Association, San Francisco, 
Calif., May 12-16, 1958. 

? Department of Psychiatry, Albert Einstein School 

of Medicine, Bronx Municipal Hospital Center, N. Y. 
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who enter the hospital This "emergency 
service" can then either refer the patient 
for inpatient or outpatient treatment or can 
continue treatment on emergency service 
time, In short, patients are seen immedi- 
ately under conditions which permit early 
diagnosis and treatment. The remainder 
of this paper will deal with areas in which 
we believe we offer unique help to the 
mental health problems of our community. 


EMERGENCY PSYCHOTHERAPY 


One of our original assumptions was that 
a great many psychiatric problems exist 
which need only 1 to 5 psychotherapeutic 
sessions for a significant kind of help. Our 
definition of this type of therapy is the fol- 
lowing : a dynamically oriented supportive 
psychotherapy utilizing various therapeutic 
manoeuvres to restore a person's pre- 
viously effective defensive structures. In 
our clinic, emergency psychotherapy be- 
gins the moment the patients situation 
is assessed and the psychiatrist feels that 
this is the optimal form of therapy. 

The patients whom we generally treat as 
emergency cases are those who have shown 
some form of acute neurotic or psychotic 
decompensation. While many such patients 
may have to be referred to other forms of 
care, there remains a large group for whom 
brief psychotherapy is indicated. We feel, 
as does Querido(2), that psychiatric hos- 
pitalization has so many aspects detrimen- 
tal to the patient (loss of social self, loss of 
family contact, and the tendency to further 
regression) that wherever possible we try 
to avoid this by emergency outpatient 
treatment, 

Reinforcing a patient’s previously exist- 
ing defensive structures may be accom- 
plished in many different situations and by 
using widely varied techniques(3). 


T., a 38-year-old divorced houseworker was 
brought into the emergency clinic following 8 
suicidal attempt. She had taken 6 to 10 sleep- 
ing tablets following a double catastrophe : she 
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had been fired from her job of taking care of 
children to whom she was devoted; and her 
boy friend, "the first man who ever gave me 
a Christmas present", left her. Depressed, but 
not severely enough to require hospitalization, 
she could be followed closely on an outpatient 
basis. The resident psychiatrist was impressed 
by the ego resources this girl had shown until 
now in spite of a deprived early life as a 
severely abused orphan. In the past, her ability 
to work hard and effectively, and caring for 
children in her housework jobs had been her 
chief defense against depression. She gave to 
these children what she had never received 
herself. It is noteworthy that the psychiatrist 
involved was female and felt not only sym- 
pathy, but a genuine respect for this girl. Dur- 
ing the first interview, the psychiatrist decided 
it would be appropriate to tell the patient how 
much she had personally been moved by the 
story ; not to sympathize with the deprivations, 
but with the patient's courage in overcoming 
them. This was her basic attitude in the suc- 
ceeding interviews while the patient was al- 
lowed to ventilate about her life and the crisis 
that preceded the suicidal attempt. 

A second decision made in the first inter- 
View was to advise the patient to get a job 
that offered security, human kindness and re- 
sponsibility towards children as soon as pos- 
sible. In short, to return to her previous type 
of employment. The patient was encouraged 
to spend the night with a girl friend. The de- 
Dressed affect lifted after each interview. By 
the end of 5 interviews, the patient had se- 
cured a congenial housework job among 
friendly people and told the therapist that she 
felt like herself again and that further inter- 
views would not be possible because of her 
Work schedule, 


What had the therapist done? In essence 
she had permitted some mourning work to 
be done under circumstances which were 
calculated to prevent further regression 

Y emphasing the patients traditional 
Strengths, The patient was gratified by the 
Pice and respect of the female therapist, 

"tin such a way that her own self-respect 
4s an adult was increased, not diminished. 

ith this she had a clear road back to her 
aos state of ego functioning. We can 
to 4, SPeculate what might have happened 

0 this patient if she had been hospitalized 
ad therapy had allowed greater latitude 

T regression. 


E 4 26-year-old white married housewife, 
© to the emergency clinic in a near panic 
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state because of obsessions that she had devel- 
oped about her son, 7 weeks old. These were 
initially centered around the fear that the baby 
was retarded, but lately she had developed a 
fear that she might throw the baby out of the 
window. The therapist who saw her the first 
time felt that her anxiety was so great and 
her ego so crippled that she was entering into 
a postpartum psychosis. Among the relevant 
factors in her history uncovered at this time 
were : 1. Obsessional patterns of dealing with 
the world, including great ambivalence and 
thought omnipotence; 2. Many realistic rea- 
sons why she wouldn't have wanted this 
(third) child. Most of the latter centered 
around her husband's recent series of accidents 
which now made him unemployed. Indeed, a 
major accident which happened to her husband 
in the first month of her pregnancy, she at- 
tributed to her being angry with him that 
morning and omitting her usual ritual of tell- 
ing him to be sure to take care of himself. 

The psychiatrist in this case decided on a 
course of therapy in which the following 
points were to be emphasized: 1. Fears that 
the baby was retarded would be reality tested ; 
2. The patient would be given some insight 
into her negative feelings about the baby with 
some reassurance that these feelings were 
understandable under the circumstances and 
not shocking ; 3. This would be reduced to a 
formula for the patient to “understand” the 
obsession. We were not aiming at a true 
understanding here—almost the reverse: the 
erection of an intellectual defense to enable 
better control of the feared wish ; 4. In each 
interview the therapist would clearly spell 
out the difference between a wish and an 
action. Concurrent with this the patient was 
given Thorazine and, when told of her sched- 
ule of appointments, it was emphasized she 
could also return whenever necessary. In the 
course of the next 5 appointments the patient's 
anxiety diminished and her obsession disap- 
peared. Follow up 3 months later revealed the 
patient to be mildly nervous and over-protec- 
tive of this child; otherwise, she had no com- 
plaints. 

In other cases of this nature it has been 
found to be of enormous relief to the pa- 
tient if spontaneous expressions of the 
positive side of the ambivalence towards 
the child can be skilfully elicited and then 
pointed out. Also, statements which help 
the patient to maintain the ego alien quality _ 
of the obsession (“this frightening idea that 
comes to you”) can be helpful at times. 
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We have been struck by the frequency 
with which we see this type of postpartum 
reaction, We have the definite impression 
that this reaction is more common in the 
community than is generally realized. If 
this is so, it follows that the "spontaneous" 
cure rate is very high and suggests the pos- 
sibility of examining the mechanism by 
which these "spontanteous" cures operate. 
During the operation of our clinic we have 
been impressed that this situation exists in 
the area of psychosis in general, i.e., psy- 
chotic decompensations are more prevalent 
and self limited than previously thought. It 
seems very likely that the psychiatrist can 
do things which aid the forces already in 
the patient tending towards recovery or he 
can urge upon the patient a therapeusis 
that demoralizes these forces. 

Frequently certain unpredictable quali- 
ties of the patient-doctor relationship ap- 
pear to be responsible for dramatic changes 
in the patient's status. 


In one memorable instance a 99-year-old, 
twice hospitalized schizophrenic male came in 
almost totally incoherent and disorganized by 
anxiety. At first the resident felt that imme- 
diate hospitalization was mandatory. As the in- 
terview progressed and he understood the pa- 
tient better he realized that the crisis in this 
man’s life was the fact that he had just been 
told his wife was pregnant. In the absence of 
material as to why this should be so stressful, 
the resident responded (truthfully) that he 
too had just been told his wife was expect- 
ing a baby and it was no easy thing for a man 
to adjust to. The patient responded to this 
with considerable warmth and clarity. At the 
end of the interview the resident decided to 
follow him on an outpatient basis with the 
aid of tranquilizers. The patient was seen a 
number of times in the next few weeks and 
followed at monthly interviews during his 
wife's pregnancy, always with the common 
problem kept in the foreground. After the sec- 
ond interview he went back to his job and 
apparently was able to borrow some ego abili- 
ties from the therapist, since both survived the 
termination of their wives' pregnancies. 


In this case as with many others, once the 
acute period is over, the patient can be 
followed by the emergency clinic at longer 
intervals. Many patients may be carried in 
this manner for the rest of their lives, For 
others, the knowledge that they can im- 
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mediately return whenever necessary to a 
place where their problems are understood 
gives them the ability to carry on. Further- 
more, it means that the families of these 
patients can tolerate more aberrant be- 
havior without becoming over-anxious and 
creating new unhealthy pressures on the 
patient. 

In passing we wish to note that this form 
of therapy is extremely demanding of the 
psychiatrist. It takes a fair amount of ex- 
perience with patients and a wide knowl- 
edge of dynamic principles in an anxiety- 
free therapist to enable him to make the 
rapid judgments and the therapeutic 
maneuvers necessary for successful emer- 
gency treatment. Some residents who have 
their own private conception of the analytic 
model tend to resist a form of therapy that 
calls for greater activity on their part. In 
our clinic this therapy is only performed 
by third-year residents and fourth-year fel- 
lows. 


OUTPATIENT EST 


At any given time we have about 8 to 12 
patients who need EST and who can have 
this form of therapy and remain in an out- 
patient status. Although this is part of the 
emergency service, at present we feel that 
it has not been organized in the best pos- 
sible way. It would seem that social 
efforts, which would make it possible for 
more patients who are not suicidal risks 
to stay at home and receive treatment as 
outpatients, should be pushed more exten- 
sively. Such efforts would focus on arrang- 
ing for transportation and baby sitters on 
the treatment mornings, and home care. We 
also think that an open-end group of O.P.D. 
EST patients should be formed in the 
future. 


CONSULTATION FOR SOCIAL AGENCIES 


One of the most valuable services that a 
clinic such as ours can offer is immediate 
consultation to the various social agencies 
in the area. Here we feel we are function- 
ing as a "back stop" for the social agencies. 
Not only do they send cases for whom they 
want advice on procedure, diagnosis, ap- 
propriateness for case work, etc., but they 
send us persons whom they may have ín 
case work and about whom the soci 
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worker is feeling anxious, A typical con- 
sultation of this sort would be for evalua- 
tion of a patient who, during the course of 
case work, has mentioned suicide. Gener- 
ally we find that the suicidal danger is not 
as great as the social worker feared. The 
mere fact that the social agencies know that 
immediate psychiatric consultations are 
available enables them to tolerate much 
more anxiety about their patients and help 
a wider range of cases than was formerly 
possible. Even agencies which have their 
own psychiatric consultants feel the need 
for emergency consultations and it is by 
no means unusual for a social worker in 
these agencies to direct the patient to us 
immediately after her casework interview 
because the social worker wanted help at 
that moment and felt she could not wait 
for her own consultant 


FOLLOWING CHRONICALLY ILL PATIENTS 


Many patients are followed by the emer- 
gency clinic on a highly irregular basis 
Which would not be possible if our out- 
patient department were rigidly organized. 
These patients simply drop in perhaps 
Once every month or two to renew pre- 
scriptions and maintain contact with their 
doctor. The continuing contact with the 
Same doctor is of great help in enabling 

em to carry on in the community. In this 
Category fall many of our chronic ambula- 
tory schizophrenics, Because of the great 
scheduling flexibility of our clinic, these 
Visits can be determined by the varying re- 
quirements of the chronic schizophrenic 
Patient and not by the clinic needs for pre- 
cise scheduling. When this patient goes 

rough a crisis period he knows he may 
Come in more frequently for help, always 
Seeing his original doctor and not a new 
one each time. If the situation becomes 
acute, he knows he can be seen on an emer- 
Seney basis day or night, and this knowl- 
edge is as valuable as any tranquilizer. 
ncidentally, we find that the service is 
seldom abused, As the patient's condition 
v? Proves, he resumes his more widely 
Paced contact with his doctor. 


SCREENING FUNCTION 


pm patients who come to the Bronx 
""hicipa] Hospital Center and who ask to 
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see a psychiatrist or are referred by an- 
other outpatient clinic, are initially seen by 
the emergency service. Our patient vol- 
ume has increased fourfold in the past 
18 months. During the past 6 months we 
saw 1,816 new patients in the emergency 
Clinic. 

One of the most interesting observations 
we have made is that we are sending 
slightly less than 10% of the patients we see 
on to long term psychotherapy, (151 out 
of the 1,816 new patients), and we have 
almost no waiting list for such treatment, 
(30-40 patients), whereas with our total 
clinic volume we might have expected a 
waiting list of close to 600 in the last 6 
months. A full year at this rate and our 
waiting list would be closed indefinitely, as 
is so frequently the case in other clinics. 

This has not happened to us because we 
are able to offer a broad range of out- 
patient therapies to the other 90%. Except 
for long term character problems, these 
people are not "screened out". On the con- 
trary we feel that they are getting a more 
appropriate form of psychiatric help and 
are getting it at the time they need it most, 
It is our feeling that this has frequently 
made it unnecessary to resort to the more 
extensive forms of inpatient and outpatient 
treatment. 

A vivid demonstration of how effective 
our emergency service is in this respect, 
came to us during June of last year, when 
half of our residents were on vacation. 
Those that remained were swamped with 
the burden of the same patient volume. 
During that month our referrals to long 
term psychotherapy were 25; on an aver- 
age month previously we referred 19-13 pa- 
tients to long term psychotherapy. It seems 
clear that when prompt brief treatment is 
not available, other longer and more ex- 
tensive treatments will be used. 


SuMMARY AND CONCLUSION 


An emergency psychiatric clinic has been 
established at the Bronx Muncipal Hospital 
in which patients are seen on a 24-hour 
basis and which offers immediate treat- 
ment as well as referral. The objective 
this clinic has been to reduce the barriers 
between patient and psychiatrist by making 
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it as as possible to see a psychiatrist 
at the time he is most needed. We feel this 
type of clinic offers a more flexible approach 
to psychiatric problems than is possible in 
most existing outpatient departments where 
therapy is too often determined by the 
clinic structure rather than the patient's 
needs. 

The major areas where this clinic can 
be of unique help are discussed, with par- 
ticular emphasis on emergency psycho- 
therapy. This is a form of brief therapy 
instituted immediately in many acute neu- 
rotic and psychotic decompensations. Here 
is an area which the traditional psychiatric 
outpatient clinic ignores, overlooking the 
possibility that the therapeutic rewards for 
prompt and appropriate intervention may 
be greater at the moment of crisis than at 
any time thereafter when the patient is 
totally decompensated and perhaps hos- 
pitalized. 

The techniques by which we attempt to 
restore the previously existing defensive 
structures of our patients have been dis- 
cussed. These techniques are constantly 
evolving. While our experience confirms 
the original assumption about the value of 
emergency psychotherapy and the efficacy 
of some of our therapeutic techniques, we 
are aware that the problem of proper scien- 
tific evaluation will be with us for many 
years to come. Complicating our evaluation 
will be our definite impression that there 
are many more cases of acute neurotic and 
psychotic decompensation in the communi- 
ty than we had previously thought, and 
many are resolved without recourse to a 
doctor. If this last observation is correct, 
it opens to us some interesting questions 
about the resources these patients use in 
themselves or others to promote their re- 
turn to their previous level of functioning. 
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This type of clinic allows great flexibility 
in providing follow up care where continu- 
ous patient-doctor contact, however brief 
or intermittent, is helpful. Many cases of 
chronic ambulatory schizophrenia fall into 
this category and their ability to live in 
the community is reinforced in many ways 
by caring for them in a program which is 
geared to their changing needs rather than 
the clinic administrative set up. 

We also help to “back stop" the com- 
munity social service agencies by providing 
immediate consultations for their emer- 
gencies, thereby extending the social 
agencies' willingness to cope with a broader 
range of community mental health prob- 
lems. 

Because we are able to offer a wide 
variety of immediate outpatient help, we 
find it is not necessary to refer as many 
patients to long term psychotherapy. We 
now have a very small waiting list for such 
treatment. 

The organization of our emergency psy- 
chiatric service is adaptable to other large 
psychiatric outpatient organizations. We 
feel that it merits adoption because it more 
closely fits the varying needs of many types 
of patients and tends to meet these needs 
at the optimal time. 
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REPETITION OF VERBAL SIGNALS : 
BEHAVIOURAL AND PHYSIOLOGICAL CHANGES * 


D. EWEN CAMERON, M.D., LEONARD LEVY, M.D., L. RUBENSTEIN AND 
R. B. MALMO, Pn.D.? 


We are reporting the results of an in- 
vestigation of the effects of repetition upon 
certain personality characteristics, namely, 
the self concept, attitude and the ability to 
form relationships. We are also reporting 
the effects of repetition on physiological 
function, namely, on ear temperature 
levels. 

Repetition of experience is an excep- 
tionally powerful force with respect to the 
modification of behaviour. It derives its 
power from the no less exceptional tend- 
ency for behaviour to undergo modification 
in consequence of experience. 

We have already reported studies of the 
effects of short term repetition of verbal 
signals derived from the patient's own com- 
munication(1, 2). Since the results ob- 
tained are determined by the content of 
the signals, we began to study the effects of 
signals designed by ourselves on the basis 
of our knowledge of the patient's dynamics 
rather than continue to depend upon ex- 
tracts from his communication. We also de- 
termined to greatly extend the period over 
Which the patient is exposed to repetition. 
A preliminary report of the effects upon a 
group of schizophrenic patients is in press 

3). F inally we have expanded our initial 
Studies(4) upon the effects of repetition of 
Verbal signals on physiological function. 


CASE MATERIAL 


Behavioural Studies : 

A core group of 8 chronic psychoneurotic 
cases was used, the duration of illness 
Tanged from 4 to 25 years and the ages of 

€ patients from 21 to 51. All had had 
extensive but unsuccessful treatment by 
other methods (Table 1). In addition a 
group of 7 illustrative cases was selected 


: " 
cn us at the 114th annual meeting of The Ameri- 
May chiatric Association, San Francisco, Calif., 

3 12-16, 1958. 

M From the Allan Memorial Institute of Psychiatry, 
ill University, Montreal, Can. 

Beant f Work was carried out with the assistance of a 

Ecology. the Society for the Investigation of Human 


(Table 2), which was designed to show the 
effects of certain aspects of repetition rather 
than to study repetition as a whole. 
Physiological Studies : 

Studies of the effects of repetition on ear 
temperatures were carried out on 13 pa- 
tients—5 schizophrenic, 5 psychoneurotic 
and 3 controls. 


PROCEDURE 
Behavioural Studies : 

l. Pre and post testing: We early 
recognized that no single test procedure is 
adequate to give a full or completely reli- 
able picture of the changes which take 
place in consequence of exposure to repeti- 
tion. For this reason we carried out the 
following checks :— 

Physiological Studies : 

The ear temperatures were estimated by 
a resistance thermometer 3 times daily for 
a control period of 7 days ; recordings were 
continued during the exposure to repeti- 
tion, which lasted for an average of 7 days, 
and during post-repetition for an average 
of 7 days; two patients were recorded for 
an extended period without exposure to 
repetition. 


PREPARATION OF PATIENT 
Three procedures have been found ef- 
fective in the following order : 
(a) Prolonged sleep (30 to 60 days) 
with concomitant repetition starting on the 


econd day. 
Y (b) Prolonged sleep with intensive ECT 


was used wherever pathological behaviour 
was strongly structured, e.g., in delusional 
and hallucinatory syndromes (5) and in ob- 
sessive-compulsive cases. | 

(c) Controlled bromide delirium with 
repetition starting at the onset of delirium 
was less effective. 


PREPARATION OF VERBAL SIGNALS 


Behavioural Studies : A 
The verbal signals were set up on 
basis of : 
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(a) the dynamics of the patient—par- 
ticularly of his repressed constructive action 
tendencies ; 

(b) the patient's picture of his ideal self 
as reported in the Qsort test. 

The first set of verbal signals employed 
was usually qualified. Later as resistance 
to repetition decreased the statement usual- 
ly was replaced by one which was un- 
qualified, e.g., “most people like you” was 
changed into “all people like you.” 

The vocal attitude, sex and language 
eliciting most acceptance of the signals 
were selected individually for each patient. 
The following is a statement employed with 
an insecure man with marked feelings of 
inadequacy and underlying hostility :— 
“People like you and need you. You have 
confidence in yourself. People appreciate 
you and turn to you because of your value.” 
An example of a statement used with an 
individual who had marked feelings of 
guilt over her own hostility is as follows : 
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—‘] like to mix with people, but when I am 
mad I can hurt their feelings and they like 
me anyway.” 


Physiological Studies 

A statement that the cooler ear would 
become warmer and the warmer ear cooler 
was set up. 


APPLICATION OF REPETITION 


Repetition was achieved by having the 
verbal signals put on a continuous tape and 
played for approximately 16 hours daily. 
The content and the presentation of the 
signals was changed from time to time as 
circumstances required. 


REINFORCEMENT 


This took the following forms : 

1. The nurse asked the patient to repeat 
and to indicate his degree of acceptance of 
the verbal signals every 2 hours if awake. 

2. The staff reinforced the verbal signals 


TABLE 1 


Diagnosis 

Chronic anxiety reaction 
with conversion features 
000-X01 (mixed psycho- 
neurosis ) 

Chronic anxiety reaction 
with conversion features 
000-X01 (mixed psycho- 
neurosis ) 

Exerc viso e A MENS SUP 
Chronic anxiety reaction 
with conversion features 
000-X01 (mixed psycho- 
neurosis ) 
Lewes tour sa een aH TE 
Chronic anxiety reaction 
with conversion features 
000-X01 (mixed psycho- 
neurosis ) 

Obsessive compulsive neu- 
rosis 000-X05 


Obsessive compulsive neu- 
rosis 000-X05 
Ee [P T pus] 


Obsessive compulsive neu- 
rosis 000-X05 


Obsessive compulsive neu- 
rosis 000-X05 


Duration 
of 
Symptoms Prior Treatment 
psychotherapy ; sedatives ; 
tranquilizers ; sub-coma in- 


168 sulin. 


psychotherapy ; sedatives ; 
sub-coma insulin; ECT; 
nitrous oxide; tranquiliz- 
ers. 


6 yrs. 


tranquilizers ; psychothera- 


6yrs. | py and casework. 


sedatives ; tranquilizers ; 
sub-coma insulin ; psycho- 


7 yrs. 
z therapy. 


sedatives; tranquilizers ; 
ECT ; psychotherapy. 
psychotherapy; ECT; sed- 
atives ; tranquilizers ; sub- 
coma insulin. 


25 yrs. 


41 yrs. 


sedatives; tranquilizers ; 
psychotherapy; ECT; sub- 
coma insulin. 

sedatives; tranquilizers ; 
ECT ; non-convulsive ther- 
apy; psychotherapy ; sleep. 


TABLE 2 


Diagnosis Prior Treatment 


Schizophrenic reaction, 
paranoid type 000-X24 


Schizophrenic reaction, 

paranoid type 000-X24 

Obsessive compulsive neu- - | psychotherapy, sedatives, 

rosis 000-X05 * | tranquilizers. 

1) Inadequate personality 
000-X01 


2) Secondary alcoholism . | sedatives, barbiturates. 
000-X641 

Schizophrenic reaction, 

paranoid type 000-X24 

Schizophrenic reaction, d 

chronic undifferentiated , | tranquilizers, ECT, coma 

000-X26 insulin, sedatives. 

1) passive aggressive per- 
sonality, aggressive psychotherapy, tranquiliz- 
type 000-X52 ers, ECT, anticonvulsants, 

2) Petit mal epilepsy 930- sedatives. 1 
X07 


TABLE 3 


During Repetition 

Nurses Notes 

—general activity, actual quota- 
tions of patient's statements ; 
patients attitude towards 
voice; incontinence ; degree 


Post Repetition 
Repeat all pre- 
repetition items in 
column 1. 


Pre-repetition 

History : including 
personality description, 
description of symptoms, 
description of dynamics, 
description of dreams ; 


Recordings of orientation ; description of 
-analysis of voice ; hallucinatory or delusional ac- 
ovies tivity. 

Psychological Tests Doctors’ Notes 


-degree of orientation ; con- 
tent of hallucinatory and de- 
lusional activity ; patient's way 


-Qsort : by patient, 
by close relative ; 


Rorschach, | i à 
General and routine psycholog- — of dealing with the voice :- 
ical tests, acceptance 
Finger paintings, distortion 
Figure drawings ; projecting 
Social Service ignoring 
orientation 


description of home relations ; 
description of work relations ; 
Nurses’ Notes 
-patient's flow of talk ; patient's 
description of relatives, of 
other patients, of staff, of visi- 
tors ; 
Mental Status 
Sodium Amytal and Desoxyn 
Interviews 


nature of emotional responses ; 

description of evolution of 

attitude towards voice 
Movies and voice recordings 
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by suggesting to the patient that he was 
showing the desired changes. 


RESULTS 


Behavioural Studies : 

To present the extensive information re- 
corded we set up 3 questions : 

l. Did changes occur during exposure 
to repetition, which could be ascribed only 
to the verbal signals used ? 

Yes, they appeared in two forms : (a) In 
the verbal acceptance by the patient of the 
signals—this appeared in all core cases, 
save one in which the acceptance was 
limited, but it appeared in all the illustra- 
tive cases. 

(b) In the acting out, by the patient, of 
the content—this appeared in all core cases 
except one, but it appeared in all the il- 
lustrative cases, 

In those patients, who had been depat- 
terned, these changes appeared either at 
once or within 3 weeks after repetition had 
been started. They appeared from 2 to 5 
weeks after the commencement of repeti- 
tion in those who had not been depatterned. 
In all save one of the core cases in whom 
acceptance persisted from the very outset, 
patterns of acceptance, rejection and re- 
acceptance followed each other. The ex- 
planation of this is still being worked out, 
It does not depend upon the repetition 
since phases of hostility and acceptance 
towards the environment as a whole have 
appeared in patients who were not being 
exposed to repetition. 

As an example of acting out the content 
of the verbal signals we may refer to one 
of the core cases who was exposed to the 
repetition of the following set of signals :— 
“People like Margaret. They like her be- 
cause they feel that deep down she is 
really warm, friendly and affectionate and 
Margaret is beginning to reach out to 
people with more and more confidence,” 
Within a few days the patient was noted 
to be touching people’s hands. After about 
10 days of exposure to the repetition she 
would put her arm around people when 
they were sitting near her bed and after 

two weeks she would get up if she was hav- 
ing her meals and put her arms around 
both men and women. She was very friend- 
ly, loving and warm. 
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2. The second question we asked was, 
did acceptance carry over into the im- 
mediate post-repetition period ? 

The answer is yes. This was shown : (a) 
in the original check procedures which 
were now repeated ; 

(b) by observing the degree of acting 
out of the particular verbal signals which 
had been used. 

In the 7 core cases which have been re- 
tested thus far, 6 showed positive evidence 
of pickup. The shifts in the Qsort test with 
respect to the self and unhappy self are 


TABLE 4 
DATA FROM QSORT CORRELATIONS 
SELF vs. UNHAPPY SELF 


Post Repetition 
Test (2) 
+0.49 ** 
+0.46 °° 
+0.81 ** <— 
+0.20 
+0.29 ° 


Pre-repetition 
Test (1) 
+0.79 °° 
+0.77 °° 
+0.59 °° 
+0.76 °° 


+0.85 °° 
40.70 °° +0.14 
FOALS? +0.17 


* —significant beyond the .05 level 
** —significant beyond the .01 level 


shown on Table 4. All save one moved 
in the predetermined direction. 

Examples of acting out are furnished by 
several patients. One core case stated with- 
in a few days after repetition had been 
stopped, “I am different. I have a different 
outlook on life to what I had before I 
came into hospital. I am ambitious and 
know what I want to do. Before I came in 
I was confused." The verbal signals which 
had been used in her case for a period of 
58 days had contained the statement :— 
"You are sure and confident of yourself. 
A case from the illustrative group in whom 
the verbal signals had been in terms of 
self-assertion and confidence and who had 
previously been an obsequious and passive 
type of person, became so aggressive and 
assertive in the immediate post-repetition 
p that we had difficulty in managin£ 

er. 


Another patient from the illustrative 
group was a man who had shown schizo- 
Phrenic symptoms for 32 years and had 
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been belligerently paranoid for 8 years. 
After exposure to verbal signals stating :— 
"Walter is happy and contented. Walter 
thinks of things the same as his neighbours 
do. Walter gets along with people and is 
warm and friendly with them," he became 
warm and friendly as unanimously reported 
by friends and staff. His delusions had 
disappeared, a fact that we cannot ascribe 
to the verbal signals but rather to the 
sleep and depatterning for they returned 
about two months after treatment. However 
he still remained warm and friendly and 
continued to do so throughout the period 
when electroshock was re-instituted to rid 
him once more of his delusional ideas. 

3. The third question we asked was, did 
changes persist beyond the immediate post- 
repetition period? This period was pro- 
visionally fixed at 2 weeks, the time taken 
by most patients to recover from sleep 
therapy confusion. 

The answer is yes, this could be shown 
in 9 ways : (a) through repeated retest and 


THE EFFECTS OF VERBAL REPETITION ON THE TEMPERATURE DIFF. 


Time of day = 8 p.m, (all cases) 


Controls 


npu 


Positive = right ear dominant 
Negative = left ear dominant 


E: Arrows indicate direction 
[2 of stimulus 
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(b) through continual observation of the 
degree of acting out. 

Of the 8 core cases, 7 have passed be- 
yond the post-repetition period. Of these 7, 
evidence of the persistence of the per- 
sonality change can be seen in 6 cases. In 
all save one, the changes are in diminishing 
degree. In one patient the original symp- 
toms have returned in such severity as to 
completely obscure any evidence of the ef- 
fects of repetition and he has had to be 
returned to treatment. 

Six of the illustrative cases have passed 
beyond the post-repetition phase. Changes, 
ascribable to repetition, can be seen in 5 of 
them. In the sixth case repetition was 
carried out without depatterning or without 
exposure to sleep. The patient was an ex- 
tremely advanced chronic schizophrenic. 
Changes produced in him faded out after 
2 weeks. 

Three of the illustrative cases have been 
followed for over a year and the effects of 
repetition can still be seen in them. In one 
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of them, effects have been quite exception- 
al, so that her friends, as well as her hus- 
band, describe her as a changed person. 
She is independent whereas previously she 
was dependent. Her attitude has changed 
remarkably—she now describes herself as 
finding interest in things which she never 
found interesting before, in wanting to read 
books which she had never wanted to read 
before, in wanting to go out and meet 
people where previously she had retired 
from them. Another core case, unmarried 
and in her middle 40s had always been 
shy and ill at ease with men. Her verbal 
signals contained the statement that she 
was “becoming easier and more friendly 
. with men and liked their company and 
could trust them." After exposure to repeti- 
tion for 27 days, the patient was actually 
flirtatious and remained so for 3 months. 


Physiological Studies : 

Temperature studies have now been 
completed on a series of 10 investigative 
and 3 control patients. The results are 
summarized in Table 5 in the form of a 
bar graph. Each bar represents the mean 
temperature differences recorded over a 7 
day period. The 3 controls all show, save 
for one minor exception, that dominance of 
the ear remains constant. In contrast, repeti- 
tion brings about the required reversal or 
a paradoxically produced augmentation of 
the existing dominance in all save one of 
the investigative cases. It was also noted 
that cessation of repetition also regularly 
brings about change whether direct or 
paradoxical. This change cannot be cor- 
related with the imperative of the verbal 
signal nor can it be correlated with the 
attitude of the patient towards that im- 
perative. The major significance of this use 
of repetition is the possibility which it 
opens up of structuring the personality and 
of modifying physiological function. 


Discussion 

Two related matters merit special dis- 
cussion. First is the very considerable re- 
sistance shown by the patient to changing 
his behavioural patterns. The second is the 
no less marked tendency for changes pro- 
duced by repetition to fade out. 

As a means of exploring the resistance to 
change we have set up 2 working premises. 


The first is that the ongoing self possesses 
inhibitory powers with respect to all action 
tendencies which are at variance with itself 
and hence threaten the continuity of the 
self. 

A study of the communications of pa- 
tients under exposure to prolonged repeti- 
tion shows that : 

(a) The patient may listen without 
paying attention—in this way he maintains 
his response to the signals at a quite super- 
ficial level. 

(b) He may set up directly contradictory 
statements, i.e., he may deny the validity 
of the signals. 

(c) Under certain circumstances he may 
alter the meaning of the signals, not merely 
in the sense of turning a positive into a 
negative but by producing completely 
foreign interpretations of what was said. 
For instance, a patient on being asked to 
repeat a signal to the effect that he was 
getting warmer and more friendly might 
say, “the voice is talking about the present 
monetary crisis in Japan.” 

We set up as our second working premise 
the idea that these protective procedures 
constitute a switcher device whereby the 
impact of the imperative can be deflected 
from its intended goal. Inactivation of the 
switcher is essential to the reorganization 
of the personality, hence we have directed 
much effort to finding a means of accom- 
plishing this. We have achieved complete 
inactivation as yet for only limited periods. 

The second matter, namely, a tendency 
for personality trends, acquired as a result 
of exposure to repetition, to fade out, is to 
be considered as resulting in part from the 
above mentioned inhibitory activity of the 
ongoing self and in part from pressures 
exerted by the patient’s environment. 

Hence we have set up a third working 
premise, namely, that repetition in its pres- 
ent form can give only a limited impetus 
to the patient to follow a new pattern of 
behaviour, In our experience, that pattern 
is likely to become lasting only if it meets 
acceptance from the patient's environment 
and so becomes socially rewarding. Hence 
in our experience, social reinforcement is 
essential until the new patterns become 
established. Since a high proportion of 
chronic psychoneurotic patients come from 
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severely disorganized social settings the 
maintenance of new patterns of behaviour 
is difficult. 

We have been able, however, in the last 
2 years steadily to increase the probability 
that repetition will produce predetermined 
changes and to extend the duration of these 
changes. Reports have been made for some 
time on the permanent conditioning of ani- 
mals and from clinical studies we are aware 
that patterns of behaviour, which have 
become deeply imprinted by long repeated 
intense satisfactions such as some of the 
sexual deviations, cannot be changed by 
any therapeutic procedure. We also know 
that in certain circumstances traumatic ex- 
periences may leave permanent changes. 
These reports strongly suggest the possi- 
bility that means may be found whereby 
repetition may produce reorganizations of 
the personality resistant to the most un- 
favourable of social settings. 

With regard to the changes in ear tem- 
perature, the demonstration that the repeti- 
tion of verbal signals can produce changes 
in physiological functions is of considerable 
significance for psychosomatic theory and 
is to be expanded in a later publication. 


SUMMARY 
We have studied the effects of repetition 


on certain aspects of the behaviour of the 
individual, notably his attitudes, interper- 
sonal relations and his self concept. We 
have also studied the effects of repetition 
on ear temperature levels. With respect to 
the behavioural changes it has been de- 
monstrated that repetition will produce 
predetermined change. In the psychoso- 
matic studies, repetition will produce 
change but not necessarily in a predeter- 
mined direction. Behavioural changes have 
been demonstrated for over a year after 
cessation of repetition in several cases in 
which the circumstances were very favour- 
able. The changes in the ear temperature 
levels faded within a few days after cessa- 
tion of repetition. 
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PERMISSIVENESS-ITS DEFINITION, USEFULNESS 
AND APPLICATION IN PSYCHOTHERAPY ' 


JACOB E. FINESINGER, M. D., ann SHEPPARD G. KELLAM, M. D? 


Psychiatrists have in recent years be- 
come more concerned with a broader un- 
derstanding of the nature and purpose of 
their work. As a result we are beginning to 
ask some highly pertinent questions about 
the goals of therapy and the factors which 
determine these goals. In recent years sev- 
eral papers have appeared on the values 
of the physician(1) and those of the psy- 
chotherapist(2) and how these influence 
the goals and thus the process of treat- 
ment. In spite of Freud's(3) protest that 
psychoanalysis is not a “Weltanschauung” 
is seems clear that the Weltanschauung of 
the therapist may be a factor of high order 
in determining his ideals and ultimate 
goals. This is especially true of our values 
in the interpersonal areas. For years we 
have felt that the hub of the psychothera- 
peutic situation was precisely in the inter- 
personal relationship between the patient 
and his doctor. 

What are the nature and the limits of the 
doctors authoritative role, what are the 
rights and freedoms of the patient in the 
therapeutic situation ? This paper is con- 
cerned with the concept of permissiveness 
as it is used and applied in psychotherapy 
and in the care and management of pa- 
tients and their families. We feel the need 
for clarification of this concept and for a 
more definitive description of the way our 
values and attitudes about permissiveness 
become translated into action in our thera- 
peutic work, 

The present use of the term permissive- 
ness is vague. To those psychiatrists who 
are inclined to emphasize the importance 
of rigid control, the term permissiveness 
is a synonym for license and seems to them 
to be a justification for impulsive, sporadic 
decisions and behavior on the part of 
doctors and patients. To these colleagues 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

?From the Psychiatric Institute, University of 
Maryland, Baltimore, Md., and the Department of 
Psychiatry, Yale University School of Medicine, 
New Haven, Conn. 
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permissiveness is not a desirable value. As 
a result of such values and attitudes, we 
are told, our patients always remain de- 
pendent and immature, our treatment 
never grapples with the patients core 
problem, with his nuclear and focal con- 
flicts(4). It is this permissive attitude they 
say which makes us follow the patient's 
defenses—never intervene to point them out 
and avoid locking horns with the basic 
and fundamental problems of the patient. 

To other psychiatrists permissiveness is 
a highly desirable value and, to them, re- 
flects man's struggle throughout the last 
thousand years in establishing the primacy 
of the individual, the development and 
utilization of personality resources along 
personal and individualistic lines. It places 
a high priority on the use and development 
of inner controls and attempts to locate 
the responsibility for personal and social 
action in the patient. For many of these 
psychiatrists, the idea of external control 
is not a therapeutic possibility, but actual- 
ly repugnant. We hear the statement from 
them that in working with the individual 
patient the non-permissive doctor really 
tries to fit the patient into a mold of the 
doctors creation—and that many of the 
rules and maxims upon which psycho- 
therapists bank heavily are mainly devices 
set up to assure the ultimate triumph of 
external controls. 

In the mental hospital the nature and 
functioning of the social structure is de- 
termined to a great extent by attitudes 
toward permissiveness. Those who place 
low value on it favor schedules and rules 
governing every aspect of behavior of the 
patient and the patient's family. Refusal of 
food means automatic tube feeding; dis- 
rupting the social order of the ward means 
being locked in a seclusion room, no mat- 
ter by what euphemistic terms we call it. 
On the other hand, those who place high 
value on what they consider to be the 
freedom of the patient may allow the be 
havior of the patient to actually block the 
treatment process. Thus patients may be 
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transferred to open wards because of our 
dislike of locked wards rather than for 
clinical reasons. 

It is our impression that the term per- 
missiveness is nowhere strictly defined and 
this lack of a precise definition makes for 
confusion. Restrictions become good or 
bad rather than useful or not useful. In 
addition to being a description of an at- 
titude, an orientation, a frame of reference 
or a point of view, the term has become 
saturated with charge and represents a 
value system which tends to divide thera- 
pists into proponents and opponents. Many 
psychiatrists look upon authority and free- 
dom as terms which cannot be reconciled. 

In our experience we have found the 
term permissiveness useful to describe at- 
titudes and actions of the psychiatrist 
which enable the patient to determine the 
extent and limits of his own behavior. It 
is used to include those attitudes and ac- 
tions which foster in the patient the maxi- 
mum degree of autonomy and responsi- 
bility in working toward the immediate and 
ultimate objectives of treatment. In other 
words, we have considered permissiveness 
as a technical device. 

Many of our colleagues find this con- 
cept almost paradoxical, The role of the 
doctor as an authoritative figure, who can 

€ permissive when it is indicated appears 
at first glance to be confusing. There are 
Many reasons for this confusion which we 
Shall later discuss. Many therapists have 
SM in understanding how it is pos- 
tle on the one hand for the physician to 

€ authoritative, and at the same time to 
ave the patient use his resources to the 
oe in the therapeutic work. They 
d. that one is either an authority figure or 
ü e one goes along with a more democratic 
Tlentation and allows the patient com- 
Piete autonomy, 

it ie © Would merely like to point out that 

55 possible to make a distinction between 
Fe Process of treating a patient and the 
3 lectives of treatment. In other words one 

ust distinguish between tools and goals. 

* do not believe that the balance be- 
ng external control set by the therapist 
5 the internal controls of the patient are 

aradoxical. We run into the same prob- 
em in many areas of psychotherapy. For 
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example, the general and popular concept 
that free association implies having the pa- 
tient report everything going on in his 
head is really not precise. Free association 
is really free association in certain areas. 
The emphasis on these particular areas in 
the course of psychoanalysis is indicated 
by the therapist. If this were not so the 
patient would continue to talk freely in 
line with his defenses and thus avoid grap- 
pling with his resistances, One of the func- 
tions of the psychotherapist is to train his 
patient to be able to talk freely, but in 
pertinent areas. One could think of many 
other examples to illustrate this type of so- 
called paradox. In other words, whether 
the physician's behavior is that of author- 
ity, making maximum use of external con- 
trol, or whether he allows the patient the 
maximum use of internal control depends 
in great measure upon the immediate situ- 
ation and his position will vary markedly 
during the course of psychotherapy. 

It seems easy enough for us to agree 
upon a formulation of broad general prin- 
ciples. Some therapists find it quite easy 
to carry out their formulations operation- 
ally. Others seem to have greater difficulty 
in this transition. A request for a pass by 
a disturbed patient seems to put some 
therapists on the spot, as if they feel they 
have to say yes. There are many problems 
in this area of translating formulations into 
actions ; yet the situation would not be so 
complex if we had adequate information 
to determine the effectiveness of our opera- 
tions and to demonstrate that a particular 
intervention on the part of the therapist 
produces the predicted result in the pa- 
tient. In many instances the present state of 
information does not help us in determin- 
ing whether authoritative behavior is more 
helpful in achieving the goal than so-called 
permissive behavior. i 

One of the problems which the therapist 
faces is related to the distinction between 
the social and professional situations. The 
tendency seems to be to carry over into the 
professional situation behavior which we 
have learned in the conventional social 
one. This “chance” behavior varies from 
individual to individual, and may be of 
doubtful usefulness in the professional 
role of the therapist. One of the functions 
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of training is to select from these "chance" 
behaviors those values and attitudes which 
are useful in the therapeutic situation and 
to learn to apply them precisely to the 
goals in mind. This offers great difficulties. 
It often requires the careful scrutiny of our 
behavior, the selection of. those actions 
which are therapeutically useful, and even 
more important, the unlearning, or not 
using of aspects of our behavior which 
may be detrimental in the therapeutic situ- 
ation. Dealing with these obsolete methods 
of behaving is one of the major problems 
the doctor faces in psychotherapy. We may 
add, of course, it is one of the problems the 
patient has also when he tries to work 
out more adequate ways of dealing with 
his current problems. Whitehead(5) has 
stated in reference to this problem that 
much of the philosophy which the scien- 
tist has is so-called “chance” philosophy. 
This “chance” philosophy may be obsolete 
and worthless to him. This idea has been 
explored also by other philosophers in- 
cluding Ernst Mach(6) and Philipp 
Frank(7). 
There are many reasons for confusion 
in this field. Some of the reasons are in- 
herent in the nature of the task, which we 
believe in part boils down to the problem 
of authority versus freedom in the thera- 
peutic setting. In the past, other branches 
of medicine have delegated to non-medical 
groups matters relating to ethics and the 
freedom-authority problem. However, the 
ethical problems and the problem of values 
have become of great concern to psychi- 
atrists. In fact, one of the major directions 
in modern medical education has been to 
include these so-called peripheral areas in 
the field of medicine. The doctor, by virtue 
of being a citizen in a democratic society, 
cannot escape the values of his culture. 
How he deals with these values in his pro- 
fessional role as a psychotherapist is cru- 
cial. Often the two roles, citizen and thera- 
pist, become confusing and generalizations 
from one area are transposed or displaced 
into the other. Thus the notion that author- 
ity is bad and should be disdained in 
every situation is translated into action in 
the therapeutic setting. It is our impres- 
sion that this value makes for difficulty in 
assuming the authoritative role even though 
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it may be indicated. Psychiatrists with this 
point of view then interpret it to mean 
that non-intervention is laudable, and that 
any move of the therapist which en- 
croaches on the inalienable rights of the 
patient is to be avoided. When this course 
of action is pursued the patient is allowed 
to avoid facing his problem under the guise 
of freedom. This type of confusion is due 
to the lack of clarity of the doctor in de- 
limiting behavior as a citizen from be- 
havior as a trained physician. 

There is another source of confusion 
which is directly related to the personality 
of the physician and to his defenses. The 
physician may be defending himself against 
locking horns with the patient or really 
getting involved in an emotional situation. 
One way of avoiding this is to allow the 
patient complete latitude. In other words, 
the physician avoids setting limits at the 
critical point when the patient’s behavior 
no longer furthers the treatment process. 
This may be nothing more than a maneu- 
ver of the therapist to preserve his dis- 
tance from the patient. A few physicians 
have mentioned that they hesitate to inter- 
vene because they are afraid that inter- 
vening might release their own hostility. 
It seems that the two major sources of con- 
fusion are: 1. The doctor does not clearly 
distinguish between his role as a citizen 
and his role as a therapist, as illustrated 
by the difficulty in’ assuming an authori- 
tative role (when it is indicated) because 
such a role is not in line with our current 
social, democratic values; 2. The doctor 
may have a personality structure, or the 
particular kind of problems, which cause 
him to avoid making the emotional in- 
vestment necessary to gain the trust of his 
patient. 

There really is little opposition to the 
idea that society itself has delegated au- 
thority to the physician to operate in & 
stated area so long as the physician abides 
by the dictates of what is known as g 
medical practice. When a patient sees @ 
physican he gives the power to the physi- 
cian to use the authority which has been 
vested in him by society and the medical 
profession. A contract is made, implicitly, 
which can be broken by the patient at any 
time, unless society intervenes (as in 
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case of the psychotic patient) and takes 
over the patient's rights. 

It would seem quite clear that if, as 
citizens, we value a democratic society, as 
physicians we should like, if possible, to 
have our work with the patient be of some 
help to him in dealing with these social 
values. I£ one of our goals, one of our 
ultimate goals, is the development of the 
patient’s resources and capacities, we 
should like, if possible, to have this de- 
velopment begin as soon as we can in the 
therapeutic situation. If we believe that 
society expects that the location of responsi- 
bility be in the individual, then we should 
like to foster this in our treatment. In 
other words, if we prefer the use of internal 
controls to external controls then we would 
naturally favor a system of therapy which 
emphasizes the importance of the former 
and helps the patient as much as possible 
in developing and utilizing his own inner 
control. 

Making the statement, which we really 
believe a great many psychiatrists would 
Subscribe to, in no way solves our prob- 
lems. It merely states a point of view, 
that given a choice and in the presence of 
n0 contraindications, we would prefer for 
the doctor to remain in the background 
and allow the patient in every aspect of 
his activity to make his own decisions and 
assume responsibility for them. Opera- 
tionally this implies that in every situation 
with patients, whether it be psychotherapy 
or ward management, whether it be in- 
dividual or group therapy, the first step 
We always prefer to leave to the patient. 
If the patient is able to make this step, for 
example is able to come for treatment, is 
able to talk about pertinent material, we 
allow him to proceed. It is only when the 
Patient is unable to proceed, or pro 
in a direction which is not in line with the 
goal, that the doctor intervenes. But when 

€ does, it must be on clinical grounds not 

Splaced social values. We prefer this in- 
tervention to be minimal. Once the inter- 
Vention has been made, we evaluate the 
Patient's capacity to proceed on his own. If 
‘Œ patient is able to make the second step 
line with the goal, we prefer that he 
make the third step and so on. It is only 
When this does not work out that the doctor 


becomes active, always ready to retreat 
from activity, giving the responsibility to 
the patient as soon as he can. The difficulty 
is in making the decision in specific in- 
stances that it is necessary to intervene. 

We believe that many psychiatrists have 
accepted, maybe even too glibly, the con- 
cept of permissiveness as though it were a 
reaction formation to the emphasis on ex- 
ternal control characteristic of earlier psy- 
chiattic attitudes. We have been con- 
fused about this issue, and many sensitive, 
well-oriented psychiatrists find difficulty in 
dealing with the concept of limits and the 
appropriate and timely use of external 
controls. We have wondered if the de- 
velopment of sensitivity, the recognition of 
the importance of the patient's resources 
which has been one of the major contribu- 
tions of psychoanalysis has not also resulted 
in confusion and difficulty in our ideas 
about the place of authority in psycho- 
therapy, and has made it difficult for 
many psychiatrists to see and determine 
the appropriate position for the doctor's 
authority. As a result of this, in many in- 
stances the doctor abrogates his authority 
and his responsibility and allows other 
agencies including the patient, the patient's 
family, social organizations, to decide and 
to carry out responsibility which really 
should be located in the doctor. 

John Dewey(8) pointed to the historical 
fact that during the past two centuries the 
revolt against autocracy resulted in a social 
philosophy that “was critical of the very 
idea of authoritative control. He further 
states, “The genuine problem is the rela- 
tion between authority and freedom... - 
the real issue is not that of demarcating 
separate ‘Spheres’ for authority and for 
freedom, but that of effecting an inter- 
penetration of the two.” Whitehead(9) 
has remarks in the same vein. 

In the same way it is useful to consider 
authoritative and permissive behavior on 
the part of the physician as interactive 
rather than contradictory. The authoritative 
status of the physician maintains stability 
and direction in the therapeutic process. 
When used correctly it is supportive. The 
permissive attitude encourages the patient 
to maintain an active role to develop 
utilize his assets including his inner con- 
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trols. It is invariably stressful. The inter- 
action between the external controls of the 
physician and the internal controls of the 
patient is the background for the thera- 
peutic process and effects its outcome. 
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DIAGNOSIS, TREATMENT AND RESULTS IN ANOREXIA NERVOSA? 


JAMES H. WALL, M.D.? 


This paper is concerned with a review 
of the pertinent literature on the subject 
of anorexia nervosa, a presentation of the 
salient features of 15 case histories of pa- 
tients who have been treated at the New 
York Hospital-Westchester Division over 
a period of 18 years (1938-1956), a dis- 
cussion of diagnosis, treatment and results. 

In a text, Phthisologia or a Treatise of 
Consumptions by Dr. Richard Morton of 
England, published in 1694, a type of nerv- 
ous consumption was described in a young 
girl with suppression of menses, no fever 
and no cough, a condition which today 
would undoubtedly be recognized as an- 
orexia nervosa. In 1873, Dr. Laseque wrote 
On Historical Anorexia, and his comments 
on the outcome will be quoted later under 
the consideration of results. 

The condition was called “Anorexia 
Nervosa" by Sir William Gull in 1874, al- 
though he had referred to it as apepsia 
hysteria as early as 1868. He noted that 
the disorder occurred in young girls, and 
described the anorexia, the extreme emacia- 
tion, amenorrhea, and the restless activity. 

€ distinguished the abnormal condition 
from what was thought by some to be an 
early form of tuberculosis by the absence 
id E manifestation of infection. He 

ed : 


The want of appetite is, I believe, due to a 
oe mental state. I have not observed in 
con cases any gastric disorder to which the 
a of appetite could be referred. I believe, 
erefore, that its origin is central and not 
Peripheral. That mental states may destroy 
apd is notorious, The treatment required is 
Stone that which is fitted for persons of 
re op nd mind. The patients should be fed at 
dm E intervals and surrounded by persons 
iid E moral control over them, relations 
tend riends being generally the worst at- 
ME Food should be administered at in- 
als varying inversely with the exhaustion 
—— 
can m] at the 114th annual meeting of The Ameri- 
May 12 chiatric Association, San Francisco, Calif, 
2442-16, 1958. 


Pains sot Hospital- Westchester Division, White 


and emaciation. The inclination of the patient 
must be in no way consulted. In the earlier 
and less severe stages it is not unusual for 
the medical attendant to say in reply to the 
anxious solicitude of the parents, “Let her do 
as she likes. Don’t force food.” Formerly I 
thought such advice admissible and proper, 
but longer experience has shown plainly the 
danger of allowing the starvation process to 
go on. 


It is of great interest to study the original 
and well illustrated papers of Gull and to 
see how fully he understood the diagnosis 
and adequate management of the clinical 
entity to which he first gave the name 
“anorexia nervosa.” 

The physical and physiological aspects 
of anorexia nervosa have been reported 
by many observers. The most noticeable is 
extreme emaciation, accompanied by dry 
and scaly skin. The pulse is slow and both 
temperature and blood pressure are low. 
There is no evidence of expanding pituitary 
lesions in x-rays of skull and sella turcica. 
Amenorrhea is always present, with an 
atrophic type of vaginal smear which be- 
comes more like that of the normal menstru- 
ating woman as a gain in weight sets in. 
During periods of emaciation there may be 
either lowered metabolic rates or flat 
curves with the glucose tolerance tests, fol- 
lowed by normal curves after an appreci- 
able gain in weight. Constipation is usually 

esent. 

E Farquharson and Hyland have described 
in detail the differential diagnosis, with 
particular attention to Simmonds’ disease 
which is due to extreme insufficiency of 
the anterior lobe of the pituitary. This 
disease is most prevalent in adult women 
who are mothers of several children. It 
appears usually in the puerperium after à 
difficult labor associated with sepsis, post- 
hemorrhage or other complications, 
or when the anterior lobe has been de- 
stroyed by trauma or tumor. The physi 
health and personality structure of these 
tients have been considered normal up 
to the time of pregnancy. Anorexia nervosa, 
by contrast, occurs in adolescents and 
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young adults and in older people with 
previous neurotic difficulties. In Simmonds’ 
disease, the loss of appetite has no con- 
nection with emotional aptitudes; in an- 
orexia nervosa there is a morbid aversion 
to eating. The amenorrhea of Simmonds’ 
disease is accompanied by loss of secondary 
sexual characteristics, such as falling out of 
axillary and pubic hair and the atrophy 
of the sexual organs. The 17 ketosteroid 
level in Simmonds' disease is very low ; in 
anorexia nervosa it is in the low normal 
range. The basal metabolic rate in Sim- 
monds' disease is much lower, as is the 
blood sugar, and an anemia of moderate 
severity is usually present. The most strik- 
ing differences are to be noted in the 
mental status which shows itself in dull- 
ness and apathy in Simmonds' disease, as 
opposed to alertness, restlessness, wilful- 
ness and impulsiveness in the anorexia 
nervosa patient. 
The family background, early dynamic 
factors and personality problems encoun- 
tered in patients suffering from anorexia 
nervosa, have been reported by a number 
of psychiatrists. They are generally agreed 
that the anorexia is not merely a passive 
loss of appetite but that such patients show 
an active morbid aversion to eating, ac- 
companied many times by compulsive and 
obsessive features with  perfectionistic 
trends, This intensification of conflict in 
regard to eating occurs at the onset of 
puberty or adolescence. The psychological 
problems connected with this change usual- 
ly involve the patients’ mothers who are 
deeply concerned with matters of food, 
diet and proper eating habits, this concern 
being greatly exaggerated as the disorder 
progresses. Some have noted that sexuality 
and eating become equated and associated 
with growing up and with oral impregna- 
tion fantasies. Rose, in his discussion of 
eating inhibitions in children, shows that 
these individuals fear to give up old pat- 
terns and to move into new forms of psy- 
chological integration ; there is a resistance 
to and dread of change. A number of pa- 
tients express a repudiation of sexuality 
and a fear of the opposite sex. Many also 
express a wish to die and a belief that 
starvation will hold in check what they 
consider the gross, animal or physical side 
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of their nature. Other writers have pointed 
out that the underlying dynamic personality 
structure of these patients is similar to that 
found in persons with addiction problems. 

It is obvious from our experience with 
anorexia nervosa patients that we are not 
dealing with a mild or partial reaction. Most 
of these patients have been diagnosed be- 
fore coming to the hospital as suffering 
from either hysterical, obsessive or com- 
pulsive neuroses. This diagnosis has even 
been confirmed by some of our staff after 
their admission, but the clinical course of 
these patients suggests strongly that the 
reaction is profound, total and sweeping in 
character. In recent years, younger patients : 
have been referred for treatment. Their 
reactions have been more neurotic in char- 
acter, with outstanding hysterical, obsessive 
and depressive features and their response 
to treatment has been more rapid. 

At the time of admission these 15 girls 
and women were between the ages of 14 
and 38, the average being 23. They came 
of unstable families ; 9 had mentally sick 
parents and in one case both the father 
and mother developed psychoses at the 
time when the patient was maturing sexual- 
ly. Two of the fathers were alcoholic. One 
patient lost her father when she was 14, 
another father deserted the family when 
the daughter was 4. It was somewhat dif- 
ficult to evaluate the previous solicitude 
of the mothers of the patients since this 
condition, at the time of the patient's ad- 
mission had usually been justified by the 
daughter's serious physical condition. In 
all cases, however, the mother and the pa- 
tients psychic representation of her had 
been a definite part of the picture from the 
earliest days. There was always a peculiar 
dependence upon the mother; a wish to 
hold her responsible and at the same time 
to be independent of her, mingled with re- 
sentment or strong feelings of envy and 
jealousy. Early and later trends all revealed 
a hostile and spiteful attitude toward the 
mother, even to the point of delusional 
ideas. For example, one patients mother 
was suffering from heart disease and often 
talked of dying while expressing great 
anxiety about the patient's physical state. 
This patient frequently expressed a fear 
that her mother might die before she did, 
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but in reality the patient, who was admitted 
in extremis, died of exhaustion on the fourth 
day of her hospital residence. 

This whole group came from small fam- 
ilies. In the 15 families, including the 
preceding 2 generations, there was no pre- 
ponderance of either sex. Four of the pa- 
tients were only children, 4 had only one 
sibling, and the other 7 came of families of 
2 or more siblings. They had been small 
at birth and two of them had been pre- 
mature. All had had feeding difficulties 
and colic and had showed a resistance to 
the change to a solid and to a varied diet. 
Childhood diseases had proved serious : 3 
patients had middle ear infections, one 
had a tracheotomy during an attack of 
diphtheria. Two had strabismus which had 
responded to correction. All had complica- 
tions accompanying tonsillectomies. 

A similar story of a difficult infantile 
period was evident in a third of the case 

ories of a group of 100 women patients 
studied by Dr. Hamilton and the author in 
1948. The results of these traumatic ex- 
periences apparently weakened their abili- 
ty to relate to others and prevented them 
from achieving a feeling of belonging to 
the group. 

These anorexia nervosa patients moved 
With difficulty from one level of adjustment 
lo another, as manifested in their early 
eating habits. They did not get along well 
With other siblings nor find it easy to make 
friends outside the family group. When they 
entered school, as a rule, they were sensi- 
tive, shy, chubby little girls. Their rigid 

ectionism prevented them from ac- 
Complishing very much, but their obsessive 
and compulsive traits were not associated 
With too much anxiety. 

At the time of maturing and beginning 
adolescence, the desire of these patients 
not to grow up and move on to successive 

els of adjustment became particularly 
Noticeable, The theme of renunciation and 

enial began to appear in their life sym- 
Phonies, as it were, in a definitely recog- 
DiZable pattern. Such manifestations as 
Menstruation, the growth and rounding out 
of € body, and the emotional stirring of 

time were rejected. The patients be- 


a disgusted with eating, putting on 


E t and growing up into life's responsi- 


bilities, and began gradually to withdraw 
from life and their relationships with others. 
They were shy with boys, and the sexual 
function of the mouth in kissing was as- 
sociated in their minds with some degree 
of nausea and vomiting. There was a com- 
plete lack of oral impregnation fantasies. 

At the very beginning of the difficulty, in 
a majority of the cases, there occurred 
varying periods of overeating, gorging and 
vomiting, and eating became in some pecu- 
liar way equated with sex life. They seemed 
to feel that the aversion to food which ac- 
companied their renunciation, denial and 
withdrawal, would accomplish a destroying 
of life and sex. This would keep them from 
growing up and prevent the development 
of what was interpreted by them as the 
coarse, animallike and disgusting part of 
life. One patient, at 21, having had these 
symptoms for several years, attempted mar- 
riage ; immediately after the ceremony and 
the wedding kiss, she took to her bed and 
expressed a longing for death. 

Although all the patients in their adoles- 
cence had shown early chubbiness, fol- 
lowed by disturbing symptoms, only 5 were 
admitted under the age of 20. Of the 10 
over 20, only 4 were married. The 3 of 
these who produced children, exhibited a 
great exacerbation of symptoms during and 
after the first pregnancy. The others had 
shown symptoms of anorexia nervosa since 
adolescence, and most of them had been 
under treatment for many years, all in 
general hospitals, and 7 in other psychi- 
atric clinics. The average duration of ill- 
ness for the group prior to admission was 
6 years. E 

Family anxiety about their emaciation 
and withdrawal from life was the reason 
for admission in all cases. Physically the 
group were greatly underweight, varying 
from 52 to 94 pounds, the average weight 
being 79 pounds. Amenorrhea was present 
and secondary anemia was serious. There 
was a low basal metabolism rate, averaging 
-15. The skull X-rays showed normal pitui- 
tary fossae. The ketosteroid level was low. 

The group were restless, overactive, slept 
poorly, and expressed an extreme aversion 
to eating, quite different from a mere bi 
of appetite. Some seemed obsessed wi 
the idea of food and eating, but at the same 
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time expressed an inner feeling of being 
opposed to taking nourishment. Some spoke 
of a combined fear of and wish for food, 
and all expressed a disgust for excess 
weight. Nearly all of them showed, also, a 
fear of taking on the increasing responsi- 
bilities as well as the pleasures and privi- 
leges of adult life, All showed a marked 
ambivalence towards everyone in their lives. 
"Actually I do not know how I feel about 
any of these people (including relatives ) 
that we talk about,” said one. Others spoke 
of wishing to remain young and never grow 
up. Some spoke of a lack of direction and 
uncertainty in all spheres of their lives and 
more than one said her "lights had gone 
out" and that she had no feeling of depth. 
"I never feel" she said, "that my laugh 
comes from the heart." 

Their behavior toward food showed a 
consistent pattern. They would not eat 
without urging, would hide their food in 
their clothing if possible, only to throw it 
away in the toilet later. If they could be 
urged to swallow any quantity of food, 
they e — shortly afterward. Fre- 
quen ey would cry as they sat and 
looked at their food, particularly when they 
were being supervised. They resorted to 
all kinds of tricks in order that they might 
appear to the staff to be gaining weight. 
Some put off bowel movements on the days 
before weighing, even while complaining 
of constipation and begging for enemata. 
Some hid weights in their clothing at 
weighing time. 

Although the patients seemed alert, rest- 
less and overactive, their feelings were not 
very deep or warm. A shallowness, flatness 
and apathy accompanied their complaints 
of lack or uncertainty of feelings. The only 
real emotion they showed was associated 
with their aversion to food. 

Psychologists have observed in the course 
of various tests that the common signs in 
these patients were withdrawal and flat- 
ness of affect. They reacted with shock and 
disgust to male and female sexual symbols 

in the Rorschach. The Rorschach responses 
were similar to those seen in alcoholics and 
addicts: much oral preoccupation, simple 
responses and much reference to sea life, 
According to the Rorschach interpreter, 
there was a rather infantile personality 


structure with a lack of complex emotional 
responses. 

The reaction, anorexia nervosa, is rarely 
seen in young males, but young men suf- 
fering from serious alcoholism or addiction 
frequently exhibit a personality similar 
to that observed in these girls. Many of 
these men give a history of early sensitive- 
ness and withdrawal from reality, and often 
report that excessive drinking of a solitary 
nature began in early adolescence. They 
wish oblivion and crave escape and even 
self-destruction. The drinking, while it 
helps them temporize with many adjust- 
ments and postpones their solution of life 
problems, eventually removes them from 
responsible living, just as the refusal to eat 
in serious cases of anorexia nervosa brings 
about a withdrawal from life. 

In terms of psychiatric diagnosis, these 
patients have been classified in various 
clinics as hysterias, obsessive compulsive 
states, depressions, and schizophrenias. Of 
course some of the patients who do not 
reach mental hospitals may be considered 
as showing neurotic or depressive reactions, 
but those who reach mental hospitals after 
years of illness and treatment impress the 
workers in this clinic as suffering from a 
serious, profound, total and sweeping re- 
action. In many instances the emaciation 
has reached serious proportions by the time 
they come to a mental hospital, even with 
danger of death. It has been said that these 
patients seem normal except for their atti- 
tude toward food, and indeed their attitude 
is delusional in nature. But there are many 
other signs of simple schizophrenia : their 
inability to relate to others, their lack of 
sustained drive, accompanied by hectic 
restlessness and alertness, the flatness of af- 
fect and withdrawal. One patient, diag- 
nosed by some as a paranoid schizophrenic, 
has not done well. Another was believed to 
have had a catatonic episode. The out- 
standing clinical features in both however, 
was the lack of drive and sustained effort. 


The treatment of these patients requires ' 


separation from their families and careful 
management in a mental hospital. They 
must grow up again, as it were, in an en- 
vironment with people who afford a securi- 
ty they apparently have never had. They 
appreciate kind but firm attention. The 


MY 


m) 
average hospital residence for this group 
was 13 months, although one was in this 
hospital for 4 years. The patients must be 
tube-fed to combat the emaciation; am- 
bulatory sub-shock insulin therapy up to 
35 units is helpful. Reserpine, 1 mg., b.i.d. 
for one or more periods of 6 weeks is help- 
ful in decreasing restlessness and sleepless- 
ness. Electric shock therapy usually hastens 
the improvement. The varied hospital pro- 
gram activities: physiotherapy, occupa- 
tional therapy, physical education and so- 
cial activities, overcome the withdrawal and 
asocial tendencies, and with the rise in 
self-esteem and self-confidence, these pa- 
tients become more responsive to psycho- 
therapy. There is usually a paucity of ma- 
terial, but a review of personality develop- 
ment brings out their insecurity and fear 
of growing up and becoming a responsible 
adult. Reassurance and gentle but 
persuasion are the most effective principles 
on which to work. As a rule, the patients 
make rather limited adjustments and re- 
quire further help in the way of supervision, 
with careful allowance for their limited 
powers of adjustment and maturing. 
_OF the 15 patients studied, 10 have con- 
tinued to do fairly well. Most of them live 
rather limited and protected lives, and find 
it necessary to leave their work for periods 
of rest. One patient has died. Four others 
have continued to have difficulties and have 
remained under almost continuous medical 
care, Three have made excellent recoveries 
and are fully employed. All have continued 
underweight and find it difficult to achieve 
à weight of more than 100 pounds. 

The following letter is characteristic of 
their adjustments : 


Although has not maintained the 
xg in weight which she acquired while at 
e hospital she has for more than a year 
Maintained the level to which she dropped 
‘uring the first 6 months after her return 
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home. Generally speaking, her physical health 
is good and I am happy to report that she has 
retained a fuller appreciation of the factors 
which she must guard against to avoid the 
extreme underweight condition which pre- 
vailed prior to her stay at the hospital. I be- 
lieve it reasonable to forecast that she has a 
sufficient realization of the fundamental re- 
quirements to maintain the status she now 
enjoys. 
Of such patients Dr. Laseque wrote : 

We meet with alternatives of success and fail- 
ure and frequently only obtain a very insuf- 
ficient result. I know patients who 10 years 
after the origin of the affection have not yet 
recovered the aptitude of eating like other 
people. Their health is not deeply affected, but 
their amendment is very far from representing 
a cure. 


SuMMARY 

Fifteen case histories of patients suffering 
from anorexia nervosa have been discussed, 
together with diagnosis, symptoms and 
treatment. 

"Treatment involves psychotherapy, tube- 
feeding, insulin or electroshock therapy, 
but also involvement in hospital social ac- 
tivities, and separation from families, to 
allow the patients to "grow up" again. 


BIBLIOGRAPHY 

1. Gull, W. W.: Lancet, 2: 171, 1868; 
Trans. Clin. Soc., London, 7 : 22, 1874 ; Lan- 

t, 1: 516, 1888. 
un Laseque, Dr. : Med. Times and Gazette : 
Sept. 6, 1873. 

5. Farquharson, R. F., and Hyland, H. H. : 
J. Am. Med. Assoc., 111 : 1085, 1938. : 

4. Rahman, L., Richardson, H. B. and Rip- 
ley, H. S. : Psychosom. Med., 1: 335, 1939. 

5. Cobb, S.: Emotions and clinical medi- 
cine. New York : W. W. Norton & Co., 1950. 

6. Dubois, F. $.: Am. J. Psychiat., 106 : 


107, 1949. 
7. Rose, J. A: Psychom. Med., 5: 117, 


43. 
ni Wall, J. H. : Bull. N. Y. Acad. of Med., 


32 : 116, 1956. 


FEAR, HOSTILITY, REALITY 
EUGEN KAHN, M.D.1 


Of late I have heard and read so much 
about anxiety that I feel compelled to say a 
few words about it. 

In first instance it appears to me that the 
word anxiety is very often abused insofar 
as it is used to cover two kinds of dread, 
namely actual dread which I think ought 
better be called fear and another dread 
which is hard to define and about which 
more shall be said shortly. 

This is not just a play with words but it 
goes into the pertinent concepts and may 
help better to understand certain experi- 
ences. In talking about fear we should al- 
ways remain aware of the fact that fear 
concerns, without any exception, dread of 
something; that something is always 
thoroughly actual and real. It should in this 
instance be noticed that all experiences of 
fear belong—as every experience belongs— 
to the very present. Fears we had in the 
past can only be re-experienced as fears 
when for any reason they are revived. There 
is no present fear “in the future” but there 
is quite a bit of fear in “what the future 
may bring.” The worrisome person, I am 
certain, knows what I have in mind. 

Among those who have written on dread 
I only mention Kierkegaard and Tillich 
without giving any elaborate quotations 
since their works are easily obtainable, 

By no means is fear bound up with age or 
sex although understandably the fears of 
children, grown-ups, old people, men and 
women, respectively, will have their par- 
ticular contents. 

Bollnow, an existentially oriented philoso- 
pher, has made the appropriate remark that 
fear (Furcht) be a feeling while anxiety 
(Angst) be rather a mood. Even though 
Bollnow gives these notions an existential 
tinge they can be properly utilized in not 
existential context for a clear distinction of 
fear from anxiety. 

If, then, fear is always dread of something, 
what is to be said about anxiety ? Is per- 

haps the mood anxiety a mood in which 


1 From the M. D. Anderson Dept. of Psychiatry, 
Baylor Univ. College of Medicine, Texas Medical 
Center, Houston, Tex. 
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not something but nothing is being experi- 
enced ? Nothingness is a problem about 
which philosophers are likely to argue until 
the end of the world. Since in my rather 
simple, not to say primitive, exposition it 
is inconceivable to experience “nothing,” 
there must be “something” particular that 
is experienced in the mood of anxiety. It 
appears to me that this mysterious some- 
thing is fundamentally always the same, 
namely the unknown or the unknowable 
with whatever name it be called. 

One can well consider fear as experience 
of a feeling of rational dread and anxiety as 
experience of the mood of irrational dread. 
In this connection the German word 
Ehrfurcht occurs to me. This word has no 
full counterpart in English; what comes 
next to it is awe. In awe, whatever it may 
concern especially, there seems always to 
be enclosed some relation to the Unknown, 
not rarely to the Sacred. It is indeed in 
respect to religion that the German word 
Ehrfurcht is most often used. 

This last remark may well imply that 
fear and anxiety may occur together, that 
is, that a human being going through the 
experience of the feeling of fear of some 
immediate threat underneath, as it were, 
is shaken by the mood of anxiety. In other 
words, in the experience of awe, we may 
occasionally find the feeling of fear and 
the mood of anxiety combined. In a short 
paper Hartmann(1) recently has made per- 
tinent remarks. He briefly discussed the 
American tendency towards rationalism 
with all its blessings for human activity. 
Nevertheless it struck him that during à 
meeting of The American Psychiatric As- 
sociation in April 1956 many speakers dis- 
cussed the phenomenon of anxiety (Angst). 
He deemed it possible that this interest in 
anxiety, which incidentally is mostly 
not exclusively used in the sense of what 
I call fear, may indicate a growing unrest 
—an unrest behind or underneath which 
may well be hidden the mood of irrational 
dread—that is, of anxiety in our sense O 
the word. 

In this connection I may be permitted 8 


w) 


short digression. I have had for quite some 
time the definite impression that awe in the 
real sense of the word, the respect and the 
adoration of the Sacred, seems to disap- 
pear or even to have disappeared out of 
many American ways of life. I am pro- 
foundly saddened to see and to read how 
fippantly any kind of religious or near- 
religious notion is every so often treated ; 
this may partly be due to the waning re- 
spect of authority as regrettably in many 
minds authority and tyranny are considered 
to be one and the same.? 
. Fear and anxiety play a considerable role 
in motivation. Fear is obviously in most 
intances motivated itself by some actual 
threat; but once the feeling of fear has 
been started, it works as a motive of highest 
magnitude in human behavior. Fearful be- 
havior or rather, behavior motivated by 
fear, is not always a simple running away 
but may well be disguised behind the mask 
of aggression. 
The motives which are tied up with the 
_ experience of anxiety are not so easy to 
catch. It is not unlikely that often enough 
an increasing unrest (Hartmann) is at the 
Toot of irrational dread, that is anxiety, and 
aq it is this unrest which is often taken as 
e phenomenon of anxiety itself. When 
anxiety once has come into the focus of 
experiencing, in which it is always to be 
pierced as a mood in contrast to the 
ecling of fear, it may lead the experiencing 
Eran being to a variety of ways of which 
E^ so-called “anxiety neurosis”? certainly 
eH but of which religious conversion 
suicide are two out-spoken ones. 


Hu 
Fear as well as anxiety not rarely lead 
e experiencing human being to experi- 
*ncing frustration. Here in my opinion it 
S f high significance that frustration in 
EO many instances leads to aggressive an 
b d hostile comportment (Doobs and Dol- 
fsa A short consideration in this connec- 
of Lo well be in order since the notion 
ay seems to be all too fashionable 
young pode and in the thinking of Sia 
pce of psychiatrists. 
t would be easy to interpret this waning respect 


st i r 3 
a«Aming from insecurity and fear. ; 
Anxiety n A i tion "fear- 
féaction » ty neuroses" are without excep 
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occurred to me in a particular instance not 
long ago when a psychiatrist demonstrating 
a hostile patient was unable to answer the 
question, “Who used the word hostility first, 
you or the patient ?” 

We have learned to know that in this 
life of ours not everything is love but that 
there is some hatred too. We have learned 
in this respect especially from one of the 
greatest haters of recent times, Freud. Love 
and hatred fortunately or unfortunately 
cannot always reach their goals * ; both af- 
fects are often doomed to the experience 
of frustration. It might well be that the 
hostility following hatred is more often, as 
it were, indirectly motivated by the frus- 
tration of than by hatred itself. About the 
role of love in motivation I scarcely need 
say more in this context. 

What I want to stress as regards hostility 
is this : not every so-called hostility is real 
hostility, there may be some however 
motivated urge for action leading to an 
aggressive Or pseudo-aggressive behavior 
which per se is not hostility. I regard it as 
silly if, e.g, the repeated attempt of a 
teacher to instruct his pupils and the un- 
mistakable appearance of some emotion in 
the teacher’s attitude would in all situa- 
tions and under all circumstances be called 
hostility. This is only one among countless 
examples. I admit that if one wants to see 
hostility everywhere, it can be found—as 
everything can be found that one wants to 
find. It seems to me that use and meaning 


of the word hostility should be narrowed a 
ould it be identified 


little ; by no means sh 
with that of aggression. Aggression should 
be understood as forward moving action 


which need not have any tie-up with hatred 
and not even with frustration since most 
certainly not all activity is motivated by 
frustration. 
II 

There is good reason to assume that the 
sun was shining before any of us entered. 
this world and that he will continue to 
shine when all of us will be gone. This is 
only one instance of an undoubtable reality, 
o£ an objective reality if we use this phrase 
which the philosophers may well consider 
their property. However, as long as I can 

4 These, in a short cut are the union with the loved 
one and the destruction of the one ha 
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see, as long as I can feel warmth, as long 
as I can experience, the sun and his shining 
belong to my reality which we had better 
call my experiential reality. 

We are so often told that some patient 
is out of touch with reality. What does that 
mean ? Does it mean that the sun does not 
shine for him, or does it perhaps mean that 
he has certain experiences which are 
strange to us and which therefore we refuse 
to evaluate as real ? Experiential reality or 
subjective reality, if you prefer that phrase, 
comprehends everything and anything an 
individual experiences ; it is his very own 
reality. The hallucinatory or paranoid ex- 
perience of a schizophrenic patient, for 
instance, is as real for him as the con- 
versation any of us may have with one 
of our colleagues. It does not annihilate 
the original reality of these “psychopatho- 
logical" experiences that after some time— 
spontaneously or after psychotherapy or 
after drug treatment—the patient "corrects" 
them. I hold that the experiences of hu- 
man beings, the so-called normal as well 
as the pathological ones, occur and can 
only occur in what is called the present. 
What I experience now is real to me even 
if I have to revise this experience immedi- 
ately or after some time. 

If we deny reality of his experience to 
any patient, we just as well make the de- 
nial to ourselves. If we mean to consider 
and to talk about people's acceptance or 
refusal to accept the rules and regulations 
of their society, if we mean to indicate that 
a patient appears to live in a world quite 
different from ours, we should call it by 
more appropriate words than the words real 
and unreal, As matters stand these words 
are particularly used if we do not know 
what is what and if we can get away best 
with some sort of an actually or apparent- 
ly technical term. The emphasis rests on the 
emotions which, even though we may be 
unable satisfactorily to understand and to 
interpret them, are those of a human being 
who has his experiences and uses them to 
build up his own world, As his experiences 
are changing so does his world, Can we for- 

get that exactly this same thing happens to 
us ? We are not the same ones today we 


were yesterday. Our experiences of today 
are not and cannot be identical with those 
of yesterday. 

There is a multitude of connections be- 
tween these remarks on reality and the 
observations about dread and hostility. 
These connections are particularly obvious 
in the life and the experiences of our pa- 
tients. Some of our patients are experienc- 
ing perfectly real fear in circumstances in 
which we tell them there is no reason to be 
fearful; this would be less frustrating 5 
for them and for us if we were able to make 
them understand that their fear, its motiva- 
tion and its sequelae stand on pathological 
ground—but it is often not possible to do 
this while the actual experiences are so 
impressively real. There is some interesting 
phenomenon in respect to anxiety, to ir- 
rational dread. One would be inclined to 
assume that anything irrational could never 
be real. However, whoever experienced the 
mood of anxiety or observed another per- 
son, patient or non-patient, going through 
the mood of anxiety can easily convince 
himself that irrational dread, that anxiety 
when actually experienced, is perfectly real 
for the experiencing person. 

I have come to the conviction that the 
reality of the experience of awe with its 
implication of irrational dread plays a 
fundamental role in religious experience. 
Here man seems to get in touch with reali- 
ties that he cannot grasp, that he cannot 
know as he knows anything scientifically 
definable. There, I feel, is one of the un- 
mistakable roots of faith. 

During more than one hundred years, 
scientists have proudly built up a complete- 
ly scientific Weltanschauung, a natural 
philosophy ; it belonged to the life and the 
work of Kraepelin as well as of Freud. 
Relatively recently in direct connection 
with the mystifying but very real progress 
of mathematics, physics, etc., scientists have 
again begun to grope for a religious faith. 
The presumably most rational man, the 
scientist, seems to be increasingly unable 
to do without irrationality. One might hope 
and imagine that there is an increasing un- 
rest which via irrational, but quite real 

5 The frustrations of the physician and his fears and 
possible anxiety can only be alluded to here. 
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anxiety will lead to an experiential reality BIBLIOGRAPHY 
compensating or even over-compensating 1. Hartmann, Klaus: Der Nervenarzt, 28 : 
the destructive menace around us. 360, Aug. 20, 1957. 


SUICIDE AND MEDICAL RESPONSIBILITY ! 


DAVID J. VAIL, M.D.? 


We present a post factum study of the 
suicides occurring in New Hampshire dur- 
ing 1955 and 1956, For purposes of statisti- 
cal control, only those cases were con- 
sidered in which death was registered 
Officially as suicide, the victim had been a 
bona fide resident of the State, and death 
had occurred within or immediately ad- 
jacent to the State. A total of 140 cases was 
thus available for the 2-year period ; other 
cases (out-of-State resident, equivocal ver- 
dict, etc.) brought the total to 152. This 
represents all cases of officially known sui- 
cide for this period.* 

Death certificates, obtained through the 
State Bureau of Vital Statistics, were 
studied first. A reconstructive search for 
information was then undertaken through 
various official agencies (e.g., state police, 
medical referee reports) and medical fa- 
cilities (private practicing psychiatrists, 
outpatient clinics, and psychiatric hospitals 
in the northern New England area). A key 
source of information : records of the New 
Hampshire State Hospital. This affords a 
secure vantage point because it is the only 
psychiatric inpatient facility in the State, 
and bears a large share of the total out- 
patient load. 

Data were organized into 5 main series, 
with some overlapping and gradual nar- 
rowing, each series serving definite statisti- 
cal purposes. Series I (N—152) and II 
(N=140) have been mentioned. Series III 
(N=64) was obtained by study of those 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Assistant Medical Director, Minnesota Dept. of 
Public Welfare; formerly Assistant Superintendent, 
New Hampshire State Hospital, Concord, N. H. 

8 Grateful acknowledgement is expressed to Miss 
Marion G. Maloon (Bureau of Vital Statistics of 
the New Hampshire State Health Department), Major 
T. Dwight Comstock (State Police), Miss Natalie 
Douillette (Attorney General's Office) and the many 
physicians and hospital and agency officials whose 
cooperation made this work possible, The author is 

also deeply indebted to Dr. Eli Robins, of the Wash- 
ington Uaiversity School of Medicine, for the use of 
his manuscript: “The Communication of Suicidal 
Intent.” (Am. J. Psychiat, 115 : 724, 1959.) 
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police and coroner reports from which 
reasonably reliable information could be 
obtained and tabulated as to premonitory 
symptomatology (despondency, depres- 
sion, preoccupation) ; overt statements of 
suicidal intent and/or suicidal attempts ; 
evidence of recent medical attention for 
any purpose ; evidence for any sort of re- 
ferral or commitment for formal psychi- 
atric attention (in- or out patient ; at any 
time and during the year prior to snicide), 
and diagnosible mental illness (including 
alcoholism). Series IV (N=28) was a dis- 
tillation of Series III ,using only those cases 
otherwise typical, where positive informa- 
tion was available with regard to medical 
attention in the face of overt symptoma- 
tology: by blocking out combinations, so 
that observed frequencies could be con- 
trasted to expected frequencies by the Chi- 
square method, statistically firm conclusions 
could be drawn. Records of patients who 
had been previously hospitalized at the 
New Hampshire State Hospital provided in- 
formation that was useful psychodynamical- 
ly, but could not be considered valid 
statistically since the total number (19) 
from 1955 and 1956 was too small, and a 
larger series obtained by “ringing in” 1953 
cases obviously violates the original condi- 
tions. Nevertheless, for purposes of general 
expression and convenience, all available 
case material was used : this is referred to 
as Series V (N=30). 

For purposes of brevity and clarity 
further specific reference to series will be 
minimized. The terms “entire group” or 
“entire series,” and general figures or per- 
centages used without specific qualification, 
all refer to the controlled but unselected 
Series II. 


SIGNIFICANT FINDINGS 


1. Patients having received psychiatric 
care. The information is summarized in 
Table 1. 

These figures are approximate, particular- 
ly as they refer to outpatient attendance. 
But it seems reasonable to presume that 
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TABLE 1 
Number of Proportion of 
Cases Series II 
Treated at N.H.S.H., inpatient 19 
Treated elsewhere, inpatient * 4.4 i 
Total inpatient l 23.4 ni 16.6% 
Treated at N.H.S.H., outpatient 1 
Treated elsewhere, outpatient * 6.6 vee 
Total outpatient 7.6 5.4% 
Grand Total 310 " % 


* Approximate figure, extrapolated from Series III. 


in an unselected series like this, represent- 
ing a general urban and rural population, 
between one-fifth and one-fourth of the 
suicide cases will have come at some time 
under some sort of formal psychiatric sur- 
veillance. If we narrow to the period of a 
year preceding suicide, the figure (by the 
method of computation in Table 1) shrinks 
to 12.87. 
2 General Medical Attention. Examina- 
tion of police and coroner reports gave 
reasonably reliable information in this con- 
eco. On the basis of Series II it was 
ned that 48.5% of the cases had 
een under some form of treatment by a 
Physician, Again, one respects order of 
istude rather than exact percentage. 
easons for medical surveillance were 
varied, ranging from serious somatic ill- 
a (e.g., angina pectoris, carcinomata) 
ough a variety of presumably nonspecific 
or hypochondriacal conditions (“ill heal i 
not feeling well,” “suffering from leg 
Pains,” “not himself”), to overt symptoms 
of depression and anxiety. 
5 3. Suicidal Warning. Official reports are 
Analy removed from the trouble situa- 
On. Even so, we are struck with the fre- 
d of overt suicidal statements and/or 
^ or attempts (53%: Series III). Here 
— pattern was greatly variable. Ex- 
mples : a wife who “has talked suicide for 
sh years,” a man who on his death-day 
ows his wife the rope he will use to hang 
mself ; several people from whom fire- 
e" had been kept because of statements 
Roli had made. Attention is directed to 
ins’ studies based on post factum in- 
ews with associates of the victim, show- 


ing an even more impressive frequency of 
clear, direct, and unmistakable suicidal 
statements. 

4. General Medical Attention and. Psy- 
chiatric Intervention. Series III was scored 
for the following factors: statements of 
despondency and depression ; formal psy- 
chiatric attention; general medical atten- 
tion (any purpose); suicidal acts/state- 
ments; diagnosible psychiatric illness 
(including alcoholism). Scores as they may 
occur either singly or in combination can 
be blocked out, observed and compared as 
to frequency. The combination medical 
attention—psychiatric attention was f 
by the Chi square method to be significant- 
ly low, (15.4% : Series III). This was sup- 
ported by the findings of Series IV where 
factors were under more rigid control : the 
correlation here between medical attention 
plus overt signs, and psychiatric interven- 
tion, was found for the year prior to suicide 
to be significantly low at the 1% level of 


confidence. 
These are ways of saying with statistics 
a simple fact : that the suicidal patients of 


this series, although under medical care 
for a variety of reasons, did not make their 
way to the psychiatrist. The words are 
important : did not make their way. It may 
mean that the physician was not aware 

the seriousness of the problem, or that he 
did not think to refer his patient, or that 
he may have made definite recommenda- 
tions which the patient or his ly did 
not choose to carry out. We shall return 
to this, for it is a deep business and of the 


utmost importance. j 
5. Sex difference. At every point in the 
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study, with regard to any method of analys- 
ing the data, one is struck with the fact 
that women were more frequently under 
medical care and more frequently treated 
psychiatrically than men. (For numerical 
and technical reasons this finding could not 
always be supported statistically.) For the 
year preceding suicide, for example, of the 
18.0 cases referred (cf. Table 1) 10.6 or 
59% were women. The ratio of women: 
total for the entire series was 29%. This 
difference is significant at an excellent level 
of confidence. It may arise from the higher 
frequency of general medical consultation 
among the women. But even this bears 
watching, and surely does not explain 
everything. 

6. Hospitalized Cases. These are dis- 
cussed simply to fill in the picture. For the 
reasons mentioned, Series V is insufficient 
in number and questionable as to method. 
It does, however, give something as a base- 
line. From this it would appear that half 
of the inpatients had been psychotic at the 
time of their hospitalization: illness was 
predominantly depressive, with organic in- 
volvement in many. Diagnosis of the re- 
mainder is controversial because of the 
frequency of depression, character disorder, 
and alcoholism and/or other forms of ad- 
diction. Two-thirds were considered psy- 
choneurotic (depressive reaction) but ad- 
diction was a factor in two-thirds also, with 
overlap. 

One patient (psychotic) committed sui- 
cide in hospital. In the remainder, inter- 
vening periods from a few days to 15 years 
had elapsed between the time of leaving 
the hospital and death. A highly significant 
proportion (one-third ) of the hospital series 
had signed in voluntarily. 

A study of previously hospitalized pa- 
tients illuminates a general suicidal popula- 
tion only to a limited degree. It seems safe 
to say, however, that a sizeable proportion 
of suicides, especially in the involutional 
period, occur in patients with undiagnosed 
or (at some level) ineffectually managed 
psychotic depressions. Alcoholism (of vary- 

ing pattern) can be found possibly in as 
many as one-third of the cases, There re- 
mains a shadowland of psychoneurotics, 
schizoid and infantile personalities, severe- 
ly repressed homosexuals, malcontents, 
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tired and pain-ridden sufferers, beatniks, 
grifters, timid would-be Outsiders, and 
busted romantics whom we may never real- 
ly know. The complexities of diagnosis 
can be easily confirmed by perusal of the 
raw material of police or coroner reports : 
a brain-twister for the classification-minded 
clinician. 


Discussion 


New Hampshire has a population of 
around 550,000, of which 57.5% is officially 
registered as urban. Because of the town- 
ship system peculiar to New England this 
figure is misleading : a “town” of 3,000 
people might be spread out over several 
square miles. New Hampshire has only 2 
cities over 30,000 in population. About half 
the population is in the industrialized 
southern and southeastern region, the re- 
mainder scattered, sometimes sparsely, over 
hilly and mountainous terrain. Many parts 
to the north are blighted, depending for a 
meager level of subsistence on small in- 
dustries, small-scale farming, and tourism. 
Population drift has been away from these 
areas, The state-wide population could be 
considered as generally representative for 
the U. S. The Yankee approach to life, how- 
ever, is distinctive—a subtle combination of 
traits : rigidity, sternness and strength (cf. 
Daniel Webster); shrewdness and humor 
(Percy Kilbride) ; and many subrosa quali- 
ties (presented accurately, if garishly, in 
Grace Metalious' Peyton Place). 

These matters require attention, as the 
suicide rate in New Hampshire has been 
persistently higher than that of the rest 
of the nation, with reversal of the usual 
sociological trend : the suicide rate only 
approaches the national average in the 
urban areas, and is much higher in the 
"North Country". In Grafton County, for 
example, (one of the northern counties) 
the suicide rate over a 10-year period (1947- 
1956) is 19.4 per hundred thousand, rough- 
ly 160% of the national average for whites. 

Sociological data are not of primary im- 
portance in the present study. They are 
brought out to provide background and to 
illustrate a germane point: that the eco- 
nomic and geographical availability of 
medical care appears to have little to do 
with suicide rate. Most parts of Grafton 
County, for example, with its striking sui- 
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cide incidence, are within two hours of the 
high-quality, popular and relatively inex- 
pensive medical center at Hanover; this 
applies equally to the excellent psychiatric 
staff at the Hitchcock Clinic. New Hamp- 
shire in general is well off with respect to 
general medical facilities, and fairly well 
provided psychiatrically ; better than many 
other states with lower suicide rates. The 
State Hospital is centrally located; with 
a record of over 100 years of good service, 
it enjoys excellent reputation and confi- 
dence among the public. 

We have to seek other explanations : 
cultural and educational depression and the 
unrelievable Yankee tensions of the remote 
rural areas. Deeper yet, we must attempt 
to find and reconstruct the dynamic situa- 
tion, the human situation of the suicidal 
patient: his goings and comings with 
family, friends, and physician ; the forces 
which close off his escape routes ; the des- 
tiny that drives and lures him. 

The system of psychodynamic interpreta- 
tion which derives from Freud’s “Mourning 
and Melancholia” is of the utmost value in 
understanding suicide, particularly as it oc- 
curs in involutional and other psychotic 
depressive reactions. These cases, as has 

een stated, account for a large number of 
suicides—often not diagnosed or blocked as 
to proper management. To bring these pa- 
tients under a proper period of secure 
hospitalization for observation and treat- 
ment would not solve the problem, but 
Would at least put the responsibility where 
it belongs. 

The psychoneurotic depressive particu- 
larly has finely elaborated techniques 
(among them weakening the opposition 
through irritation and boredom) for cover- 
ing up: any psychiatrist can produce a 
Sorry list of suicides occurring during treat- 
Tent or, more characteristically, shortly 
after termination, A patient of ours, for 
example, talked his way out of the hospital 
on the grounds of protest against "regi- 
mentation” and was dead 3 weeks later. 

p, he peculiar problem of the alcoholic is 
"is long-term flirtation with suicide, ex- 
emplified not only by his way of life but 

is frequent remarks and suicide at- 
tempts. With many, it becomes not simply 


a matter of “if,” but of ^when"—with seem- 
ingly little to be done about it. 

For the non-psychotic suicide in particu- 
lar (and we would state here that the 
concepts of "latent psychosis” or “temporary 
insanity" simply beg the question) there 
appears to be a dimension which we must 
reach and explore, lying "beyond the intro- 
ject principle." This is despair in its ex- 
istential usage, the "sickness unto death" 
described brilliantly and profoundly by 
Kierkegaard. Regard the restless, outward- 
living man: his shallow inner resources 
overdrawn ; the lies of overindulgence ex- 
posed one by one ; his sources of externally- 
derived power exhausted ; his love relation- 
ships “sicklied o'er" by concretions of hate 
and meanness, guilt and regret—he is 
pinned like a fly to a card in the 
face of this dreary bleakness, this penulti- 
mate nausea, this nothingness. There is no 
other way out, Small wonder that in his 
self-cynicism he will “prefer not” to consult 
a physician, much less a psychiatrist. And 
if he does, may it not simply be another 
futile gesture of despair, a phony and tem- 
porary compromise ? Nowhere does the 
analytic concept of “wrestling with the in- 
visible opponent" apply quite so clearly. 

The sex difference is pertinent here. It 
is easier for the woman to turn for help, 
easier for her to be practical-minded and 
honestly self-seeking in her ultimate solu- 
tions. The man is faced with an insoluble 
circular puzzle: with his self-esteem al- 
ready undermined, he cannot admit defeat 
by placing himself in the hands of some- 
one else. It works in the other direction 
too: for most of us the helpless female 
arouses chivalric impulses ; the helpless 
male, whether we like to face it. or not, 
excites scorn. 

There is a philosophical point of extreme 
importance, answered once by Socrates but 
out of fashion now, lying anterior to any- 
thing which can be discussed or decided 
about suicide : to what extent is it given to 
man to take his own life? This leads to 
more proximal questions : to what degree of 
responsibility for him are we committ 
Stated conversely : what right do we have 
to interfere with his plans if this is what 
he has decided to do ? These questions, our. 
answers to them, are of prime importance 
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in the clinical transaction, as they will de- 
termine the degree of secret collusion or 
assent which we may give. We must, by 
critical self-examination, resolve other 
questions: whether we believe funda- 
mentally, like our Western European an- 
cestors, that suicide is a hideous, unnatural 
perversion, a felony ; or—at extreme con- 
trast—an act of honor or courage. 

It is clear that the psychiatrist must take 
responsibility for the suicide, but he can 
only hope to work through the general 
physician. Education programs must be 


vigorously pushed : even elucidation of a 
few basic facts about psychoneurotic and 
psychotie depression will accomplish much. 
Let us lay permanently at least two ghosts 
that keep turning up : that people who talk 
about suicide never carry it out, and that 
suicide is always the act of an “insane” 
person. Laws should provide for inpatient 
observation at the behest and sole responsi- 
bility of the physician. And above all, let 
each professional become truly enlightened 
about the human realities of the suicide 
problem. 
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The purpose of this study was an at- 
tempt to determine which cases could be 
expected to respond to Marsilid, and which 
cases, on the other hand, should be given 
electroconvulsive therapy. While a total of 
more than 50 patients were treated with 
Marsilid, only 32, who could be observed 
in detail and followed for a period of 8 
months or longer form the material in this 
report. However, our experience with pre- 
viously treated patients affected this study 
inasmuch as it influenced the selection of 
patients for Marsilid. In the 32 patients 
studied, depressive patients with neurotic 
features predominate. Thirty-one patients 
presented various forms of depression. One 
was a chronic schizophrenic with a marked 
depressive reaction to his schizophrenic ill- 
ness, An ideal study would be one in which 
a random sample of depressed patients was 
matched against controlled groups. This 
study does not convey more than an impres- 
sion gained on selected non-hospitalized 
private patients, Since the conclusion of this 
study 21 more patients have been treated. 
While they are not included here the im- 
Pressions gained from them are identical 
with those to follow. 

Only patients who were seriously de- 
Pressed, unable to work, were treated. The 
Majority were suicidal and under 24 hour 
supervision, Almost all patients had failed 
to respond to amphetamines and related 
drugs. As Alexander(1) has observed, these 

Es, so helpful in mild depressions, fre- 
quently have an unfavorable effect on 
Severely depressed patients. We attempted 
to use rigid standards in evaluating im- 
Provement, Only virtual disappearance of 

depressive symptomatology was rated 
as improvement. Patients who had been 
seen in previous episodes were considered 
às improved as result of therapy only if the 

Provement occurred not later than 
— 

! Read in abbreviated form at the 14th annual 
eating of the Electroshock Research Association, 

n Francisco, Calif., May 11, 1958. 

From the Department of Neurology, College of 

ysicians and Surgeons, Columbia University, and 

Neurological Institute, Presbyterian Hospital. 


of the time before spontaneous recovery 
had occurred in previous episodes. “Recom- 
mendations for Reporting Studies of Psy- 
chiatric Drugs” as proposed by the Psycho- 
pharmacology Service Center of the Na- 
tional Institute of Mental Health, Public 
Health Service( 11), were followed as close- 
ly as possible. 

All patients were started on a daily 
dosage of 150 mg. of Marsilid. We have 
gained the impression that lower initial 
dosages are ineffective in depressive syn- 
dromes of major proportions. It appears 
possible, however, that similar dosages may 
be effective(14) if one is content to 
wait for the onset of improvement for more 
than 3 weeks. The initial dosage was de- 
creased either on account of the appearance 
of serious complications or of marked im- 
provement, Pyridoxine in equal or half 
of the dosage of Marsilid was given regular- 
ly. Liver function studies were done in 
intervals from 2 to 4 weeks. During the 
later period of our investigations they were 
limited to determination of cephalin floccu- 
lation and serum bilirubin. Urine analyses 
and bloodcounts were done in the majority 
but not in all the patients. 

The usual diagnostic classifications 
proved to be unsatisfactory in deciding 
which patient could be expected to respond 
to Marsilid and which should be treated 
with electroshock. Detailed study of the 
symptomatology demonstrated that 3 fac- 
tors were of extreme importance. They are : 
somatization of the depressive effect, 
marked retardation and preexistence of 
neurotic features. If one of these factors 
or a combination of them dominates the 
syndrome, Marsilid appeared to be effec- 
tive, Under somatization we understand 
somatization in function (eg. irritable 
colon, gastric hypermotility, tachycardia), 
and somatization in sensation (e.g. head- 
aches and heaviness on the chest). We 
definitely do not include the bizarre, gro- 
tesque, hypochondriacal delusions (“intes- 
tines have ne awe as seen in ad- 
vanced agitated depressions. 

The largest group of patients treated and 
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the most responsive consisted of patients 
for whom we had to devise a rather cum- 
bersome diagnostic label. They were life- 
long neurotics with inadequate personalities 
who fairly regularly experienced long epi- 
sodes of affective depression whereas in the 
intervals only neurotic features were pres- 
ent. Formerly most of these patients would 
have been placed either in the category of 
neurotic depression or, where the neurotic 
component was rather mild, in that of 
manic-depressive depressions. While these 
patients had marked somatization they 
were not agitated. Another group of equally 
neurotic and inadequate individuals in 
whom the depressive episodes were accom- 
panied by marked anxiety and agitation 
had to be differentiated from the afore- 
mentioned group. 

A survey of our tabulation shows that 
the first 4 patients who were classified as 
chronic neurotic and reactive depressions 
as a whole seemed to respond well with 3 
patients markedly improved. Among them 
was one who had persistently severe head- 
aches which disappeared with the depres- 
sive symptomatology. Disappearance of 
chronic headaches was also observed in 
other groups. Alcoholic habits of long 
standing, originally initiated in order to 
relieve headaches and sensation of physi- 
cal tension, disappeared. One of these 3 
neurotic patients who responded favorably 
to Marsilid had had an unsuccessful course 
of ECT. 

The 4 patients in the senile age group 
were the only ones in whom, to our sur- 
prise, the presence or absence of agitation 
seemed to make no difference in regard to 
the uniformly favorable response to Marsi- 
lid. It is noteworthy that these agitated 
and retarded patients showed very marked 
somatization of their depressive affect. Two 
patients had responded well to ECT one 
year prior to the institution of Marsilid. 
When the senile agitated depression with 
somatization recurred they responded 

equally well to Marsilid. 

The response to Marsilid was unsatis- 
factory in 3 of the 4 involutional agitated 
depressions, and the response to past as well 
as immediately following ECT was success- 
ful. The same observation has been made 

by Dally(4). Involutional retarded de- 


pressions, (3 patients), on the other hand, 
responded in a gratifying way to Marsilid. 
One of them previously had responded 
equally well to ECT. Manic-depressive 
depressions with retardation (4 patients), 
appeared to respond uniformly satisfactori- 
ly to Marsilid. Two of these had in the 
past responded equally favorably to ECT. 
All these retarded depressive patients, 
however, had had considerable consistent 
neurotic features for almost their entire 
lives. 

Ten cases of recurrent, retarded depres- 
sion with marked somatization in severely 
neurotic inadequate individuals responded 
satisfactorily to Marsilid. Five of these in 
the past had been treated with ECT, 3 of 
them entirely unsuccessfully, and 2 with 
very limited success. 

Recurrent agitated depressions with 
marked anxiety in 2 severely neurotic in- 
adequate individuals, did not respond to 
Marsilid, whereas they had favorably re- 
sponded to ECT in the past. 

Impressive was the result of Marsilid 
in a complex schizophrenic syndrome(6). 
This patient had been under my uninter- 
rupted observation for more than 5 years. 
He had had intensive psychotherapy with- 
out results and repeated, long courses of 
ECT which had served to ameliorate cata- 
tonic episodes. In addition to autism and 
severe disturbances of the thought pro- 
cess this patient was chronically depressed 
with marked sensations of physical dis- 
comfort in his head. After 4 weeks of Mar- 
silid be became mildly euphoric and ex- 
ceedingly active in an orderly fashion. He 
resumed contacts with family and friends 
and started to work. Reduction of the initial 
daily dosage of 150 mg. resulted in a re- 
appearance of the original symptoms. When 
functioning well with the full dosage the 
patient states that his disease still is present 
but somewhat in the background. Even 
when on a full dosage he can at will ex- 
perimentally produce his original symp- 
tomatology. After 6 months of continued 
treatment the patient experienced a com- 
plete relapse. Medication was discontinued 
for 1 month, and when resumed the same 
beneficial results were noted as in the be- 
ginning. Similar cases have been reported 
by Breitner(3). 
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The total number of patients treated is 
small. The selection of the 32 presented ad- 
mittedly had been influenced by previously 
formed impressions. If we dare to draw 
conclusions from this material it is our im- 
pression that 3 factors are of outstanding 
importance in those depressed patients who 
show favorable response to Marsilid. These 
factors are strong preexisting neurotic ten- 
dencies, retardation and somatization. If 
these factors dominate the depressive syn- 
drome, Marsilid may be expected to be 
effective. This conforms very well with the 
concept of Marsilid as a psychic energizer 
and with the original observation of in- 
creased sense of physical well-being in 
tubercular patients, Since in most neurotic 
depressions and in the related group of 
episodic affective exacerbations in chronic- 
ally neurotic individuals, somatization usu- 
ally plays a large role, it is this group which 
appears to offer the greatest promise with 
Marsilid. 

That the indication for electroshock in 
neuroses is problematical has been already 
pointed out in the earlier period of shock 
therapy by Kalinowsky, Barrera and Hor- 
witz(10). Recently Kalinowsky(9) sug- 
gested that electroshock therapy given for 
facilitation of psychotherapy should be re- 
placed by drugs. In this study we have not 
used any form of psychotherapy. The affec- 
tive improvement in the neurotic depres- 
sions and in the related group is accom- 
panied by disappearance of the customary 
physical complaints, e.g. headaches. In 
watching these patients one gains the im- 
pression that the increased sense of physi- 
cal well-being eliminates the physical com- 
plaints first and then results in removal o 
the depressive affect. 

In those syndromes in which agitation is 
Predominant Marsilid is ineffective. While 
in these cases somatization is frequently 
Present it is a concomitant but not a domin- 
ant factor. Furthermore, somatization in 

ese cases is not somatization in sensation 
and function but somatization in phantasy 

ese are the patients with the bizarre 
Somatic delusions. The majority of the in- 
Volutional depressions fall into this catego 
vum fortunately is the same in which 

CT achieves its best results. 

If marked pure anxiety plays a dominant 
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role in the syndrome, Marsilid ap to 
be equally ineffective as it is when agitation 
is predominant. 

The average time until onset of improve- 
ment became noticeable was 3 weeks, the 
shortest time after which onset of improve- 
ment was noted was 1 week and the longest 
3 months. 

Out of the 32 patients treated, 25 definite- 
ly derived benefit from the drug; (Smarr, 
Wolf and Pressman(13) reported improve- 
ment in 16 out of 25 patients). 

Of the 25 improved patients, 13 had to 
be kept on small dosages for an indefinite 
period because discontinuation resulted in 
a relapse. 

Fifteen of the 32 patients treated showed 
serious complications. There was 1 case of 
serious, dangerous liver damage requiring 
long-term hospitalization. For a while there 
was fear for this patient’s life. Laboratory 
evidence of definite liver damage, (3 plus 
cephalin flocculation), was seen in 4 cases, 
of mild liver damage in 2 cases, (2 plus 
cephalin flocculation), This indicates liver 
damage in 7 out of 32 cases. Five patients 
sustained falls? due to syncope, most likely 
on basis of orthostatic hypotension. None 
of these patients had shown excessive de- 
grees of orthostatic hypotension on repeated 
examinations, These falls are liable to occur 
chiefly when the patients leave their beds 
during the night in a drowsy state. There 
was I nocturnal seizure in a patient who 
had shown an excessive degree of hyper- 
reflexia. This patient had never experi- 
enced convulsions on any other occasion 
and was not taking drugs which could have 
induced convulsive seizures. Excessive gain 
in weight (exceeding 30 pounds) also was 
considered to be a serious complication and 
occurred in 2 instances. 

Most of the patients with major com- 
plications showed also minor complica- 
tions. They did not differ in our material 
from what has been described previously. 

We observed orthostatic hypotension, 
dizziness, increased wakefulness which 


eae tart . H p ced 

8 A physician whose attending internist had pla 
him on Marsilid on account of arthritis sustained a 
serious fall when stepping out of his car and pre- 
sented a syndrome of extreme equilibratory inco- 
ordination. (This patient does not belong in the 
group presented here.) 
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quite often is perceived as unpleasant, and 
which should be rather designated as in- 
somnia, sweating, dryness, nausea, blurring 
of vision, constipation, bad taste, increased 
sensitivity to heat, delayed micturition, in- 
creased urinary frequency, localized edema, 
inability to achieve erection, inability to 
achieve orgasm, muscle twitchings and 
tremors, hyperreflexia, gastric distress, 
fatigue, pains in the legs. 

The presence of orthostatic hypotension 

` in most patients who are on Marsilid makes 
us feel that simultaneous combination of 
Marsilid and electroshock should be 
avoided. 

Not as complication but as interesting 
side-feature we considered the fact that 
patients who were used to barbiturates be- 
came intolerant to them. Marsilid also 
caused intolerance of previously well tol- 
erated anti-parkinson drugs. Two patients 
who had been drinking habitually became 
so intolerant to alcohol that they stopped 
drinking entirely. The effect of Marsilid 
here was somewhat comparable to the 
effect of Antabuse. A patient who had in 
the past received Desoxyn intravenously 
became completely intolerant to Desoxyn 
and showed a serious and prolonged re- 
action after an intravenous Desoxyn injec- 
tion which was given while he underwent 
treatment with Marsilid. 

A surprising chance observation was the 
disappearance of the manifestations of 
psoriasis in an 80 year old female patient 
who had had these manifestations uninter- 
ruptedly for 40 years. The manifestations 
reappeared after discontinuation of the 
drug. 

In some patients, continued use of higher 
dosages may result in a manic episode. Two 
of our patients became boisterous, over- 
active and elated. Similar observations have 
been reported by Furst(8). 

As far as sexual function in the male 
is concerned we observed not only dis- 
turbance of potency but also return of 
potency, most likely as result of the elimina- 
tion of the depressive effect. 

In the clearly episodic disorders we had 
the impression that Marsilid was instru- 

mental in precipitating termination of the 
particular episode. 

In syndromes which contained neurotic 
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elements of considerable degree or which 
are chronic, e.g. senile depressions, relapses 
tend to occur with discontinuation of the 
drug, and it appears that the patients have 
to be kept almost indefinitely on small 
maintenance dosages. So far we have en- 
countered none of the serious complications 
on these small dosages which are, however, 
totally insufficient as starting dosages. Since 
the conclusion of this paper 1 patient with 
very severe clinical liver damage has come 
to our attention who had received a daily 
total dosage of 75 mg. of Marsilid over a 
period of 8 weeks. This case proves the 
contention that socalled smaller dosages are 
less dangerous, to be erroneous. 

Depressions with emphasis on either 
somatization or retardation or both, chiefly 
such with neurotic features, may be ex- 
pected to respond to Marsilid. In the hope 
that chemical changes may turn Marsilid 
into a less toxic drug when shall we apply 
Marsilid therapy and when ECT? 

Since improvement can not be expected 
to start earlier than after 3 weeks, and since 
it may take longer until marked relief is 
obtained, severe depressions involving 
either suicidal risk or an excessive degree 
of suffering will continue to be treated with 
electroshock(12). So will be all de- 
pressive syndromes in which agitation is 
predominant. This excludes Marsilid from 
the most common group of depressions : 
the agitated involutional depressions. 

On the other hand, in depressive syn- 
dromes in which retardation or somatiza- 
tion or both are dominant a trial with 
Marsilid is justified if no suicidal risk and 
no excessive degree of suffering are pres- 
ent, if no immedate improvement is im- 
perative, and if one is willing to take a 
greater risk of a relapse. Chiefly, the 
physician and the relatives have to be aware 
of the risk of liver damage. Marsilid is most 
promising in recurrent retarded depres- 
sions with marked somatization in neurotic 
individuals. 

Finally we may raise the question wheth- 
er Marsilid in those syndromes in which 
it may be expected to be helpful is pre 
ferable to electroshock. Advertisements as 
well as studies investigating phrenotropic 
drugs consider it a foregone conclusion 
that if drug therapy and electroshock can 
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reach identical results that in such instances 
drug therapy is preferable. Is this attitude 
really correct ? The above-enumerated com- 
plications of Marsilid are frequent and 
formidable. While in the minds of the 
advertising agencies of the pharmaceutical 
industry, of the population in general and 
of drug enthused psychiatrists, electroshock 
is still a back breaking, bone shattering or- 
deal this certainly is not true to fact. The 
sophisticated petit mal-grand mal succinyl- 
choline technique with avoidance of bar- 
biturates as advocated by Impastato(7, 8), 
is a method which possibly is more devoid 
of risks than most new phrenatropic drugs. 
The statistically exceedingly small risk 
of cardio-vascular complications including 
even death(2), is probably not completely 
eliminated by this technique. This risk has 
to be weighed against the major risks inher- 
ent to Marsilid therapy, particularly liver 
damage. We now require that our patients 


or their relatives at the initiation of Mar- 
silid therapy sign a statement in which they 
indicate that they are aware of the various 
risks, particularly liver damage. It further- 
more has to be kept in mind that in most 
instances Marsilid therapy has to be con- 
tinued for a longer period of time than 
electroshock, that it takes longer until re- 
lief is obtained, and that there is a greater 
tendency to relapse. On the other hand, 
Marsilid is superior to electroshock in those 
cases where neurotic factors play a large 
role. Here it may become unequivocally 
the first choice for removal of the depres- 
sive affect, if ways could be found to 
eliminate its hepatoxic features. 


SuMMARY AND CONCLUSIONS 
Marsilid (iproniazid), so far, is the only 
drug with powerful anti-depressive pro- 
perties. Twenty-five out of 32 patients 
derived benefit from the drug. It is helpful 


TABLE 1 
MansrLm (ĪPRONIAZID) AND ELECTROSHOCK 


Pat. treat Mark. improv. Unimprov. 


Chronic neurotic and 
reactive depressions 4 


Senile depressions 
retarded or agitated 
With marked somatization 4 


Involutional agitated 
depressions 4 


Involutional retarded 
depressions 3 


Manic-depressive 
depressions retarded 4 
Recurrent retarded 
epressions in severely 
Neurotic inadequate 


individuals with marked 
Somatization oo 


Recurrent agitated 
anxious depressions 
in Severely neurotic 
Madequate individuals 3 


Long Standing severe 


win Phrenic syndrome 
depressive affect, 
Catatonic episodes and 
Marked Somatic complaints 


— 


32 


Past ECT 


3 1 1 unsuccessful 

3 1 2 successful 

1 3 3 successful 

3 ‘ 0 1 successful 

4 0 2 successful 

2 mod. successful 

ib 0 3 unsuccessful 

A 2 2 successful 

i n 1 limited temporary 
25 Ui success 

95 1 
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in depressive syndromes in which somatiza- 
tion and retardation predominate, particu- 
larly so, if strong neurotic features are 
present. In one severe chronic schizophren- 
ic syndrome Marsilid had a powerful 
euphorizing, unblocking effect. It is in- 
effective in most agitated depressions. It 
requires considerable length of time before 
exerting effect. Half of the successfully 
treated patients relapsed and had to be 
kept on maintenance therapy. 

Toxic features are of considerable degree 
and frequency, Fifteen out of 32 patients 
showed serious complications, among them 
7 cases of liver damage. The well-known 
minor complications occurred in the vast 
majority of patients. 

Indications for electroshock and Marsilid 
will rarely overlap since depressions with 
neurotic features were never a first choice 
indication for electroshock, and since the 


TABLE 2 
Marsum (Iprontazip) AND ELECTROSHOCK 
Average time until beginning of 
improvement 3 weeks 
Shortest time 1 week 
Longest time 3 months 


$$$ 
Serious Complications in 32 Patients: 


Number of Patients 


Serious clinical liver damage 1 
Laboratory evidence of definite liver 
damage (3 plus cephalin flocculation) 4 
Laboratory evidence of mild liver 
damage (2 plus cephalin 
flocculation) 

Convulsive seizure (nocturnal) 
Falls 


Excessive gain in weight 


al 
[oi ho gU to 
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prevalent group of psychotic depressions, 
the agitated depressions, failed to respond 
to Marsilid. It appears that the anti-de- 
pressive effect of Marsilid is exerted over 
the sense of increased physical well-being 
and increased energy induced by the drug, 
A possibly important chance observation 
was the disappearance of the manifesta- 
tions of psoriasis of 40 years uninterrupted 
duration and their reappearance after dis- 
continuation of the drug. 
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THE ROLE OF THE FATHER IN FAMILIES WITH A 
SCHIZOPHRENIC PATIENT ! 


MURRAY BOWEN, M.D., ROBERT H. DYSINGER, M.D., AND 
BETTY BASAMANIA, M.S.S.? 


The father often plays a peripheral part 
in the intense conflict in a family with a 
psychotic patient. The intensity of conflict 
between mother and patient can defocus 
his importance in the family problem. This 
paper will focus on the function of the 
father in 10 families currently participating 
in a clinical research study. Lidz(5) was 
one of the first to focus specifically on the 
role of the father in these families. 

Four families, consisting of father, 
mother, and severely impaired schizo- 
phrenic patient have lived together on a 
psychiatric ward in a research center and 
participated in family psychotherapy for 
periods up to 2% years. An additional 6 
families with fathers, mothers, and overtly 
Psychotic schizophrenic patients have been 
treated in outpatient family therapy for 
periods up to 2 years, The details of the 
theoretical and psychotherapeutic orienta- 
tion have been presented in other papers 
(2, 3). Theoretically, the psychosis in the 
patient is regarded as a symptom of a proc- 
ess that involves the entire family. Psycho- 
therapeutically, the family is treated as if 
it were a single organism. This report con- 
tains material from all 10 families. Detailed 

hour daily observations have been made 
9n each member of the inpatient families. 
The study is thus a longitudinal one in 
Which the day to day adjustment of the 
amilies has been followed for fairly long 
Periods. 

This paper describes the father as he 
functions in the day to day life of the fami- 
Y. We believe there are theoretical and 
therapeutic advantages in viewing the 
amily as a unit and also in following the 
family as it functions under varying situa- 
Hons over a long period of time. In our 
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experience, each family member functions 
in a variety of ways, determined quite as 
much by the reciprocal functioning of other 
family members as by forces inside himself. 
For instance, we often hear that “the father 
is jealous of the mother’s attention to the 
patient.” In these 10 families, this might 
be descriptively accurate for a single situa- 
tion but descriptively misleading if applied 
to a total family adjustment. To summarize 
this point, the father is viewed as he func- 
tions as part of the family unit over a pro- 
longed period of time. 

The primary family threesome is father, 
mother, and patient. Normal siblings have 
also participated in the family studies but 
the intense conflict remains pretty much 
confined to the father, mother, patient 
group. Another clinical point has been most 
striking. The family members are quite 
different in their relationships to figures out- 
side the family than they are toward those 
within the family. A parent might function 
successfully and efficiently in outside busi- 
ness and social relationships and yet, within 
the family group, find self paralyzed by 
indecision, immaturity and inefficiency. 

Functionally, there is a marked emotional 
distance between the parents in all 10 
families. There is considerable variation in 
the way the distance is maintained, One 
set of parents had a positive but very formal 
and controlled relationship. They had few 
overt differences, saw their marriage as 
ideal, and reported an active and satisfying 
sexual relationship. They used conyentional 
terms of endearment with each other but 
wide areas of personal human experience 
were obliterated from their thinking and 
discussions. At the other end of the scale, 
another set of parents could not remain long 
together without arguments, shouting, and 
disagreement. In social situations they were 
congenial. In the middle of the scale, 8 sets 
of parents had adjustments with varying 
combinations of ie positive 
overt disagreement. They were aw 
Senate Dii consciously avoided touchy 
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points. They maintained sufficient imper- 
sonal distance to keep disagreements at a 
The fathers and mothers appear equally 
immature. The surface distance controls a 
deeper interdependence on each other. One 
parent denies the immaturity and functions 
with a fagade of overadequacy. The other 
accentuates the immaturity and functions 
with a fagade of inadequacy. In their day 
to day living, the overadequacy of one, 
functions in reciprocal relationship to the 
inadequacy of the other. Ackerman(1) and 
Mittelman(6) are among those who de- 
scribe reciprocal functionings in marriages. 
A clinical manifestation of the problem is 
the “domination-submission” issue. The 
overadequate one is seen as "dominating" 
and the inadequate one as "forced to sub- 
mit.” Both complain of “domination by,” 
and of being "forced to submit to" the 
other. Both avoid the responsibility of 
"dominating" and the anxiety of "submis- 
sion.” Another clinical issue involves de- 
cision making. The families are incapable 
of decisions that are routine for other 
families. One father stated this clearly when 
he said, “We cannot decide together on 
anything. I suggest we go shopping Satur- 
day afternoon. She objects. We argue. 
Neither will give in to the other. We end 
up doing nothing." This example is charac- 
teristic of other decisions, both minor and 
major. Important decisions can remain 
undecided to be resolved by time, by cir- 
cumstance, or the advice of an expert. 
Decisions that are "problems to be solved" 
by other families become “burdens to be 
endured" by these families, This paralysis 
of indecision creates the impression of 
“weak families.” The paralysis subsides 
when one parent “dominates” the family. 
In all 10 families the parents hold emo- 
tionally charged, intense, opposite view- 
points about the proper treatment for the 
patient. This conflict exists when there are 
no other conflicts. One father said, “The 
only question on which we never agree is 
how to raise children and how to raise 
parakeets. Neither ever changes a stand 
and neither ever gives in.” The mother most 
often gets her way while the father op- 
poses, either actively or passively. After her 
way has failed, the father institutes his 


plan while the mother becomes his critic 
and the predictor of his failure. The cycle 
repeats over and over. 

There is a constant family relationship 
pattern in all the families. The parents are 
unable to have a close relationship with 
each other but each can have a close rela- 
tionship with the patient, if the other par- 
ent permits. The mother is usually close 
to the patient and the father is excluded, 
or he permits himself to be excluded, from 
the intense mother-patient twosome. The 
term ‘intense” describes a close ambivalent 
relationship in which the thoughts of both, 
either positive or negative, are invested in 
each other. The pattern is most frequently 
changed by the mother, who withdraws 
from conflict with the patient, and leaves 
the patient with the father. In this situa- 
tion, the father functions as a substitute 
mother, The father may change the pattern 
with his own activity but he cannot win the 
patient until he has somehow dealt with 
the mother’s opposition. In such a situa- 
tion, the father may become cruel and 
dominating and the mother inadequate and 
whining. The patient’s psychosis is an ef- 
fective mechanism to rearrange family pat- 
terns. In our experience, it is easier for the 
mother to win the patient from the father 
than for father to win the patient from the 
mother. 

The fathers and mothers often divide the 
patient's time just as divorced parents share 
their children. This has been striking in the 
5 families with schizophrenic sons. The 
parents had long been concerned about the 
sons’ attachments to their mothers. The 
mothers blamed the attachments on the 
fathers’ lack of interest in the sons. Both 
parents agreed that boys needed close re- 
lationships with fathers. All 5 fathers tried 
hard to get this closeness, One became a 
Boy Scout troop leader to encourage close- 
ness with his son. Another father main- 
tained a regular schedule of father-son ac- 
tivities. Another tried “to be pals” with 
his son, and another tried a continuing 
“man-to-man” approach. The mothers ap- 
proved the father-son efforts, but they did 
not give up their prior intense attachments, 
and the fathers’ efforts all failed. To sum- 
marize this point, the parents have an emo- 
tional divorce from each other but either 
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E can have a close relationship with 

the patient, if the other parent permits. 
The family configuration emerges clearly 

in family psychotherapy. All 3 members 


‘attend therapy hours together. The thera- 


peutic effort is to analyze the existing intra- 
ly relationships. There are periods 
when one of the threesome is absent from 
the hours. When all 3 are present, when 
the therapist does not structure the hour, 
and when the family follows the plan of 
working on its own problem in the hour, 
then the family group cannot avoid running 
into intense family conflict. This results 
in high anxiety, action, and progress in 
therapy. Any 2 members of the family three- 
Some can successfully avoid anxiety issues 
and the therapy becomes a more intellectu- 
al, more sterile, and less profitable pursuit. 
The relative functioning of the father 
been revealed clearly in the sharp 
changes that occur in the course of family 
therapy. The usual family begins therapy 
with a compliant, nonparticipating father 
and a mother locked in emotional turmoil 
With a hostile infantile patient. The initial 
hours deal with the conflict between mother 
and patient. When the father begins to 
Participate, the conflict shifts to the father- 
Mother relationship. As.the father begins 
to assert his strength, the mother becomes 
More aggressive, more challenging, and 
en more overtly anxious. Her anxiety and 
can cause him to retreat from his 
Stand. When the father can maintain him- 


i self as head of the family in spite of her 


in ptt wc 


— anxiety, the mother develops intense anxie- 


ly. One mother who had been aggressive, 
Ostile, and dominating, changed in a few 
ays to a kind, objective, motherly person. 
€ said, "It is so nice to finally bave a man 
Or a husband,” Another mother said, “I was 
30 happy to sce him stand up for himself. 
T couldn't help fighting him. It was auto- 
Matic, All the time I was hoping and hoping 
e would not get concerned about my 
Anxiety and the things I said." Another 
Mother said, “If he can keep on being a 


- man, then I can be a woman.” These 


nges can last until the parents encounter 
Anxiety, Then they revert to their former 
Way of functioning but the changes repeat 
greater frequency and less turmor. 
Pattern suggests that a fairly no 


family is a flexible one in which parents 
can shift their functioning according to the 
prevailing reality without threatening either 
of them. The first to change in these families 
has been the parent in the inadequate 
position, whether it be father or mother. 

When the parents change their function- 
ing, the patient becomes more disturbed. 
The first real change in the patient takes 
place when the mother can maintain a firm 
stand against the child's infantile clinging. 
During one change in the parents, the 
staff referred to the parental closeness as 
“the honeymoon.” When the parents can 
maintain a closeness in which they are more 
invested in each other than either is in- 
vested in the patient, then the patient 
makes rapid gains. When either parent be- 
comes more invested in the patient than in 
the other parent, the psychotic process be- 
comes intensified. 

There was a different change in one 
family. A son dominated a home with his 
psychotic demands. His parents, especially 
the father, were fearful of physical harm 
if they opposed him. The anxiety reached a 
peak in which the father took a stand. The 
patient attacked. The father subdued the 
son physicially. There was immediate peace 
and quiet in the house. Within a week the 
patient's psychotic symptoms subsided and 
he returned to school. The father policed 
the home for a month. His relationship to 
the son had changed and the son's rela- 
tionship to the mother had changed but 
there had been no change between father 
and mother. The father said, "I can't take 
it any more." He gave up his strong stand, 
the mother resumed her picking on the 
patient, and the patient resumed his psy- 
chotic behavior. The parents had each 
changed their relationship to the son with- 
out a change between themselves. 


SUMMARY 


A small number of fathers, mothers, and 
their schizophrenic children have been 
studied as a group and treated in family 
psychotherapy for periods up to 24 years. 
The view of the family as a single organism 
provides a broader, more distant perspec- 
tive than is possible with close up views 0 
individual family members. An effort is 
made to avoid the use of terms and de- 
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scriptions that are associated with the more 
familiar individual perspective. 

The father is described as he is seen to 
function in terms of the broader family 
perspective. Several prominent patterns 
have emerged when the family has been 
viewed from this position. The family mem- 
bers, particularly the father and mother, 
function in reciprocal relation to each other. 
They are separated from each other by an 
emotional barrier which, in some ways, has 
characteristics of an "emotional divorce." 
Either father or mother can have a close 
emotional relationship with the patient 
when the other parent permits. The pa- 
tient's function is similar to that of an un- 
successful mediator of the emotional dif- 
ferences between the parents, The most 
frequent family pattern is an intense two- 
some between mother and patient which 
excludes the father and from which he 
permits himself to be excluded. The family 
pattern changes under varying individual 
and family circumstances in the course of 
daily living. 
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The Social-Legal Counselling Board was 
initiated in 1955 in Hartford, Conn., by 
attorneys whose work had brought them to 
realize the complex psychological and social 
difficulties which accompany many of the 
legal problems of their clients. The agency 
was established after a series of meetings 
of members of the 3 professions of law, 
psychiatry, and social work. The legal rep- 
resentatives included the Chief Justice of 
the highest appellate court, trial judges, po- 

court judges, probate officers, and 
lawyers. The psychiatrists were represented 
by the chief of the psychiatric department 
of a community general hospital and by 
the medical director of a private psychiatric 
hospital. The representatives of the social 
Work profession included social workers, 
heads of the family welfare agencies, and 
Officers of the local Community Chest. The 
agency was incorporated and the first presi- 
dent was the Judge of the Juvenile Court. 

The staff of the agency consists of the 
Executive Director and the secretary. The 
Executive Director is an attorney, a Judge 
of a Probate Court, and is also qualified as 
& social worker. Offices have been provided 
in the outpatient department of a private 
Psychiatric hospital. 

The criteria for selection and referral of 
Cases handled by the Social-Legal Counsel- 

g Board are as follows : 

l. The case must present problems in- 
Yolving at least 2 of the 3 participating pro- 
essions of law, psychiatry, and social work. 

2. At least one aspect of the problem 
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must be of a legal nature, since the Social- 
Legal Counseling Board is primarily 
oriented towards the multi-dimensional 
cases which arise in a legal setting. 

3. General preference is given to cases 
referred by all courts, including Superior, 
Common Pleas, Probate, Juvenile and Police 
Courts, probation officers connected with 
these courts, and the county sheriff. 

4. Cases are also accepted, subject to the 
first two criteria, from lawyers, social 
agencies, and members of the clergy. 

When a client is referred, he is inter- 
viewed by the Executive Director who 
carries out a thorough investigation. This 
involves not only several interviews with 
the client but also personal contact with 
other members of the family and if neces- 
sary with school officials, probation officers, 
etc. Court records and the reports of other 
social agencies with whom the client might 
have had some previous contact are also 
examined. In this way, as complete a pic- 
ture as possible is obtained. When the 
workup has been completed, a full report 
is prepared. On the basis of her findings a 
decision is made by the Executive Director 
as to future disposition. Those cases which 
do not present a problem falling within the 
criteria established above are directed to 
other social agencies providing the service 
which appears needed. The remaining cases 
which would appear to benefit from the 
panel technique are retained. 

Because the majority of cases present 
problems in family relationships, the panel 
technique is most effective when other sig- 
nificant family members can be induced to 
participate. Thus not only the original client 
but also the other persons involved attend 
on the evenings when their problems are 
to be discussed. 

A panel consists of one representative of 
law, psychiatry, and social work, each 
drawn from a list of volunteer participants 
who have agreed to give their time and 
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experience. At the present time there are 
8 panels, the composition of each panel 
remaining constant. Panels may meet from 
as frequently as once a week to once a 
month. The time of the meeting is usually 
from 7:30 p.m. until about 11:00 p.m. Prior 
to the meeting of the panel, each member 
is sent a full report of the investigation and 
findings of the Executive Director. The 
panel meets in executive session with the 
Director for approximately the first half 
hour to discuss the problems raised in the 
report and to define the method of ap- 
proach. Frequently it is agreed that the 
legal and social work aspects of the problem 
will be dealt with first. This clears away 
the superficial problems and discloses the 
underlying psychological difficulties, In 
order to provide direction, one member of 
the group assumes the task of leading the 
initial part of the discussion. 

The panel then meets with the client. The 
Executive Director, who is a participant, 
presents in the presence of the client a very 
brief outline of her discussions with the 
client. The member of the panel previously 
designated starts the proceedings by ex- 
ploring those aspects of the problem within 
his professional competence. From this 
point, the discussion becomes generalized 
with each member participating to bring 
out all the dimensions of the problem which 
he is particularly competent to evaluate, 

The other members of the family in- 
volved in the problem are likewise inter- 
viewed separately that evening. The panel 
meets again in executive session, at which 
time further areas to be explored are de- 
fined and recommendations to be made are 
framed, Thus it may be decided to meet 
immediately with both conflicting parties 
together for further discussions ; or to hold 
further meetings with the parties at a sub- 
sequent date; to make an immediate re- 
ferral to appropriate facilities such as a 
social work agency or to a psychiatric out- 
patient department, or even to inpatient 

care. Sometimes where it appears that one 
member of the panel can provide a needed 
service, he may assume responsibility for 
follow-up interviews with the individuals 
directly. In general, the trend is towards 
two or more meetings of the panel on 
each problem. While it may appear that 
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only superficial problems could be han- 
dled by such brief contact, nevertheless the 
success achieved in a number of situations 
has been most rewarding. 

The following table gives an overall im- 
pression as to the number of cases referred 
and their disposal between the inception 
of the agency in January 1956, and April 
1958 : 


1. Number of referrals 191 
2. Pending evaluation 13 
3. Number of withdrawals prior to 
completion of social work in- 
vestigation 53 
4. Number of withdrawals after com- 
pletion of social work investiga- 
tion but before meeting panel 26 
5. Number referred to psychiatric 


clinics prior to panel 15 

6. Number referred to other social 
agencies prior to panel 41 

7. Number of referrals meeting with 
panel 41 

Number of persons inter-' 
viewed by panels 77 

8. Number referred to psychiatric 
clinics after panel 19 

9. Number referred to social agencies 
after panel 17 


10. Number who broke off after panel 5 

Although it is difficult to get actual 
figures, it would appear so far that the 
percentage of clients completing the proc- 
ess as far as seeing a panel is at least as 
great as the percentage of clients who have 
more than one interview with social agen- 
cies in the community. 

For the first year each panel of a lawyer, 
psychiatrist and social worker was dis- 
charged at the conclusion of each case. As 
a result, panel members tended on many 
occasions to be unfamiliar with each other 
and with each other's method of opera- 
tion. Their effectiveness was impaired be- 
cause of the varying rivalries, differences, 
outlook, beliefs, resulting in a lack of 
rapport between panel members. This be- 
came even more clear when a meeting of 
all the psychiatrists, a meeting of the social 
workers, and a meeting of the attorneys 
were held to review the reactions to the 
first year's work. The difficulties in inter- 
professional relationships were well ex- 
emplified at the meeting of the social 
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workers, most of whom expressed some dis- 
comfort in the panel situation. The reasons 
given for this discomfort included the un- 
certainties they felt about their roles in re- 
lation to other members of the panel, the 
difficulty of working in this type of relation- 
ship with panel members they were meet- 
ing for the first time, anxiety about things 
done both by the psychiatrist and the 
lawyer, inability to control the situation as 
they can in the ordinary interview between 
social worker and client, a feeling that social 
workers were expected to come up with im- 
mediate solutions. This discomfort was 
also felt by some of the psychiatrists. For ex- 
ample, one viewpoint of the psychiatrists 
was that the physician could do a better 
job if he could have a personal interview, 
because his techniques depended to a large 
extent on the relationship created with the 
client, The attorneys, as a group, were the 
most favorably disposed to the experience. 

_ All groups agreed that anxieties in the 
interprofessional relationships might be 
greatly reduced and perhaps eliminated if 
the representatives of each profession could 
continue working together on the same 
panel. This principle has been adopted. As 
the members have become better acquaint- 
ed with each other and with each other's 
points of view and modes of operation, it 
is our firm impression that the rapport de- 
veloped between panel members has been 
reflected in the clients’ being more relaxe 
and consequently more productive in their 
participation. 

In view of the feelings expressed by both 
psychiatrists and social workers concerning 
their preferred role in a one-to-one rela- 
tionship with a patient or client, some pre- 
liminary observations have been made as to 
the effect of the multiple relationship used 
in this technique. When the members of 
the panel have become familiar with each 
other, many anxieties disappear, especially 
With regard to status and to fancied ex- 
Pectations by the others. The group be- 
Comes unified in its aims and direction. It 
Is believed by some of the professional 
Participants that there are many advan- 
tages, For example, the relationship of the 
client to the panel as a unit eliminates or 
minimizes transference and countertrans- 
ference distortions which may arise in the 
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one-to-one relationship. Again many of the 
clients are more fearful of a one-to-one 
relationship with a therapist initially but 
are willing to attend a meeting with differ- 
ent professions represented. Moreover, the 
professionals, especially the psychiatrist and 
the social worker, see themselves less in- 
volved in the psychotherapeutic role and 
consequently deal in a more direct fashion 
in helping the client see his problems on a 
reality basis. 
SUMMARY 

Several points should be made with re- 
gard to the effectiveness of the agency. 

l. It has been our experience that a 
number of problems which appear initially 
in the guise of legal problems can be re- 
solved by such an approach. Further, this 
technique has laid a solid groundwork for 
the solution of many other situations. 

9. It is of great advantage to have mem- 
bers of the different professions available at 
the same time, each with their specialized 
knowledge. In this way issues can be dis- 
cussed, defined, and even settled, which in 
the normal procedure would necessitate 
several interviews with the lawyer, the psy- 
chiatrist, or the social worker individually. 
Many superficial problems are quickly 
placed in focus or even resolved and the 
underlying psychological difficulties become 
more apparent to the client. 

3. The speed at which complicated mari- 
tal problems can be investigated and ex- 
posed to the persons involved is greatly 
increased. Maneuvers of the individuals to 
displace and rationalize responsibility in 
the marital situation are less successful in 
the panel setting and the clients become 
more receptive to guidance from a group of 
experts than from an individual. i 

4. Many of the clients referred by social 
agencies have been sent back to these 
agencies with better motivation, more un- 
derstanding and with greater incentive to 
work out their difficulties. This is particu- 
larly true of those clients who have had 
previous contact with social agencies but 
who have broken that relationship. It has 
also been the impression of some social 
workers that clients referred to them after 
passing through the Social-Legal Counsel- 
ling Board process make more rapid move- 
ment than comparable cases not refe 


1024 


by the Board. Some of the local agencies, 
as a result of the work of the Social-Legal 
Counselling Board, have been seriously dis- 
cussing the development of a comparable 
type of interdisciplinary approach within 
their own agencies. 

5. A number of clients who previously 
were resistive to individual psychotherapy 
have, as a result of their experience with 
the panel, placed themselves under psychi- 
atric treatment. 

6. Prominent has been the effectiveness 
of the agency as an interprofessional edu- 
cational medium—one of the primary aims 
in its establishment. Those participating 
have expressed a greater understanding of 
the areas of activity and effectiveness as 
well as the limitations of the other pro- 
fessions. The attorneys, for example, be- 
come much more aware of the importance 
of the extra-legal aspects of cases coming 
to them. They also become aware of how 
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the legal aspects of a problem may arise 
as the result of unconscious manipulations 
by a client. With this recognition the num- 
ber of cases referred by attorneys to the 
agency is increasing. The agency is now 
receiving recognition by some of the courts 
particularly in cases involving the custody 
of children and in criminal cases involving 
substantial psychological problems. 

This is a preliminary report on approxi- 
mately the first two years of operation. 
From the beginning a number of questions 
have arisen such as the collection of per- 
tinent data, the application of the principle 
on a community level, and problems in 
group dynamics. A part-time sociologist has 
now been brought into the picture to help 
in the evaluation of these points. It is 
recognized by the authors that adequate 
follow-up studies are not yet available, 
though these are being made as part of 
the continuing program. 


CLINICAL NOTES 


CYLOSERINE AS AN ANTIDEPRESSANT AGENT 


GEORGE E. CRANE, M.D. 


Cycloserine?, an antituberculous drug 
has been known to cause convulsions and 
to aggravate psychoses(1). Its antidepres- 
sant effects have not been studied in detail 
nor, to my knowledge, have they been re- 
ported in the psychiatric literature. This 
study will deal with the drug's action on 
the neurasthenic-depressive syndrone in tu- 
berculosis which is clinically related to the 
psychogenic depressions. 


CLINICAL MATERIAL ? 


Group A consisted of 16 males and 15 
females, aged 19 to 67, with various forms 
of tuberculosis who were treated with 
cycloserine, administered with Pyridoxine, 
and other antibiotics. The duration of treat- 
ment ranged from 4 to 30 months and the 
daily dosage from 500 to 2000 mg. Findings 
were based on a single interview of the pa- 
tient and an examination of his record ; 
therefore only spontaneous information and 
unequivocal data were used for psycho- 
pharmacological evaluations. Thus, 13 pa- 
tients were excluded since their mental 
changes might have been the combined 
effects of cycloserine and improved lung 
pathology. Group B was more homoge- 
neous : it consisted of 11 males and 8 fe- 
males (aged 33 to 63), all clinic patients 
with a slowly progressing tuberculosis and 
chronic depression. The daily dose of cyclo- 
serine was 500 to 750 mg. and the duration 
of treatment one year in all but 2 patients. 

The psychological changes which oc- 
curred in the 18 patients from Group A and 
in the 19 patients from Group B were at- 
tributed to specific drug action for the fol- 
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lowing reasons: (a) a mental change in 
excess of physical improvement; (b) the 
absence of systemic symptoms when the 
treatment was initiated ; (c) a prompt re- 
sponse to the drug ; and (d) a simultaneous 
reduction of specific mental symptoms and 
general depression. Patients in whom treat- 
ment was discontinued due to early toxicity 
were not available for study, therefore both 
groups were biased especially in regard to 


the incidence of toxic reactions. 


FINDINGS 


Twenty-seven patients reported a sub- 
stantial improvement of a psychological 
nature, 3 a partial improvement while 7 
were unchanged or worse. There was à less- 
ening or complete reversal of anorexia in 
93, o£ asthenia in 25 and of insomnia in 15 
patients. Most individuals experienced a 
reduction of apathy, of phobias and of 
somatic tension symptoms ; they felt less in- 
adequate and self-effacing and were more 
relaxed in human relationships. Eleven pa- 
tients experienced these changes in less 
than 2 weeks, § in one month and 8 in 1 to 
6 months. In a third group of tuberculous 
patients frequent psychiatric examinations 
were done prior and during the treatment 
period with cycloserine. Psychological im- 
provement was noted in 4 of 7 cases. One 
patient who had received psychiatric care 
from the author since 1953 was of particu- 


lar interest. 


Case Report.-Y.D., a female aged 41, con- 
tracted pulmonary tuberculosis in her late 
teens and spent many years in hospitals. She 
was depressed and hopeless when she began 
treatment with cycloserine in February 1 
In the 5th day of her treatment, her weight, 
essentially unchanged for 20 years, began to 
rise, new energy emerged and a more opti- 
mistic attitude developed. Her chronic fears 
lessened to the point pha she could travel by 
herself without apprehension. 
in the direction of greater self-reliance becam 
apparent; for instance, she had had difficulty 
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purchasing bedroom garments because they 
reminded her of hospitals, yet this problem 
no longer existed after a few months of treat- 
ment. This mental change inevitably clashed 
with her physical impairment but her early 
gains were never lost. Except for an improve- 
ment of her cough and a weight gain of 20 lbs., 
there was little physical change. 


Toxicity : Neurological side effects. Diz- 
ziness and fogginess (13), disorientation 
(1), excessive sleep (9), automatism (1), 
insomnia (2), convulsions (1); most of 
these symptoms cleared in the early part 
of therapy, the convulsions occurred in a 
drug addict with 14 gm. a day but not with 
lesser doses. Impaired memory (3), im- 

. paired vision (1), paraesthesia (1), speech 
and attention lapses (3) were present 
throughout treatment ; the last two effects 
were, in all likelihood, ictal. The psychiatric 
side effects were as follows: general ten- 
sion (2) ; overactivity (8) ; psychotic reac- 
tions (5: paranoid symptoms in a schizo- 
phrenic, in a drug addict, in 2 patients re- 
ceiving Marsilid and depersonalization in 
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an alcoholic patient treated with Marsilid 
10 days before). Dermatitis with hair 
loss (2) and dismenorrhea (1) were the 
only non-neuropsychiatric side effects. All 
toxic symptoms disappeared rather rapidly 
upon discontinuation of the drug. 


CONCLUSION 


Cycloserine appears to be a psycho- 
pharmacological agent in that 1. It re- 
verses depressions to normal or hyperactive 
mood and at the same time causes subtle 
changes in behavior; 2. It may aggravate 
mental disorders ; and 3. It seems to poten- 
tiate Marsilid. Cycloserine may become a 
valuable tool in psychopharmacological re- 
search and may also find therapeutic use in 
depressions, provided the initial dose does 
not exceed 500 mg. a day and potentially 
psychotic patients receive more than aver- 
age supervision. 
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COMPARISON OF PROCLORPERAZINE AND CHLORPROMAZINE 
IN HOSPITALIZED CHRONIC SCHIZOPHRENICS 


PETER D. KING, M.D.! ano WALTER WEINBERGER, M.D.? 


Twenty-seven male and 45 female schizo- 
phrenics who had been hospitalized an 
average of 13.9 and 9.6 years, respectively, 
were interviewed by a rating scale(1), and 
matched in trios.? Random assignments of 
each member of the trios to proclorpera- 
zine, 100 mg. daily, chlorpromazine, 400 
mg. daily, and lactose placebos were made, 
and the capsules were given (b.i.d.) for 10 
weeks. Then patients were again inter- 
viewed by the rating scale, the interviewer 


! Clinical Director and Director of Research, Madi- 
son State Hosp., Madison, Ind, 

? Chief of Medical Services, Hollidaysburg State 
Hosp., Hollidaysburg, Pa. 

3 Grateful acknowledgment is made to Peter B. C. 
B. Ivory, M.D. of Warren State Hospital, Warren, 
Pa. for his assistance; to Smith, Kline, and French 
laboratories for furnishing the drugs and placebos 
used in this project ; and to Mrs. Ellen Epright of 
Hollidaysburg State Hospital for doing all laboratory 
studies for this project. 


(P.K.) having only an alphabetized list 
without any indication of previous rating 
score or medication, Scores were compared 
statistically with the pretreatment scores. 

Hemograms, differentials, serum bili- 
rubins, blood pressure determinations, and 
urine tests for chlorpromazine(2) were 
made on all patients before, and 1, 3, 6, and 
10 weeks after starting the capsules. 


RESULTS 


1. Mean rating scores for each group be- 
fore treatment were 71.0, 71.2, and 70.5, 
and were not significantly different from 
each other, nor from pretreatment scores 
of any of the 5 groups in an earlier 
study(1). 

2. All 3 groups showed a significant im- 
provement after the 10 weeks (p<.01)- 
The placebo group improved by 5.0, the 
proclorperazine group by 7.0, and the 
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chlorpromazine group by 8.9 points. These 
changes were not significantly different 
from each other; however men on chlor- 
promazine and proclorperazine showed a 
significant change of 6.9 points greater than 
their matched controls (.01<p<.05). The 
women did not show this difference. 

3. There was no significant change in 
red cell counts, hemoglobins, bilirubins, or 
blood pressures during the 10 weeks of 
medication. No cases of jaundice or agranu- 
locytosis were seen. Chlorpromazine tests 
on urines(2) were positive for all patients 
assigned chlorpromazine, varying on them 
from one-plus to three-plus. 

4. Parkinsonism was seen only in 12 of 
the 24 patients getting proclorperazine. It 
was controlled by Kemadrin 2.5 mg, b.i.d. 

5. The mean white cell count dropped 
1088 in proclorperazine patients (p<.05) 
and 1800 in chlorpromazine patients (p 
«.01). It showed no significant change 
in patients getting placebos, and none of 
the 3 groups showed any significant change 
in differential white counts. 


DISCUSSION 

_ There was no change in the control group 
in the earlier study(1) ; however, that con- 
trol group received no placebos, while this 
control group did. Beecher(3) reported an 
overall placebo effectiveness of 25.2-- 2.2%, 
while Gliedman, et al.(4) reported signif- 
icant placebo effectiveness in reducing 
anxiety and other “neurotic” symptoms in 4 
out of 5 studies (p<.01). The present study 
is the first, to our knowledge, to present 
evidence for a “placebo effect” on psychotic 
symptoms. Whether it was due to “placebo 
effect” per se, added attention of personnel, 
or both, remains to be determined. 


Cares, et al.(5) reported twice as many 
white cell counts between 3 and 5 thou- 
sand in patients getting chlorpromazine as 
in control patients. To our knowledge, leu- 
kopenia remains unreported with proclor- 
perazine until now. Its occurrence with 
both drugs is on observation worthy of 
further study. 

In this study, chlorpromazine gave re- 
sults as good as, or better than proclor- 
perazine with far less Parkinsonism. This 
suggests that the beneficial effects of the 
phenothiazine derivatives are not con- 
nected with Parkinsonism, which agrees 
with Freyhan’s findings(6). 

In conclusion, significant improvement 
was seen with placebos, proclorperazine, 
and chlorpromazine in hospitalized chronic 
schizophrenics. This is evidence of a 
“placebo effect” on psychotic symptoms. 
Chlorpromazine was as good as, or better 
than proclorperazine in the results seen. 
Both proclorperazine and chlorpromazine 
resulted in a significant leukopenia which 
was greater with chlorpromazine. The me- 
chanism of this leukopenia remains to be 
determined. 
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INTE x THERAPY 
NTENSIVE SHORT-TERM CURRENT PSYCHOTIC SYMPTOMS 


FOR CONTROL OF RE 


IN A DAY CARE FACILITY 


ELSE B. KRIS, M.A., M.D. 


In a follow-up study conducted over à 
eed of several years on 450 patients Te. 
eased from mental hospitals, a number of 
Psychotic relapses (about 10%) were ob- 


" Research Unit, Aftercare Clinic, 2 West 13th St., 
new York 11, N. Y 


served. These were brought about by vari- 
ous factors, such as environmental stress or 
discontinuation of maintenance pharmaco- 


therapy. poe 
P eec rehospitalization in such 


cases, à pilot study was started in January 
1958 to ascertain wheth 
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successfully treated in a day care facility. 
Here these patients received phrenotropic 
drugs either parenterally or orally under 
the supervision of psychiatrist and nurse, 
and the required dosage was adjusted 
daily. They were kept busy under the 
guidance of an occupational therapist. The 
social worker attempted to assist with any 
existing family problems. This set-up has 
shown very promising results in 26 patients 
(21 women and 5 men), who, having ad- 
justed well to community life suddenly 
showed recurrence of symptoms which re- 
quired quick controlled action in order to 
prevent rehospitalization. All were diag- 
nosed as schizophrenics, 

Patients requiring such care which was 
provided from Monday through Friday 
every week from 9.30 a.m. to 4:30 p.m., 
were able, after 2 to 4 weeks of attendance, 


to return to their household duties or their 
jobs. Staying away for such a very limited 
period of time did not cause them to lose 
their job, and they returned to work as 
after any physical illness. 

Children in the home were taken care of 
during this time by a member of the 
family, a neighbor or friend, and the need 
for foster home placement was avoided. 
The results appeared to indicate the value 
of such temporary treatment facility, mak- 
ing control of acute psychotic relapse pos- 
sible within a very limited period of time 
outside the hospital setting. 

The study will now be continued on a 
larger scale for a period of 3 years under a 
Research Grant from the Department of 
Health, Education, and Welfare, National 
Institute of Mental Health, Bethesda, 
Maryland. 


PRE-ADMISSION DRUG TREATMENT OF STATE PSYCHIATRIC 
HOSPITAL PATIENTS! 


ALBERT A. KURLAND, M.D., GERTRUDE L. NILSSON 
AND THOMAS E. HANLON, Ph.D.? 


In preparation for a study of the com- 
parative effectiveness of 6 phenothiazine 
tranquilizers in treating acutely disturbed 
patients newly admitted to a state psychia- 
tric hospital, it became important to deter- 
mine whether any of these patients had 

f been given phenothiazine tranquilizers 
prior to admission, and if so at what 
dosage; how many of these patients had 
had treatment of any kind for their psychia- 
tric illnesses in the year prior to hospitaliza- 
tion, and by what means. 

The population selected for study con- 
sisted of the first 100 patients admitted to 
the Comparative Drug Project (MY-2152) 
—patients between the ages of 18 and 65 
who were non-alcoholic, who displayed no 
evidence of any acute or chronic brain 
damage, and who were considered by the 


1 Supported by Research Grant MY-2152 of the 
National Institute of Mental Health administered by 
Friends of Psychiatric Research, Inc. Baltimore, Md. 

? Respectively, Director of Medical Research, Spe- 
cial Research Assistant and Chief Research Psycholo- 
gist, Department of Medical Research, Spring Grove 
State Hosp., Baltimore 28, Md. 


admitting physicians to be good candidates 
for phenothiazine tranquilizers on the basis 
of such target symptoms as hyperactivity, 
hyper-emotionalism, aggressiveness, and 
the general appearance of being actively 
disturbed. 

A somewhat disquieting finding was that 
of the whole group, 43 had had no medical 
treatment of any kind for their mental ill- 
nesses in the year prior to admission, Treat- 
ment and treatment resources for the re- 
maining 57 are presented in Table 1. 

A survey of the pre-hospital treatment of 
the 30 patients treated with phenothiazines 
brings up the question of inadequate drug 
dosage compared with that customarily pre- 
scribed in the hospital. By hospital criteria, 
only 1 of the 30 had had adequate dosage— 
400-800 mg. of Sparine daily. The others 
had received such regimens as Thorazine 
25-50 mg. t.i.d. ; Trilafon 4 mg. t.i.d. ; Com- 
pazine 5-10 mg. t.i.d. ; and Sparine 50-100 
mg. tid. 

Also, it is interesting to note that of the 
30 patients treated with phenothiazines, 14 
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30 patients treated with phenothiazines? 
22 patients treated with non-phenothiazine drugs 
5 patients treated, but not with drugs (ECT, 
psychotherapy) 


Totals 


1029 
Non-Psychi- Psychiat. Psychiat. Hospital 
atric private clinics Genl. & 
Physicians practice Psychiat, 
16 5 
18 4 0 0 
0 3 1 1 
34 12 7 6 


* Two patients had obtained prescriptions from 2 sources. 


had had only one prescription each, 6 had 
had 2 or 3 prescriptions, and only 10 had 
had 4 or more prescriptions. Consequently, 
questions arise also about : 1. The mainten- 
ance of fixed dosage schedules; 2. The 
practice of changing from one phenothia- 
zine to another without exploring the ef- 
fects of increased dosage; and 3. The in- 


frequency with which the patient is seen 
by the physician who prescribes medication 
in the initial phase of drug therapy. 

Further studies are in progress to deter- 
mine the factors responsible for these ap- 
parent inadequacies in the pre-hospital 
treatment of patients developing an acute 
psychosis. 


DRUG INDUCED TRANQUILIZATION VS. 
DRUG INDUCED AGITATION * 


^ 
HILDA MUSZYNSKI, M.D. anp EARL R. MAFFETT, M.S.? 


Tranquilization has been stressed as the 
major and most desired effect of the newer 
psychotropic” drugs. The physiological 
mechanisms leading to tranquilization are 
not too well understood. It may be con- 
nected with inhibition of excitatory stimuli 
to cerebral motoric centers. Another theory 
attributes the tranquilization to a general 
Increased tolerance to stress, manifested as 
indifference. It is assumed at times that 
the inhibitory, relaxing effect of the drugs 
could relax the motorio component of 
anxiety and by this decrease the intensity 
" the anxiety. Some workers favor the 
: eory that hallucinations and delusions 
"Am an individual and that tranquiliza- 
On in psychotics could be connected wi 

e anti-hallucinatory effects of the drugs. 

Besides the more common tranquilizing 
effect, the drugs, particularly reserpine and 
triluoperazine, seem at times to produce an 
?Pposite, agitating effect(6, 7). 
ae f 
2m want to acknowledge the great help which 
tion e from Dr. Earl F. Morris in the A. 
He died n.i to this paper and also in its preparation. 

padre it was published. 

te Hospital No, 3, Nevada, Mo 


The mechanisms leading to agitation are 
not well known either. So far mostly two 
etiologies have been considered. Goldman 


(8) states : 


In some patients it seems to consist of anxiety 
generated by the earliest manifestations of 
Parkinsonism . . . In some patients who have 
better capacities to communicate, particularly 
after the relief of gross psychotic manifesta- 
tions, restlessness and anxiety, which can be 


called “turbulence,” seem to arise in the loss 


of compensating mechanisms represented by 
or psychoneurotic 


delusions and hallucinations, 
ptoms. Such relatively intense “free float- 


ing” anxiety should therefore be considered a 
manifestation of the primitive disturbance 
which cannot be isolated from the primitive 
functional consciousness in which it arose. 


Descriptions of drug effects have been 
similar(6, 7, 8,), but the evaluation of the 
usefulness of tranquilization is controversi- 
al. Some workers feel decr jety ` 
makes the patient more amenable to psy- 
chotherapy, while others believe the drug 
induced indifference to be an obstacle for 
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To our knowledge the predominant 
opinion regarding the agitating effect of 
the drugs is that it is unfavorable for the 
desired outcome of the treatment. We con- 
sider, on grounds of our observations, drug 
induced agitation a useful addition to drug 
induced tranquilization. We induce it sys- 
tematically by abruptly withdrawing the 
drugs after a sufficient degree of suppres- 
sion, or "tranquilization" has been achieved. 
Agitation occurs a few days after with- 
drawal of the drugs and involves anxiety 
and often depression. It is in our cases not 
connected with Parkinsonism. We prevent 
Parkinsonism by always giving antispas- 
modics concurrently with the tranquilizers 
and continue their administration beyond 
the withdrawal of the tranquilizers. 

From communications by our patients 
we can only agree with Goldman that this 
agitation is a reaction to the re-appearance 
of a primary anxiety or depression, for 
which the patient is, at this phase, unable 
to compensate with his familiar psychotic 
mechanisms(2, 3). If the drug induced 
suppression has been deep enough, the 
post-withdrawal depression severe enough 
and interfered with as little as possible, it 
is infallibly followed by a phase involving 
decreased psychotic manifestations, and in- 
creased spontaneity and responsiveness (4 ). 

After 3 to 4 weeks this phase is usually 
followed by a recurrence of psychotic mani- 
festations, but persistent repetition of this 
procedure results in progressively milder 
withdrawal depressions, while the phases 
of remission last longer and are more satis- 
factory each time. It seems as if the patient 
gradually “learns” how to handle depres- 
sions by other than psychotic defenses, 

The patients excellent responsiveness 
without tranquilization during the periods 
of remission facilitates psychotherapy. The 
patient's repeated exposure to a depression 
which is more or less similar to the one for 
which he compensated by psychotic de- 
fenses, is also of benefit for a dynamic ap- 

proach. His temporary inability to form 
psychotic defenses seems to increase his 
motivation for accepting help from his en- 
vironment for relief of his distress(11). It 
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seems further as if the induction of severe 
psychological stress after “relapses” alter- 
nating with periods without drugs, but with 
empathy and psychotherapy, represents an 
effective negative and positive reinforce- 
ment management by which the patient’s 
motivation can be conditioned faster into 
desirable channels than by either somatic 
or psychological means alone(5, 10, 12). 

Drug induced depressions are so genu- 
ine and—differently from psychotic mani- 
festations—so communicable, not to say con- 
tagious, that the anxieties of the attending 
personnel may at times become quite a 
problem. However, the experience of shared 
anxiety, followed by the experience of 
shared relief, results in a high degree of 
mutual empathy, which seems to be another 
contributory factor to the satisfactory re- 
sults of this treatment without the physical 
stress of insulin treatment, in which these 
mechanisms probably also play an impor- 
tant part(1, 9). 
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EXPERIENCE WITH TRIFLUOPERAZINE IN 110 FEMALE 
SCHIZOPHRENICS 


WALTER KRUSE, M.D. 


The patients included in this study were 
female schizophrenics who had been ill for 
an average of 5.3 years and had failed to 
respond to previous treatment (the various 
neuroleptic drugs, ECT, insulin coma, 
lobotomy). Their average age was 37.4 
years. Most of the patients were started on 
one 5 mg. tablet of Trifluoperazine? b.i.d. 
The highest dose given was 100 mg. a day. 
In 42 patients a daily dosage of 20 mg. 
proved sufficient to produce an optimum 
effect. A number of patients on maintenance 
medication did very well on a once-a-day 
schedule. Duration of treatment in the 
group as a whole ranged from 2 to 8 
months. The response occurred rather 
early in treatment, usually between the 
first and fourth week. 


RESULTS 
Excellent response (on trial visit 
or ready to be discharged) 
Good response (Alleviation of most 


20 patients 


of the psychotic symptoms) 58 patients 
Fair response 24 patients 
Unaffected or worse 8 patients 
Total 110 patients 


Discussion 
_ We saw no evidence of jaundice, convul- 
sions or blood dyscrasias. One patient 
showed severe hypotension. A macular 
skin eruption was seen in 2 patients, and 
blurring of vision was reported by 18 pa- 
=_ 
1 Danvers State Hosp., Hathorne, Mass. 


; * Trifluoperazine was supplied as "Stelazine" by 
mith Kline and French Laboratories. 


tients. Increased agitation was a problem 
in 6 cases ; neither addition of antiparkin- 
sonian agents nor of small doses of pheno- 
barbital helped to any extent. Reduction of 
dosage below 10 mg. daily eliminated the 
agitation, but was apparently insufficient to 
produce improvement of the mental condi- 
tion. 

Varying degrees of Parkinsonism and 
especially akathisia were seen in 90 pa- 
tients. All but 12 were relieved by varying 
dosages of antiparkinsonian agents, When 
these were omitted, however, even after 7 
months of continuous medication, the ma- 
jority of the patients experienced the same 
unpleasant symptoms again, indicating 
that the effect upon the extrapyramidal 
system was present as long as trifluopera- 
zine therapy continued. Oculogyric crises, 
torticollis, hyperextension of neck and 
trunk and similar dramatic dyskinetic re- 
actions were seen in 4 cases. These re- 
actions showed no tendency to occur more 
than once in the same patient. 

Those patients who had previously been 
on other neuroleptic drugs were generally 
inclined to prefer trifluoperazine because 
of its minimal impairment of alertness. 
Twenty-two patients, however, stated that 
they would prefer chlorpromazine, because 
it had not caused them to become restless 
and agitated. But this attitude did not pre- 
vent them from showing a favorable re- 
sponse objectively : 16 of the 22 showed a 
good and 2 showed a fair response, while 
neither had responded to earlier drug 


treatment. 
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CLINICAL EFFICACY OF PROCLORPERAZINE (COMPAZINE) 
IN MENTAL ILLNESS 


F. REGIS RIESENMAN, M.D. anp MANSON B. PETTIT, M.D.! 


Studies with proclorperazine ? were con- 
ducted on 100 hospitalized and 50 non- 
hospitalized patients during a 15-month 
period The series comprised chronic psy- 
chotics, psychoneurotics and patients with 
personality disorders characterized by ten- 
sion states. Psychotics were overactive, de- 
lusional and confused; some were com- 
bative and many were difficult management 
problems. Psychoneurotics manifested anx- 
iety, tension, apprehension and a host of 
somatic complaints. Those with personality 
disorders acted out their conflicts, were 
antisocial, and resorted to alcohol and 
drugs. 

In the hospitalized group the duration of 
illness ranged from 1X years to 99 years 

(average 7 years). There were 77 psycho- 
tics, 18 psychoneurotics and 5 with per- 
sonality disorders. About two-thirds of the 
group had been treated previously with one 
or another tranquilizing agent or ECT, but 
had failed to show or maintain any appreci- 
able improvement. Fifteen patients were 
given psychotherapy along with proclor- 
perazine. 

Of the 50 nonhospitalized patients, 37 
were psychoneurotics, 5 had personality 
disorders and 8 were psychotics. Approxi- 
mately 2/3 of the group were sick one year 
or less. Most of the patients were started 
on oral medication, 10-25 mg. b.i.d. or t.i.d. 
Dosage was increased gradually by 10-25 
mg. every 3 to 7 days until clinical improve- 
ment was achieved or bothersome side 
effects supervened. When rapid control of 
agitation and excitement became necessary, 
proclorperazine was given intramuscularly, 
10-20 mg. every 3 to 5 hours for a 1 to 10- 
day period. Spansule sustained release cap- 
sules were also given, especially as main- 
tenance dosages, 15, 30 and 75 mg., once 

1 Respectively, Assistant Chief William A. White 
Service, and Clinical Director, St. Elizabeths Hospital, 
Washington, D. C. 

2 Supplied through the courtesy of Smith Kline & 
French Laboratories, Philadelphia, Pa. 

3 We wish to acknowledge the assistance of Mrs. 
Angela E. Thorne and Timothy F. Doherty in the 
preparation and typing of this report. 


or twice daily. In this form the drug is pre- 
pared as pellets which dissolve gradually 
and continuously to provide, with a single 
dose, a therapeutic effect lasting 10-12 
hours. Daily dosages as high as 225 mg. 
were given to the more disturbed patients. 
The average daily dose for psychotics was 
100 mg. and for neurotics 30 mg. The aver- 
age duration of treatment was 5 months 
with a range of 2 months to one year. 

The side effects in the 150 patients con- 
sisted of drowsiness 8, depressions 3, Park- 
insonism 24, dermatitis 4, nasal stuffiness 
12, turbulence 27 (18% factor) and para- 
doxical reaction 18 (12% factor). The tur- 
bulence was quickly overcome by rapid 
increase in dosage in some cases or the 
administration of one of the anti-Parkinson- 
ism drugs in others. Patients who de- 
veloped turbulence were more prone to 
develop symptomatic Parkinsonism. Early 
administration of an anti-Parkinsonism 
drug consequently prevented this even- 
tuality. All patients showing paradoxical 
reaction had to be discontinued. All the 
Parkinsonism states were well controlled 
by the use of Cogentin or Kemadrin. There 
were no complications of any degree. 


RESULTS 


Of the hospitalized patients 12 became 
worse with a paradoxical reaction; 28 
showed no improvement; 24 slight im- 
provement (lessening of symptoms, better 
manageability, more cooperativeness ;) 22 
moderate improvement (in addition to be- 
coming better controlled, more manage- 
able and more cooperative, they seemed 
to be less tense, agitated and restless, less 
confused, delusional and hallucinated, re- 
lated better to patients and personnel, and 
were somewhat productive). Fourteen pa- 
tients showed marked improvement ; they 
exhibited little or no evidence of hallucina- 
tions or delusions, were well adjusted and 
able to accept privileges or parole and 
home visits, and were very productive with 
reestablishment of insight and judgment, 
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in most cases. Nine patients were dis- 
charged and 15 went on visit. One patient 
recovered completely, showing no evidence 
of any psychiatric residual. The majority 
who were in the moderate or markedly 
improved group were kept on maintenance 
dosage at the time of visits or discharge. 
The daily maintenance dosage was approxi- 
mately 1/3 to 1/5 of the highest daily 
dosage required in each case. 

In the 50 nonhospitalized patients results 
were somewhat better. Seven patients be- 
came worse, 12 showed no improvement, 
6 only slight, 10 moderate and 15 marked 
improvement. The efficacy of the drug in 
terms of management and control of the 
hospitalized patients was 60% and 62% in 
the 50 non-hospitalized patients. The 
efficacy of the drug in terms of its antipsy- 
chotic and antineurotic effect in the hos- 
pitalized patients was 36%, and in the non- 
hospitalized patients, 50%. 


SUMMARY AND CONCLUSION 


In the management of 100 hospitalized 
and 50 nonhospitalized emotionally dis- 
turbed patients, proclorperazine (Compa- 
zine) was judged from clinical experience 
to be somewhere between chlorpromazine 
and meprobamate in effectiveness, In some 
Cases the degree of effectiveness was 
greater than by the use of chlorpromazine 
9r meprobamate. Proclorperazine seems to 
‘ave distinct advantage over chlorproma- 
zine in that it produced much less drowsi- 
ness and lethargy. Tranquilization was 
achieved without sedation. There was no 
Incident of any toxic effects and most of the 
disturbing side effects such as muscular 
rigidity, restlessness, and weakness re- 
sponded quite well to Cogentin or Kema- 

in 


CLINICAL NOTES 


1033 


On the negative side, however, there 
was a much higher incidence of turbulence 
and paradoxical reactions. The turbulence 
was overcome in most instances by rapidly 
increasing the drug and the paradoxical 
reaction disappeared a few days after dis- 
continuance of the drug. 

One very important fact was observed : 
proclorperazine seemed to work much bet- 
ter in the milder and latent psychotics and 
in the neurotics because it seemed to 
facilitate ventilation, lifted repression and 
aided in the reestablishment of insight. 
There seemed to be a mobilization of ego 
forces with establishment of some degree 
of insight which appeared to have a marked 
reintegrative effect on the personality 
which stimulated the patients to seek ther- 
apy. They were quite anxious to cooperate 
with a psychotherapeutic program. Chlor- 
promazine on the other hand seemed to 
facilitate the repressive forces and neu- 
tralize anxiety, and consequently, there 
was not enough motivation to continue and 
cooperate with therapy. 

Proclorperazine also tended to elevate 
the mood, stimulate the patient, and had 
some therapeutic benefits in cases where 
depression was present. An analysis of the 
combined group (150 patients) revealed 
that 91 patients or approximately 60% were 
made more accessible, amenable, and re- 
ceptive to psychotherapy. The patients 
seemed relaxed, agreeable, congenial, and 
cooperative. Privileges were more rapidly 
accepted and responsibilities assumed. 

The use of proclorperazine as a chemo- 
therapeutic agent combined with psycho- 
therapy thus expedited recovery in many 
cases. The drug certainly possesses the po- 
tentialities of a therapeutic resource and 
has a definite place as an adjunct to psy- 
chotherapy in mental illnesses. 
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ELECTROCARDIOGRAPHY AS A ROUTINE ADMISSION PROCEDURE 
IN ALARGE NEUROPSYCHIATRIC HOSPITAL : AN EVALUATION 


PHILIP H. ROSS, M.D., JOHN R. SHAWVER, M.D. 
AND STANLEY M. TARNOWSKI, M.S.! 


The value of a careful general examina- 
tion on admission to any hospital, is taken 
for granted. This procedure is, if anything, 

| even more necessary on admission to a 
neuropsychiatric hospital. The patient may 

- be either unable or unwilling to cooperate ; 
the history may be inadequate or inaccu- 
rate. Moreover, once the patient has been 
admitted to the hospital and been evalu- 
ated in terms of his neuropsychiatric prob- 
lem, there is a natural tendency to place 
almost complete emphasis on this disorder, 
which was the direct cause of his admis- 
sion. 

It is therefore most desirable to attempt a 
complete study of the patient, and even to 
stress somatic disorders, at the very time 
of admission. This will have a most im- 
portant bearing, not only on general man- 
agement, but on the choice of therapy di- 
rected at the psychiatric disease. The de- 
cision as to those laboratory tests which are 
to be done routinely on all admissions, 
merits careful consideration. Blood counts, 
serology, urinalysis and chest x-ray are 
considered basic. It is our opinion that a 
routine admission electrocardiogram is as 
valuable as any of the above tests, under 
circumstances peculiar to a neuropsychia- 
tric hospital. 

At the VA Hospital in Waco, Texas, we 
initiated this program of routine admission 
electrocardiograms in 1957, using the stand- 
ard 12 lead electrocardiograph. Table 1 
summarizes our findings. 

Of the total 1,061 patients, 844 showed 
normal, and 177 showed abnormal electro- 
cardiograms. (This does not include the 
finding of premature systoles). This is an 
incidence of 16.6% of abnormal electro- 
cardiograms. There were 406 patients over 
40 years of age. In this group 28% of the 
patients had abnormal electrocardiograms, 
The remainder in this study, 655 patients, 
were under the age of 40. Of these, 9% had 
abnormal electrocardiograms. 

It was interesting to note how seldom 
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cardiac disorders had been diagnosed prior 
to the electrocardiogram. Clinically, arrhy- 
thmias and cardiac failure or cardiac en- 
largement were of the greatest help in 
early diagnosis. Chest x-ray certainly 
helped in this screening. However, the vast 
majority of these 177 cases would not have 
been diagnosed without routine electro- 
cardiograms. 

There have been comparatively few re- 
ports of electrocardiographic findings from 
mental hospitals. A review of the literature 
reveals that in 1947, Heyer(1) et al. re- 
ported an incidence of 21.5% abnormalities 
in the electrocardiograms of mentally ill 
hospitalized patients. This was in contrast 
to an incidence of 3% in a control group. 
In 1950, Plice and Pfister(2) noted electro- 
cardiogram abnormalities in neuropsychia- 
tric patients in a mental hospital. Some of 
these abnormal findings were no longer 
present after ECT. In 1951, Oltman and 
Friedman(3), in the study of 812 hos- 
pitalized mental patients under the age of 
65, reported 3% incidence of electrocardio- 
gram abnormality. 


CONCLUSION 


The routine use of the electrocardiogram 
on admission of patients to a large neuro- 
psychiatrie hospital has been found to be 
of considerable value, It has demonstrated 
a large number of patients (16.6%) to have 
significant electrocardiographic abnormali- 
ties. This has made possible, at a very early 
stage, the following appropriate measures : 
1. Proper treatment of the cardiac, or re- 
lated, disorder. 2. Rapid evaluation of eligi- 
bility for desirable neuropsychiatric thera- 
peutic regime, especially shock therapy. 3. 
Proper occupational therapy. 4. Realistic 
rehabilitation planning. 

It should further be mentioned that only 
a small percentage of these patients were 
suspected of cardiac abnormalities after 
clinical examination and other laboratory 
tests. 

The procedure of taking routine electro- 
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TABLE 1 
A. MYOCARDIAL DAMAGE : 
1. Myocardial Infaretion : Age 40 or Over Under Age 40 Total 
a. Recent 13 9 92 
b. Old 53 19 72 


2, Specific myocardial abnormalities 


a. Bundle branch block 19 0 19 
b. A.V. block 1 2 3 
c. Myocarditis / 0 2 2 
d. Ventricular enlargement 6 5 11 
e. P. pulmonale (right atrial hypertrophy) 3 1 4 
3. Non-specific myocardial abnormalities: 
a. Definitely abnormal tracings 4 0 4 
b. Borderline tracings 14 16 30 
B. CARDIAC ARRHYTHMIA : 
l. Atrialfibrillations 4 0 4 
2. Proxysmal tachycardias 0 1 1 
3. Premature systoles 12 8 20 
C. MISCELLANEOUS : 
l. Pericarditis 0 4 4 
2. Wolff-Parkinson-White Syndrome 0 1 1 


i i i i i, 214 : 23, 1947. 
cardiograms on all patients admitted to a inger, V. L. : Am. J-M. Sci., 214 : 23, 1 
neuropsychiatric hospital is hi; recom- 9. Plice, Samuel G, Pfister, Charles W. : 
fended, NE sp IIl. Med. J., 99 : April 1951. 4 
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HISTORICAL NOTES 


PIERRE M. F. JANET 
1859-1947 


ERNEST HARMS, Pu.D.! 


Pierre Janet lived a long dynamic life. 
At eighty-seven, shortly before his death, 
he addressed an international scientific 
congress. 

Born into a Parisian academic family, his 
education was guided by his uncle, the 
philosopher Paul Janet, whose achieve- 
ments were more acknowledged in his own 
time than they have been by history. The 
uncle induced his nephew, who was more 
inclined toward natural sciences, to choose 
philosophy as his profession, and at 22 the 
young Janet was professor of philosophy at 
the Le Havre Lycée. 

But his love for sciences prevailed. He 
joined the wave of interest in parapsy- 
chology—with its pathological implications 
from somnambulism to hysteria—that oc- 
cupied the French mental scientists at that 
time. Pursuing the same theme that C. C. 
Jung had chosen for his academic thesis, 
“Psychology and Pathology of the So-called 
Occult Phenomena,” Janet was warmly re- 
ceived and was permitted to conduct re- 
search at a local institution for the insane. 
He sought a scientifically sound basis to 
explain the mass of parapsychological facts 
mixed with foolishness, swindle, and in- 
sanity. It was not long before he crossed 
the path of the psychiatric master, Charcot, 
who recognized his brilliance. Charcot not 
only called Janet to Paris, where he opened 
his hospital to him, but even established a 
special psychological laboratory for him at 
Salpétiére. It was not until he was 35 that 
Janet took his medical finals. A few years 
after Charcot’s death in 1893, he became 
his own master, and in 1895 was appointed 
professor of psychology at the Collége de 
France. He remained at Salpétiére and 
held his post at the Collége until his re- 

tirement. 

Beginning with Automatisme Psycholo- 


1 Editor of The Nervous Child, 30 West 58th St., 
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gique in 1889, Janet issued scientific publi- 
cations in an unceasing stream. Automat- 
isme Psychologique, which was his Ph.D. 
thesis, established him firmly in the psy- 
chiatric field. Examining the concepts of 
this academically most carefully prepared 
book, one must agree that its concepts are 
almost identical with Freud's early theories 
on hysteria. The Breuer—Freud publica- 
tion, The Psychic Mechanism of Hysteric 
Phenomena appeared in 1893. Both Janet 
and Freud were searching for those “au- 
tomatisms" at the basis of hysterical actions. 
In pointing this out himself, Janet accused 
Freud of having taken his basic concept 
from the Salpétiére laboratory and chang- 
ing it into what he (Janet) rejected as 
pansexism and the "superficial use of clini- 
cal observations of limited validity to form 
an enormous one-sided medical system." 
There is no doubt that Janet's influence 
on the development of modern psycho- 
therapy was as great as Charcots. Alfred 
Adler says without reservation in his 
Neurotic Constitution : "Janet's emphasis 
of the neurotic ‘sentiment d' uncompletude' 
is so wholly harmony with the results of- 
fered by me that I am justified in seeing 
in my work an extension of this most 
important fact of mental life in neurotics." 
During 60 years of search, Janet de- 
veloped his own system of psychopathology 
based upon what he later designated as 
“conduct” theory aiming to “describe all 
mental disorders solely in terms of action 
and conduct.” This conduct-theory should 
have been of special interest to American 
psychiatrists, since it represents a special 
type of behaviorism and was the only be- 
havioristic psychiatry of consequence. 
Janet, however, preferred to restrict the 
term “behavior” to animals, and to use for 
human behavior the term “conduct.” It is 
this differentiation that seems to account 
for his not having been accepted by Ameri- 
can behavioristic psychiatrists, although he 
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lectured extensively in this country. Com- 
pared with Adolf Meyer's neuropsychiatry 
and Freud's libidism, his concepts were 
too little physiologically oriented. 

Indeed, Janet’s conduct psychiatry is, 
like MacDougall’s propensity psychology, 
almost autonomically psychological. Its 
basis is the “force psychique" (psychic 
energy), which varies between “force et 
faiblesse” (strength and weakness), thus 
creating the multitude of pathologies. Their 
balance and adjustment originate psycho- 
therapy. The simplicity of the concept has 
attracted as many as it has repelled. Wil- 
liam Brown, the British middle-of-the-road 
psychiatrist, once said that this common- 
sense theory should be the most acceptable 
and usable for the ordinary physician. This 
statement has often been repeated, but has 
not helped Janet to wider acceptance, prob- 
ably because aside from the simple basic 
theory, the variations, and especially the 
practical applications require more than 
prefabricated routine prescriptions. Even 
the simple variations of psychic weakness, 
from psychoasthenia to exhaustion and 
ysteria, require an intimacy and insight 
that cannot be gained theoretically. Janet 
himself repeatedly emphasized how much 
Psychotherapy—and especially communi- 
cating it to students—is an art. Indeed, his 
techniques of both diagnosis and therapy 
could never be learned from his books 
alone. His personalized teaching was, I 
believe, the most essential of his contribu- 
tions to psychiatry. 

When I went to Paris to study Janet's 
techniques, I was directed to familiarize 
myself with the inmates and their living 
quarters. Coming from Kraepelin and 
Zuerich, I was startled by the set-up. I 
ound housed together many persecutionis- 
tic patients who fired one another emo- 
tionally with fantastic tales. When I asked 
Janet what his therapeutic approach here 
Was, I received the strange reply : “I be- 
eve these people, until it is proven to me 
that what they tell is untrue.” I had just 
faced a young man who avoided stepping 
ito any shadow because, in shadows, 

toamed Napoleon, who wanted to draft him 
mto the army. Beside him was a woman 
Past 70 who feared persecution from the 

ayor of Paris, who wanted to make love 
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to her. I found it difficult to see any truth 
in such fixed ideas. Janet noticed my per- 
plexity ko ese Doane He came over 
to me: “You see, people are prese- 
cuted by something, and you must investi- 
gate carefully to get to the root.” What he 
wanted to make me see was that one ought 
not discard persecutional fantasies as ridic- 
ulous, or view them only symptomatically ; 
one ought to take them seriously and ana- 
lyze them, until the causal conditions were 
revealed. I have never forgotten Janet's 
wise word about persecutions, nor the many 
others which were a major element in his 
relations with his students. They repre- 
sented a Socratic art which I have never 
experienced from any other prominent 
teacher of psychiatry. In Janet's case it 
was inseparable from his concept of psy- 
chiatry. 

Except for Wilhelm Wundt, hardly any 
one in the field of psychology has so uni- 
versalistically unfolded his theory as has 
Pierre Janet. Anyone familiar with his 
printed works and who has glanced over 
the list of his courses at the Collége will 
find hardly a field of application of psy- 
chology or psychiatry that he did not 
attempt to cover. When I saw him for the 
last time at the Tercentenary Celebration 
at Harvard in 1936, he asked me if I had 
read his latest book. I had to confess that, 
for lack of time, I had not. "There are still 
more than a dozen books I would like to 
write," he exclaimed. There was no end to 
the aspects of his field that he wanted to 
investigate. But he was fully aware that 
writing in itself was not the major thing : 
the major thing was personal transmission 
of what he had to communicate. I remem- 
ber his constant advice to students : “Read 
it and let’s talk about it.” In the spirited 
chapter he has contributed to Murchison's 
History of Psychology in Autobiography, 
he rejected what he called subjectivism in — 
psychology, that is, elaborating on ones. 
own psychological experiences. He strove 
for something different, but not only for 
the so-called objectivity of controlled ex- 
perimental psychology. He had a wider 
concept of what he called "nonpersati 
psychology, which he expressed again an 
again in the maxim : "To really understand 
and to be fully understood. 


COMMENT 


CALIFORNIA ASSEMBLY BILL 437: LEGAL INSANITY 


À bill has been introduced in the Cali- 
fornia legislature this year to supersede the 
M'Naghten rule. I-have sent to Mr. Bruce 
F. Allen, Assemblyman, Sacramento, Cali- 
fornia, the following statement written from 
the standpoint of the superintendent of the 
hospital for the criminally insane : 

AB-437 proposes a definition of legal 
insanity to replace the present, long stand- 
ing M'Naghten rule. The proposed defini- 
tion limits legal insanity to the psychotics 
and severe mental deficients. This is also 
the effect of the present rule, and under it 
very few nonpsychotics manage to be held 
criminally irresponsible. Whether, in prac- 
tical application, the proposed definition 
would allow more nonpsychotics to “beat 
the rap" than now do, is an important ques- 
tion I shall presently take up. To dispose 

of the other possibility, that the present 
tule fails to save psychotics from being 
held criminally responsible, I ask: Has 
anyone, so severely deranged as to come 
within the proposed bill’s definition of legal 
insanity, ever, in our time, been sentenced 
to a California prison? Or: Has any con- 
temporary district attorney ever invoked 
the M'Naghten rule to prove an admitted 
lunatic to be legally sane and responsible ? 

To reason on whether the proposed rule, 
or the M'Naghten rule, better equips us 
to achieve the purposes of the insanity 

` plea, we should start by comparing the 
two rules in their major premises. The 
M'Naghten rule says that an offender is 
criminally irresponsible if he was suffering 
from mental disease that prevented him 
from knowing he was doing wrong. Its 
major premise is that normal, sane man 
knows when he does wrong. This same 
premise underlies the Ten Commandments. 
The proposed rule holds that the defendant 
is irresponsible if his offense was the re- 
sult of psychosis. Its silent premise is that 
normal man is nonpsychotic. 

It will be noted that the M'Naghten 
premise involves a characteristic (con- 
sciousness of guilt) which is true of normal 
man, but that the proposed rule's premise 
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involves something (psychosis) which is 
foreign to normal man. Therefore, a lay 
jury or judge is better prepared to decide 
under the M'Naghten rule, since its test 
relates to what they know, namely, them- 
selves. They are less qualified, and must 
depend on experts, when the test involves 
an entity (psychosis) which is strange to 
them. As an imaginative analogy : A bird 
is more qualified to say another animal is 
not a bird if the test is the absence of 
feathers rather than the presence of hair, 
because the bird knows more about feathers 
than hair. 

The M'Naghten rule is pre-eminent as the 
foe of the false insanity plea. Its effective- 
ness derives from the fact that the non- 
psychotic offender will usually say, or do 
something in the fabric of the offense to 
show he knew he was doing wrong. The 
jury then concludes, logically, that he had 
no mental disease which deprived him this 
awareness. Similar reasoning is impossible 
when the rule is that the offense be the 
result of psychosis, because, while the jury 
is competent to judge what betrays guilt, 
it is incompetent to judge what shows psy- 
chosis. In this situation the expert witness 
becomes the judge, and we have a shift 
from government by law toward govern- 
ment by men. 

Practically speaking, however, I doubt 
that juries, under the proposed rule, would 
return insanity verdicts very different from 
the present ones. For, whether the test is 
the M'Naghten or the psychosis rule, a jury 
will decide the matter on whether the de- 
fendant "knew what he was doing." This, 
in essence, is the M'Naghten test, and it 
will be a strong influence on a jury regard- 
less of statute or expert testimony. 

However, this influence would probably 
be weakened, should the case be tried by 
the judge without a jury. Judges feel more 
duty-bound to the statute, and many of 
them are conditioned to the point of seem- 
ing oversold on psychiatry. In this situation 
the psychiatrist would be judge, because _ 
few judges would presume to know as 
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much about psychosis as the experts. This 
would do away with uniform decisions. For, 
while the present rule is tied to the great 
human constant of consciousness of guilt, 
the proposed rule is tied to the great in- 
constant of “prevailing scientific standards.” 
These may be whatever the expert in the 
witness chair thinks they are. Under the 
proposed definition of legal insanity, the 
courts would go loose-reined, and their 
decisions wander from the uniformity re- 
quired by justice. 

Positively, the M’Naghten rule has great 
social value, because its simple, definite test, 
based on the premise that normal man 
knows when he does wrong, makes it dif- 
ficult for a nonpsychotic offender to escape 
conviction on an insanity plea. The reason 
for the rule's protective effect on social 
order, like that of the Ten Commandments, 
is wholly unrelated to the changing con- 
cepts of modern psychiatry and psychology. 
Therefore, to argue that the M'Naghten 
rue should be discarded as one hundred 
years out of date, is as illogical as to say 
the Ten Commandments should be revised 
to synchronize with scientific progress. 
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While our knowledge about the human per- 
sonality has changed, man is still tempted 
to the same offenses he was 2,900 years ago, 
and he tries to avoid their penalties by the 
same devices he tried 100 years ago, one of 
which, of course, is the insanity plea. There- 
fore, as long as it is in society's interest to 
upset an insanity plea when it is false, 
we should be most cautious as we decide 
the fate of the M'Naghten rule. 

In general, a helpful relationship between 
modern psychiatry and criminology can be 
established if we are conservative about 
our rule for criminal responsibility but 
liberal in making the hospital an alternative 
to prison for the convicted offender. Our 
sexual psychopath law shows the success 
of this approach. A similar law could be 
drafted for the arsonist or other criminal 
whose offense represents abnormal desire 
rather than a failure to control normal 
temptation. 


Reginald S. Rood, M.D., 
Superintendent and Medical Director, 
Atascadero State Hospital, 
Atascadero, California. 


THE PARADOX, MAN 


Man is a strange as well as an interes 
paradoxes, a mixture of constructive am 
ful of possessing a more complica 
he is exceedingly reluctant to mak 


ting an 
d destru 
ted and highly organ 
e intelligent efforts to 


organ, that is, how to think and act sanely. 


imal; his behavior is a bundle of amazing 
ctive tendencies. Extraordinarily boast- 
ized brain than any other animal, 
learn how to use his superior 


—Srewart PATON 
(Signs of Sanity, 1920) 
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POUND, POLITICS AND MENTAL HEALTH 


Editor, Tue AMERICAN JOURNAL or Psy- 
CHIATRY : 

Sm: As one of the participants in the 
cause celébre of Ezra Pound, may I com- 
ment briefly on Dr. Szasz’s article in the 
December issue entitled, “Politics and Men- 
tal Health" ? Ordinarily I do not comment 
on Doctor Szasz’s contributions. He is al- 
ways stimulating, perhaps in part because 
he seems to have a genius for taking the 
opposite side. Here, however, he impugns 
by inference the good faith and the ethics 
of the psychiatrists who took part in send- 
ing Mr. Pound to Saint Elizabeths Hospital 
and of those who later had to do with Mr. 
Pound’s release. 

Dr. Szasz seems to see something sinister 
in the fact that Mr. Pound was not put on 
trial, convicted, and punished, regardless 
of any abnormal mental state he might have 
exhibited. Although he looks on the em- 
ployment of psychiatric testimony as par- 
ticularly reprehensible in what he terms a 
“political offense” (Mr. Pound had been 
indicted for treason during war-time), Dr. 
Szasz goes so far as to say that “giving 
psychiatric testimony in (ordinary) crimi- 
nal trials is a dubious practice at best,” and 
refers to the procedure in the Pound case 
as an “evasion.” 

The facts in brief are that when Mr. 
Pound was returned to this country his 
attorney reported to the court that he was 
totally unable to obtain from his client 
enough information to enable him to set 
up a defense. Accordingly, the presiding 
judge (the late Bolitha Laws, one of this 
country’s great judges) appointed three 
psychiatrists to examine Mr. Pound and 
report. Dr. Wendell Muncie, retained by 


the defense, joined in the examinations 
and the unanimous report which resulted 
in Mr. Pound’s commitment to Saint Eliza- 
beths Hospital. 

It is one of the glories of the An¢ic-Saxon 
spirit of fair play that a defendant must 
not be placed on trial unless he is mentally 
competent to advise with his counsel and 
assist in his defense. The doctrine is an 
ancient one, affirmed repeatedly by the 
courts, and many a conviction has been 
reversed on appeal because the doctrine 
was ignored at the trial. Would Dr. Szasz 
establish a new “Rule of Law ?” He makes 
much of the phrase, as if laws operated 
autonomously! Let us admit that some 
psychiatrists occasionally appear to be 
venal, that some judges occasionally render 
decisions that are more emotional than 
factual; the fact remains that no law is 
self-enforcing or self-interpreting. All the 
machinery of the courts and of government, 
although based on laws and precedents, is 
nevertheless operated by human beings; 
any Rule of Law is subject to enforcement 
and interpretation by men, fallible though 
they be. 

I think it can be argued that the handling 
of the Pound case was in accordance with 
the spirit and letter of the law, that all 
concerned, judges, lawyers, and psychia- 
trists comported themselves ethically, that 
Mr. Pound was treated fairly, and that the 
peace and safety of the public were not 
threatened by the course or outcome of 
the case. 

Winfred Overholser, M.D., 
Superintendent, 
Saint Elizabeths Hospital, 
Washington, D. C. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN Journan or Psy- 
CHIATRY : 

Sm : I wish to thank you for the oppor- 
tunity to answer Dr. Overholser's letter 
concerning my remarks on the Pound case. 
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My aim in that paper was to discuss, and 
if possible to elucidate, the “rules of the 
game” according to which psychiatrists 
conduct themselves when testifying in crim- 
inal trials. This well know contemporary 
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"incident was used as an illustration of a 
general thesis published previously, I sin- 
cerely regret that Dr. Overholser placed a 
personal interpretation on my comments. 
X can only say that I had no intention of 
inpugning (as he felt that I had) the good 
faith and ethics of any particular person 
connected with this case. To the contrary 
—and I hope careful reading of my paper 
will bear this out—my purpose was to show 
that anyone participating in this sort of 
tase, according to current medico-legal 
practices, would have acted in precisely 
the same way! In terms of the analogy to 
games, Dr. Overholser interpreted my com- 
ments as having been directed at certain 
"players" ; that is, as though I said that he 
(or others) had played "unfairly." I was, 
however, not talking about “players” at all. 
Twas interested in laying bare the nature 
of the “game.” In other words while I was 
ibing, analyzing, and at times criticiz- 
ing the game, he thought that I was casti- 
gating the players who, in fact, had been 
_ Playing according to the rules. 
To press the analogy with games still 
further, I would say this. Many people 
frown on heavy-weight boxing. Yet, this 
does not prevent them from regarding Joe 
Louis as an outstanding sportsman and fine 
‘human being. Surely, there must be a way 
of examining, and if necessary criticizing, 
Some of our social practices, without ipso 
facto blaming those involyed in them. Our 
only alternative is to believe that our pres- 
€nt practices are perfect, or at least the 
Pest possible, which Dr. Overholser comes 
close to implying in his closing paragraph. 
I wish to make a brief comment con- 
"&&rning the problem of what constitutes a 
e of Law." I did not invent this con- 
pt (although I wish I had) and am well 


aware that no law operates automatically. 
I tried to show that while psychiatric testi- 
mony is often used in criminal trials, this 
custom does not constitute a "Rule of Law," 
if by this term we understand a set of social 
rules explicitly formulated in advance of 
the acts for whose judgment they shall be 
invoked. Thus, to Dr. Overholser's ques- 
tion, "Would Dr. Szasz establish a new 'Rule 
of Law' (concerning the use of psychiatric 
testimony) ?", I would reply as follows : 
No, I would not, in fact could not, do this, 
because there is no old "Rule of Law" 
which it would replace. I do advocate that, 
if psychiatric testimony is to be employed 
in criminal trials, its use be governed by 
explicitly formulated rules, This would 
mean that what has hitherto been a matter 
of medico-legal routine would become a 
*Rule of Law." The argument that "Rules 
of Law" are interpreted and enforced by 
men is misleading and can be used only if 
one's purpose is to obscure the differences 
between these two types of laws and their 
manifold social implications. 

May I add, in conclusion, that Dr. Over- 
holser's introductory remark concerning my 
“genius for taking the opposite side" is 
intended, I suppose to warn the reader to 
be skeptical of my arguments, Even if we 
grant the validity of this hypothesis con- 
concerning my personality, the exposition of 
this alleged trait or tendency can not tell us 
what, if anything, in my thesis concerning 
the Pound case M false. arg aM 

I appreciate this opportunity to reply 
Dr. Ov IRE letter and perhaps further 
to clarify my views on the use of psychiatric 
participation in the trial and. punishment 

ders. 
paite Thomas S. Szasz, M.D., 
Upstate Medical Center, 
Syracuse 10, N. Y. 


INDOKLON COMBINED WITH PENTOTHAL AND ANECTINE 


Editor, 
CHIATRY ; 
Sm : The use of hexafluorodiethyl ether 
(Indoklon ) as an inhalant convulsant in 
kochiatric treatments was reported by 
tz and coworkers(1) in March 1958, 
and by Esquibel and coworkers(2) in June 
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1958. In any form of convulsive therapy, 
one must anticipate some fractures espe- 
cially of the spinal vertebrae and of the ane 
bones. Krantz stated in his paper, e 


estion of what might occur if hexafluoro- 
diethyl ether is combined with Lane 
istration of such drugs as succiny! 
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chloride and thiopental ( Pentothal) sodium 
as yet remains to be determined." Esquibel 
reported one compression fracture of the 
thoracic vertebrae in his series of patients 
treated with Indoklon convulsive treat- 
ments. Esecover(3) reported compression 
fractures of the thoracic vertebrae in ap- 
proximately 10% of his patients. 

Apparently there was some apprehension 
and hesitation on the part of other investi- 
gators to use anesthesia and a muscle re- 
laxant in conjunction with Indoklon. We 
have used thiopental sodium (Pentothal) 
and succinylcholine chloride (Anectine) 
to eliminate the complications which or- 
dinarily accompany all forms of convulsive 
treatments. This seemed important to us 
since the convulsions produced by inhala- 
tion of Indoklon are similar to those pro- 
duced by intravenous administration of 
metrazol. Clinically, the intensity of the 
Indoklon convulsion appears greater than 
the grand mal reaction produced by elec- 
troshock (alternating current), but is 
weaker than the seizure produced by 
metrazol. 

We deemed it advisable to use small 
amounts of Pentothal to decrease the appre- 
hension experienced by some patients when 
receiving inhalation anesthesia. Moreover, 
we felt it necessary to eliminate the un- 
pleasant effects of succinylcholine chloride, 
such as muscular fasciculations, feelings of 
suffocation and general paralysis. 

We use either of the following two pro- 
cedures to modify Indoklon convulsant 
treatments, 

1/75 mg. atropine is administered intra- 
venously, This is followed by the intra- 
venous injection of approximately 6 cc. of 
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24% solution of Pentothal (.15) and finally 
by rapid intravenous injection of Anectine 
(10 to 20 mg.). Immediately following the 
termination of the injection, the patient 
inhales a mixture of Indoklon and air by 
the use of a modified Stephenson mask. 

In the other procedure, following the 
intravenous administration of 1/75 mg. 
atropine by the use of a 20-gauge needle, a 
freshly prepared and combined mixture of 
approximately 2 to 3 cc. of 24% Dentothal 
solution (.06) and 10 to 20 mg. Anectine is 
given intravenously very rapidly, similar to 
the method described by Impastato and 
Berg(4), in electroshock therapy. Again, 
immediately following the termination of 
the injection, the patient inhales Indoklon. 
Within 15 to 30 seconds a softened convul- 
sion ensues which is similar to the one in- 
duced by Pentothal and succinylcholine 
chloride modified electroshock. 

The procedure is simple and appears safe 
because of the small amounts of Pentothal 
and Anectine that are used. Since, up to the 
present writing, only straight Indoklon was 
used for convulsive therapy, we want to 
report the feasibility of the above-out- 
lined modified Indoklon therapy. 

1. Krantz, John C., Jr., et al.: J.A.M.A., 
166 ; 1555, March 29, 1958. 

2. Esquibel, Augusto J., et al.: J. Nerv. 
and Ment. Dis., 126 : 530, June 1958. 

3. Esecover, Harold : Personal Communica- 
tion. 

4. Impastato, David and Berg, Seymour: 
Am. J. Psychiat., 112 : 839, May 1956. 

1956. 


William J. Karliner, M.D., 
Louis J. Padina, 
Scarsdale, N. Y. 


EFFECTS OF NUCLEAR RADIATION 


Editor, THE AMERICAN JOURNAL or Psycui- 
ATRY : 

Sm : In your Comment on the Effects of 
Nuclear Radiation (January 1959, p. 658) 
we are informed that Dr. Louis M. Orr, con- 
sultant to the Institute of Nuclear Studies, 
states it to be a fact that "for centuries man- 
kind has lived with an amount of radiation 
some thirty times greater than the fallout 
to this date from nuclear tests." 


Dr. Orr's comment disregards a funda- 
mental difference in the effects of fallout 
radiation and radiation from natural 
sources. The latter has been variable and 
transitory. Strontium 90, cesium 137, zinc 
65, carbon 14 and other fallout elements 
are ingested, metabolized and, especially in 
the case of strontium, substituted for cal- 
cium in the bony tissue of the body. Since 
we cannot be destrontiumed the way we 
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can be de-leaded, every atom of strontium 
90 that we ingest will remain in our skele- 
tons giving off, 24 hours a day, beta radia- 
tion for its half-life of 35 years. 

In bone marrow, where the cell division 
of hemopoesis (blood-making) is constant 
and rapid, a degree of physiological in- 
stability exists which favours mutation of 
cells and their escape from physiological 
controls. Such mutation and uncontrolled 
growth is typical of cancer tissue such as 
that found in leukemia, cancer of the bone 
called sarcoma and cancer found anywhere 
in the body. Four cases of acute leukemia 
with death following the use of radioactive 
iodine for hyperthyroidism have now been 
reported in medical journals. Iodine 131 is 
another fallout product that we take into 
our circulation with every glass of milk we 
drink. 

Should one estimate the amount of radio- 
active fallout products being ingested by 
our infants and small children whose diets 
are so largely milk ? Last September every 
pint of milk in St. Louis, for example, con- 
tained 15.4 micromicrocuries of strontium 90 
and smaller amounts of radioactive iodine, 
barium and cesium all of which become in- 
corporated into the baby’s (and our) body 
structure. 

_ The continuous, minute by minute irrita- 
tion from a molecule of radioactive Sr90 
in unstable bone marrow is a different proc- 
ess entirely from an occasional cosmic ray 
or background radiation from a brick wall. 
These latter forms of radioactive irritation 
are external, transitory and to some extent, 
avoidable. Strontium 90 is right in your 
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bone marrow and mine where it continues 
to “work while we sleep” and will do so 
throughout the rest of our lives and is be- 
ing added to day in and day out at every 
meal we partake. 

It is this basic physiological fact that all 
apologists for fallout either overlook or de- 
liberately disregard. 

They do not mention, either, the more 
disquieting finding that in lime-poor land 
strontium 90 is absorbed by plants and 
animals as avidly as they take up lime. The 
recent finding of a stag's antler in Scotland 
that was so radioactive from Sr90 that it 
took its own picture on an x-ray plate un- 
derlines this observation. 

Due to the x-rays produced by the bom- 
bardment of our own body tissues by beta 
radiation from strontium 90 we have al- 
ready ingested, it is now possible to meas- 
ure the amount of this bone-marrow bom- 
barder we have so far stored in our skeletal 
structure. Thanks to fallout, every man, 
woman and child in the world now goes 
around suffusing a quiet, continuous but 
invisible glow of x-radiation. And the wee 
ones in Scotland and the Western Islands 
glow much more brightly than we more 
fortunate people whose cows graze on lime- 
rich soils. ; 

The strange disregard of all this informa- 
tion by the great majority of us here in the 
United States may be due to a kind of mass 
hysterical denial. Certainly it is, in the 
parlance of Madison Avenue, not “custom- 
er-oriented” information. 

Herbert I. Harris, M. D., 
Cambridge, Mass. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN Jounwar or Psycur- 
ATRY ; 

Sm : As I promised you sometime ago I 
àm sending you my comments on the letter 
Written by Dr. Harris of Cambridge, Mas- 
Sachusetts, You will note that I will take up 
his letter paragraph by paragraph. 

In the first paragraph of his letter, it is 
now the feeling among geophysicists that 
the amount of natural radiation must have 
increased as we go back in time. There was 
Probably actually a much greater sae 


Tadiation when the human was evol 


many centuries ago and it must be pre- 
sumed that man has been a very successful 
biological organism and that his natural ra- 
dioactive environment has been biological- 
ly good for him. There is nothing we can 
do about this background radiation and the 
arguments about its desirability or unde- 
sirability are not worth arguing about. 

In paragraph 2 the facts are wrong. 
there is anything that can be called constant 
in this life, 
sources has 
tion from natural sources is not onl 
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gested but it is inhaled as a one-way gas. 
A certain proportion of radon gas, which is 
ubiquitous, is breathed in as a gas and must 
be excreted as a solid. This is far worse 
(if we can use the word "worse") than Dr. 
Harris's ingestion of a largely nonabsorbable 
salt of strontium. Dr. Harris points out in 
the same paragraph that "every atom of 
strontium 90 that we ingest will remain in 
our skeletons giving off, 24 hours a day, 
beta radiation for its half life of thirty-five 
years." In the first place, the half life is not 
35 years. In the second place, no competent 
scientist would say that every atom remains 
in the skeleton. In fact, one of the big argu- 
ments scientifically is on just how much 
does remain in the skeleton, and it is 
thought to be a very small proportion. Dr. 
Harris should know that carbon 14 is not 
only ingested and inhaled but is also 
formed in the body. Radioactive potassium 
is not only ingested, but it is already pres- 
ent in the body when the body is born. All 
of this material was reported in great detail 
in the Congressional Hearings. 

The third paragraph states that there is a 
degree of physiological instability in the 
bone marrow which favors mutation and 
escape from physiological controls, This is 
certainly a new and mystical interpretation 
of carcinogenesis but is not a statement that 
would find entry into a scientific medical 

. journal. 

In the next paragraph Dr. Harris points 
out that last September every pint of milk 
contained 15.4 micromicrocuries of stronti- 
um 90 in St. Louis. A micromicrocurie is 
107 curies, and so far as I know the best 
instruments we have measure down to 
about 107? curies. Therefore, this statement 
cannot be from a measurement, but it is an 
extrapolation. Extrapolations are not sci- 
ence; they belong under the heading of 
propaganda. 

In the next paragraph Dr. Harris points 
out that the continuous irritation from a 
molecule of radioactive strontium 90 in un- 

stable bone marrow is a different process 
from an occasional cosmic ray or back- 
ground radiation from a brick wall. He 
further states, "These latter forms of radio- 
active irritation are external, transitory and 
to some extent, avoidable.” The facts are 


that some background radiation is external ; 
some of it is internal. If cosmic rays are 
occasional, then so is radioactive strontium. 
If we wish to say that radioactive strontium 
electrons are not óccasional, then we have 
to say that cosmic rays are not occasional, 
If we are going to say that background 
radiation is avoidable, I would like to know 
just how this is done. One of the very great 
expenses of building whole-body counting 
rooms is to decrease background radiation 
so that the natural levels in the body can 
be measured. None of us has found out how 
to do this with any great efficiency. If the 
method of avoidance can be perfected it 
should be worthy of the Nobel Prize in 
science, It must also be remerabered that 
radioactive potassium and radioactive car- 
bon are present in bone marrow as well as 
strontium 90. I would again refer Dr. Harris 
to the Congressional Hearings on this sub- 
ject. 

In the sixth paragraph it is stated that we 
overlook or completely disregard these bas- 
ic physiological facts. In the first place they 
are not physiological and in the second 
place they are not facts. 

In the seventh paragraph it is pointed out 
that the recent finding of a stag's antler in 
Scotland was susceptible to autoradiog- 
raphy. It should be pointed out that it was 
not necessary to go quite as far as Scotland 
and the finding is not recent. Autoradio- 
grams of fallout have been carried out for 
years, and it is not too difficult to take auto- 
radiograms of almost any human bone. It 
would be interesting if Dr. Harris would 
check on the amount of radium that is im- 
ported into Scotland in each shipment of 
Brazil nuts. At one scientific meeting last 
year it was reported that Great Britain im- 
ports 24 million tons of Brazil nuts each 
year, and these Brazil nuts contain some- 
thing like 9 curies of radium. If all the wee 
ones in Scotland were to eat these Brazil 
nuts they would easily glow in the dark! 

In the eighth paragraph is revealed the 
fact that Dr. Harris does not understand the 
very big problem of measurement of nat- 
urally present radioactive potassium. This 
is a useful and very rewarding field of 
medical research and no new technique has 
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been developed from the strontium 90 
studies. 

In the last paragraph Dr. Harris points 
out the strange disregard of all this informa- 
tion, which he mentioned in the preceding 
paragraphs. Unfortunately, there has been 
no disregard but there has been a rather 
completely wasted research effort of consid- 
erable magnitude that has been occasioned 
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by the propaganda use of strontium 90 
fallout. 


This is a long explanation but such a 
letter as Dr. Harriss requires the facts in 
the matter. If there are any questions I 
would suggest checking them against the 
Congressional Hearings not too long ago. 

Louis M. Orr, M.D., 
Orlando, Fla. 


AUTOTHERAPY 


Refuse to express a passion, 
and its occasion seems ridiculous. 


; i her hand, sit all day in 
of speech, Qn ae and Mu melancholy lingers. There is no more 


education than this, as all who have experience know 


everything with a dismal voice, 
valuable precept in moral 
(and James had experience 
encies in ourselves, we mus 


to cultivate . . 
than the ventral aspect of th 
remark, and your heart must 


) ; if we wish to conquer undesir: 
t assiduously, and in the 
go through the outward movements of those contrary 


, brighten the eye, i 
few Y robos d speak in a major key, pass the genial 


be frigid indeed if it does not io ecd thaw! 


and it dies. Count ten before venting your anger, 
Whistling to keep up courage is no mere figure 


a moping posture, sigh, and reply to 


able emotional tend- 
first instance cold-bloodedly, 
dispositions which we prefer 
contract the dorsal rather 


JAMES 


NEWS AND NOTES 


Nationa, Councm on Famy RELA- 
TIONS ANNUAL MEETING.—The annual meet- 
ing of the National Council will be held 
August 19-21, 1959, at Iowa State College, 
Ames, Iowa. Dr. Aaron Rutledge, program 
chairman, announces that the theme will 
be “Growing Individual Values Within the 
Family.” In addition to general sessions 
with outstanding speakers, there will be 
meetings on research; parent education ; 
family life education in the community, 
schools, and colleges ; religion ; cooperative 
nursery schools; and counseling. Attend- 
ance is open to all. For information write 
the National Council on Family Relations, 
1219 University Avenue, S.E., Minneapolis 
14, Minn. 


CONFERENCE ON MENTAL RETARDATION. 
—Sponsored by The Woods Schools, Lang- 
horne, Pa., and the Technical Planning 
Project of the American Association on 
Mental Deficiency, a 5-session conference 
dealing with research in mental retarda- 
tion is being held at the Bellevue-Stratford 
Hotel, Philadelphia, Pa., May 1-3, 1959. 

Papers from the Conference will be pub- 
lished in the American Journal of Mental 
Deficiency and also by The Woods Schools 
as the 1959 issue of its annual Spring Con- 
ference proceedings. 

For further information write J. M. Mac- 
EM The Woods Schools, nghorne, 

a. 


THE INTERNATIONAL Socrery For CLNT- 
CAL & ExPERMENTAL Hypnosis.—This In- 
ternational Society has been established 
with the following officers : president, 
Bernard B. Raginsky, M.D., Montreal, 
Canada ; executive secretary, John G. Wat- 
kins, Ph.D., VA Hospital, Portland, Ore. ; 
treasurer, Aaron A. Moss, D.D.S., New York 
City; vice-presidents: Ainslie P. Meares, 
M.D., Melbourne, Australia A. C. De- 
Moraes Passos, M.D., Sao Paulo, Brazil, 
Berthold Stokvis, M.D., Leyden-Oegstgeest, 
Holland. The United States representatives 
on the board of directors are J. H. Conn, 
M.D., Baltimore, and Jerome M. Schneck, 
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M.D. New York City. The International 
Society consists of national divisions in 22 
countries throughout the world. 


TRANSACTIONS OF THE 5rH ANNUAL MEET- 
ING OF THE ACADEMY OF PSYCHOSOMATIC 
Menicine.—The theme of the 5th annual 
meeting of the Academy of Psychosomatic 
Medicine which was held in New York 
City, October 9-11, 1958, was “Psychoso- 
matic Aspects of Internal Medicine." The 
papers, talks and discussions by some 75 
participants have been published in a 268 
page book, edited by Wilfred Dorman, 
M.D. and may be obtained from the 
Academy of Psychosomatic Medicine, 55 E. 
Washington, Suite 1035, Chicago 2, IIl. 


GnarNxick Foundation Grants.—The lat- 
est report of the Gralnick Foundation, Port 
Chester, New York, includes a summary of 
grants made to various mental health 
agencies. From April 1, 1956, to November 
1, 1958, disbursements totalled $17,546.00. 
The Foundation operates under the New 
York State Law governing charitable trusts 
and is a member association of the World 
Federation For Mental Health. 


TRAINING IN NEUROLOGICAL AND SENSORY 
Disorners.—The Special Traineeship Pro- 
gram in neurological and sensory disorders 
is under the direction of the National In- 
stitute of Neurological Diseases and Blind- 
ness, one of the 7 institutes of the National 
Institutes of Health. The Program was initi- 
ated less than 3 years ago. One hundred 
and sixty-three persons have received one 
to three years of training at 48 institutions 
in the United States and 16 institutions in 7 
foreign countries. Approximately $2,000,000 
has been expended for this purpose. 

Awards are made for 9 months to 1 year, 
subject to renewal up to 5 years. Stipends 
may range from $6,500 to $17,500 a year. 

For further information write to Chief 
of Extramural Programs, National Institute 
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of Neurological Diseases and Blindness, Na- 
tional Institutes of Health, Bethesda 14, 
Md. 


CONFERENCE ON MENTAL RETARDATION. 
—The First International Medical Confer- 
ence on Mental Retardation will be held in 
Portland, Maine, July 27-31, 1959. Early 
registration is urged. 

For further information write to Con- 
ference Secretary, First International Medi- 
cal Conference on Mental Retardation, 
c/o Division of Maternal and Child Health, 
State House, Augusta, Maine. 


Derrorr DivisionAL MEETING OF THE 
APA.—The Detroit Divisional Meeting of 
The American Psychiatric Association will 
be held in the Hotel Statler, Detroit, Mich., 
October 29-31, 1959. The theme of the 
meeting is “New Horizons in Psychiatry.” 

For further information write to H. G. 
Stratton, M.D., Chairman, Publicity Com- 


id not make the 
Tt may be isis MEME r^ “O x God forbid, one is too much 


—Sır Tuomas BROWNE 
(In a letter to his doci 
as a sugges 


organs of the body. The response 


mittee, 14 Hanna St., E., Windsor, Ontario, 
Canada. 


Karen Horsey Awanp.—The Association 
for the Advancement of Psychoanalysis an- 
nounces the establishment of the Karen 
Horney Award of $150.00, to be made to 
the author who makes a significant contri- 
bution to the advancement of psychoanaly- 
sis. The paper, which will be published in 
the American Journal of Psychoanalysis, 
should be submitted by October 31. 

Entries are to be sent to Louis E. Derosis, 
M.D., Chairman, Award Committee, 815 
Park Ave., New York 21, N. Y. 


Correction.—A news item in the March 
Journal on the Haiti Psychiatric Institute 
inadvertently referred to Dr. Nathan S. 
Kline as director of Rockland State Hospi- 
tal, Orangeburg, N. Y. Dr. A. M. Stanley is _ 
director, and Dr. Nathan S. Kline is director 
of research at this Hospital. 


penis double, as she did so many 


tor-son Edward in London, 
ted addition to one of Edward's 


anatomical lectures.) 


BOOK REVIEWS 


RETICULAR FORMATION or THE Bnarw. Edited 
by H. H. Jasper, L. D. Proctor, R. S. 
Knighton, W. C. Noshay, and R. T. Cos- 
tello. (Boston: Little, Brown and Com- 
pany, 1958. $16.00.) 


This is a symposium presented at the Henry 
Ford Hospital, Detroit, in March, 1957. The 
long list of outstanding participants and the 
rather imposing title might suggest a topic and 
authorship that would be of interest only to a 
limited group of workers in quite specialized 
fields. This is hardly the case for though there 
is considerable attention given to such basic 
fields as anatomy, physiology, pharmacology, 
psychology and neurochemistry, some of the 
chapters are of considerable interest to the 
clinician : psychiatrist, neurologist, neurosur- 
geon and endocrinologist. The general gist of 
the reticular formation is its role as an inte- 
grating function ; the editors have admirably 
carried this principle over into their arrange- 
ment of the text. Each chapter is a presenta- 
tion of the work of a particular laboratory but 
there is also an excellent review of the related 
field interwoven with the presentation of the 
original work. Each chapter may be taken in- 
dividually or as part of the development of the 
entire tale. The discussions of the various 
papers are also well edited, pertinent, and 
informative. 

"Though the reticular formation is considered 
by some as more of a physiological concept 
than an anatomical entity, the Scheibels out- 
line the limits as “, . . the reticular core . . . 
of polysynaptic or even monosynaptic paths 
from the bulbar or pontine reticular formation 
down to the cord or up to the thalamus, sub- 
thalamus and hypothalamus reserving even the 
possibility that some of the reticular fibers from 
the pontine and mesencephalic tegmenta may 
well project directly to the corpus striatum, 
septum, and cortex.” But even then a study of 
the reticular formation must necessarily involve 
its close relationship with the pituitary (and 
hence the entire endocrine system, and then 
the general metabolism of the body), the cor- 
tex, and the limbic lobe and rhinencephalon. 

This symposium is a sequel to that on Brain 
Mechanisms and Consciousness held at St. 
Marguerite, Quebec in August, 1953; it will 
undoubtedly be the forerunner for another 
several years hence. It represents, essentially, 
an analysis of what is known now and it raises 
. numerous unanswered questions and outlines 
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the future course of work yet to be done. So 
much material is presented and so many of 
the conclusions are tentative that any summa- 
tion will be the result of each individual 
reader's own thinking. This reviewer finished 
the symposium with the idea that there is à 
central brain core, that is being identified an- 
atomically and physiologically, which is prima- 
tive in its phylogenetic derivation. Left to it- 
self, it is responsible for the “simple” and basic 
emotional, motor, and sensory functions of 
“lower forms” ; in man and in other “higher 
forms,” a mantle of cortex has been added 
which allows for “intellect” and other such 
finer differentiations. However, this cloak can 
probably be rather easily removed under cer- 
tain pathological conditions. 

It should be impossible for the psychiatrist, 
regardless of his orientation, to read Lindsley's 
chapter on the Reticular System and Perceptual 
Discrimination or Olds' chapter of Self-Stimula- 
tion Experiments and Differentiated Reward 
Systems without at least intellectual stimula- 
tion ; he will also be particularly interested in 
the chapters by Ingram, Morrell, Gastaut, 
Green, Brody, and Lilly. Geoffrey Jefferson 
discusses the reticular formation from the clini- 
cal neurological viewpoint. There is much, too, 
for the neurophilosopher. This book is highly 
recommended for both the basic scientist and 
the clinician in many fields for their nibbling, 
chewing or digesting. 

W. J. FrieprANpen, M.D., 
Boston, Mass. 


STUDIES IN Jurisprupence AND CRIMINAL 
Turory. By Jerome Hall. (New York: 
Ocean Publications, 1958. pp. 300. $6.00.) 


The title of this book does not indicate that 
it would be of interest to psychiatrists. How- 
ever, chapter 15, entitled “Psychiatry and 
Criminal Responsibility,” contains an erudite 
discussion of forensic psychiatry, that inter- 
disciplinary field which engages both lawyers 
and doctors. 

The chapter commences: “Psychiatry has 
much to contribute to law; but it also has 
many limitations which even lawyers and 
judges sometimes do not appreciate.” 

On a quick reading, your reviewer formed 
the opinion that Professor Hall was more con- 
cerned with the limitations than the contribu- 
tions. For example, “It can at least be said, 
therefore, that psychiatric knowledge is far 
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from having reached the point of unimpeach- 
able scientific certainty. Neither in using ex- 
pert psychiatric witnesses nor in developing 
the legal formulas that govern the determina- 
tion of punishable conduct need the law bow 
to any unassailable authority in the bailiwick 
of the psychiatrists.” 

Criticisms of this kind abound and they are 
documented by adequate references to psy- 
chiatric publications. A more careful reading 
reveals that Professor Hall has done something 
more than to fire some erudite rockets into the 
fold of psychiatry. He has gone to the heart of 
the matter in his analysis of the conflicting 
doctrines of scientific determinism versus free 
will, Herein is the real conflict-what the au- 
thor describes as “distinctive postulates regard- 
ing the nature of human conduct—free choice 
or cause-and-effect . . .” 

The author notes that this is more than a 
contest between psychiatrists and lawyers, “Nor 
is the crucial issue simply a matter of scien- 
tists versus lawyers, as is implied in some 
criticisms. Lawyers did not invent the per- 
spectives that lie at the foundation of our 
legal system. The criminal law is an institution 
into whose construction have gone hundreds 
of years of social experience, participated in 
by all classes and professions.” 

Against this background, Professor Hall 
weighs the validity of the M’Naghten rules 
and some proposed modifications. 

The substitute which he suggests is similar 
to the law in Canada as propounded by The 
Royal Commission on the Law of Insanity as a 
Defence in Criminal Cases 1956. In the Ca- 
nadian Criminal Code, the word “appreciate” 
Teplaces the word “know” in the M'Naghten 
tules with a consequent broadening of the 

efence of insanity. 

There is one omission in an otherwise 
thorough treatise. In discussing the progress 
9f forensic psychiatry, the author has not de- 
scribed one important development. Progress 

as been made in the establishment of forensic 
clinics wherein, after conviction, treatment is 
Provided as an alternative to imprisonment. In 
such a milieu, the lion of determinism can 
dwell amicably with the lamb of free will. 

K. G. Gray, M.D., 
Toronto, Cana 


PREVENTIVE MEDICINE FOR THE DOCTOR IN HIS 
Commonrry. By H. R. Leavell, M.D., and 
E. G. Clark, M.D. (New York; McGraw- 
Hill Book Co., 1958, pp. 689. $10.00.) 


This book is one of the best examples of how 
Writers on preventive medicine are giving more 


and more attention to mental health. There is 
some evidence, too, that psychiatrists are be- 
coming more interested in preventive psychi- 
atry and its place in the broader aspects of 
preventive medicine. 

As the title indicates, this book was written 
for "the doctor in his community," but many 
parts should be read by specialists in various 
fields of medicine and not least by psychiatrists. 
The 4 principles and the 10 corollaries set forth 
in the introduction should be fundamental con- 
cepts for every practitioner of medicine unless 
he wants to be just a "therapeutic artisan." 

References to "psychic factors," "emotional 
factors," "socioeconomic factors" and other 
topics with which psychiatry is intimately con- 
cerned are numerous. For example, in the 
chapter on Nutrition in Preventive Medicine 
by Robert E. Shank, emotional and environ- 
mental factors are not neglected. In describing 
the Natural History of Obesity we find : "Psy- 
chic factors are undoubtedly of great im- 
portance in the pathogenesis of obesity." It is 
recognized that the same applies to under- 
nutrition. 

In the next chapter on Long-Term Illness 
the following is said about rheumatoid arth- 
ritis: "The significance of personality and 
emotional factors is increasingly apparent. As 
far as the environment is concerned, the im- 
portance of stress factors acting on individuals 
with certain personality characteristics has re- 
ceived great emphasis from the discovery of 
the profound effect of cortisone and ACTH in 
suppressing the activity of rheumatoid arth- 
ritis. This indication that the adrenal cortex 
may be concerned in the mechanism of rheu- 
matoid arthritis might afford some understand- 
ing of how psychic factors can cause 'organic 
disease" in at least some individuals. 

In Chapter 9, dealing with accidents (a most 
important cause of death and disability), it is 
stated : “The environment and the host (per- 
sonal factors) provide the two fundamental 
reasons for accidents. Some students of the 
problem estimate that 80 to 90% of accidents 
are due to personal factors. . . . If accident 
proneness exists, as it probably does, and if 
such persons can be identified, special instruc- 
tion and psychiatrie treatment would be help- 
ful Much more epidemiological research on 
accident proneness is needed." 

As might be expected in the chapter on 
Maternal and Child Health by Myron E. Weg- 
man, many aspects of mental health are inter- 
woven with the discussion of physical h th. 
Under titles such as “Premarital Aspects, 
natal Aspects,” “Preparation for Breast Feed- 
ing,” “Parental Education,” “Rooming in,” €t., 
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many valuable references to and discussions of 
mental health are to be found. However, in 
this book written for the doctor in his com- 
munity and in'this chapter written by a pedia- 
trician it seems, at least to the reviewer, that 
a little more detail about mental health could 
have been included. 

Concerning the chapter on Mental Health 
which covers 33 pages, it should be noted that 
the writer, Ernest M. Greenberg, is a psychi- 
atrist and a "Doctor of Public Health" who has 
been a pioneer in the field of preventive psy- 
chiatry. His very readable, practical and honest 
epidemiological approach to psychiatrie dis- 
orders is one in which more psychiatrists should 
be interested as well as "the doctor in his 
community." He clears up the confusion about 
what is preventive psychiatry by delineating 
areas called primary, secondary and tertiary 
prevention. Quite rightly, he does not come 
forth with many positive suggestions in the 
area of primary prevention. At the same time 
he is not so reserved or pessimistic about our 
lack of scientific knowledge in this field as to 
prevent or discourage efforts that are being 
made by the too few centers of study and 
application of the small accumulated princi- 
ples of preventive psychiatry. 

Lroxp J. THOMPSON, M.D., 
Winston-Salem, N. C. 


Kurze GESCHICHTE DER Psycnia TRI. von Prof. 
Dr. Erwin H. Ackerknecht. (Stuttgart : 
Ferdinand Emke Verlag, paper bound, xii 
+ pp. 99 1957. 12 Marks.) 


Professor Ackerknecht, whom America lost 
recently when he was called to the chair of the 
history of medicine at the University of Zürich, 
has designedly confined the text of this book 

. Within narrow limits in the hope that it will 
be read. We can agree that his hope was 
reasonable and-express our own that it is be- 
ing widely realized through all medical disci- 
plines. The reason, in Ackerknecht’s words : 
"There is no case of illness to which the psy- 
chiatrist would not have something to con- 
tribute.” The book should also help to correct 
prejudices, for, as the author adds in his pref- 
ace, psychiatry "suffers even today from a tra- 
ditional hostility toward the mentally ill and 
toward the doctors who treat them." Besides, 
this discipline “has to do with the most difficult 
of all medical-physiological problems, the 
body-mind problem, which has not yet been 
solved,” It follows that “in psychiatry as earlier 
in internal medicine, we still have many dif- 
ferent, often dogmatic schools, and this does 
not exactly facilitate clear survey and insight.” 
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The Greeks introduced scientific thinking 
into medicine, including psychiatry, and 
Graeco-Roman teaching continued unchanged 
into the 18th century. The author takes up the 
significant names of the successive periods, 
dexterously compressing the essentials of their 
teaching in small space. 

After the Roman era the step is short to the 
renaissance. "Of medieval psychiatry there is 
virtually nothing to report." The clock was set 
back 1,000 years. The devil, evil spirits, witches 
and sorcerers were the causes of insanity. The 
wickedest book ever written, the Witches 
Hammer was authorized by the Church and 
became the textbook of the Holy Inquisition. 
The principal cure for the “possessed” was 
burning at the stake. The antidote to the 
Witches Hammer was the teaching of Johannes 
Weyer (1515-1588). The priest-ridden period 
was also the era of mass psychic epidemics. 

With the 17th century occur such outstand- 
ing names as Th. Sydenham, Geo. Cheyne 
(the “English Malady”) Th. Trotter, Burton, 
Th. Willis, u. a. m. to usher in new scientific 
concepts, 

Toward the end of the 18th century the 
humanitarian movement in the treatment of 
insanity was inaugurated by such men as Pinel, 
Chiarugi, Joly, Rush, Langermann, Tuke. The 
author notes the essentials of the French and 
German schools as they developed during the 
19th century, with special reference to the 
study of the organic psychoses typified by the 
recognition of general paresis. This disease 
furnished a pattern for the longtitudinal study 
of disease forms pursued so fruitfully by 
Kraepelin. The neuroses came into their own 
during the 19th century through Beard’s con- 
tribution of “neurasthenia” and Charcot’s hys- 
teria studies and the work of their successors. 
Psychotherapy derives essentially from the 
Nancy school, mainly from Bernheim’s teach- 
ing re suggestion. 

In 1889 the philosopher-psychologist-neu- 
rologist Pierre Janet reported his discovery that 
forgotten traumatic experiences could give rise 
to neurologic symptoms which could be cured 
by recall through hypnosis, of the original 
painful experiences. "He is therefore beyond 
doubt the father of the socalled cathartic treat- 
ment." The great bulk of the neuroses Janet 
grouped under "psychasthenia," the reaction 
form described by him. 

Then came Freud. Ackerknecht gives in 
reasonable detail the well known story 0} 
Freud's rising star, his methods and his system, 
and follows with a careful critical evaluation 
to which presumably neither Freudian nor 
anti-Freudian could seriously object. As for 
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therapeutic results, “it is quite possible that 
they rest essentially on two fundamental 
mechanisms, confession and suggestion, which 
the medicine. man has always so profitably 
used.” 

There is much more in this little book than 


can be reported here. At the end comes appro- ' 


priately a summary of the physiological and 
drug therapies of the mid-20th century. 
C.B.F. 


We, Tue Trkorn. (2nd ed.) By Raymon 
Firth. (New York: The Macmillan Co., 
1958. pp. 605. $7.50. With a Preface by 
Bronislaw Malinowski.) 


We, The Tikopia, an anthropological study 
of kinship in primitive Polynesia, was first pub- 
lished in 1936, and was shortly out of print 
and unavailable except at a high premium. 
The new edition is a replica of the first, with 
some few plates omitted, and a new preface by 
the author. 

As an example of fieldwork analysis the 
book is a classic, and is perhaps the most valu- 
able demonstration of the meaning of kinship 
in anthropological literature. Its psychological 
insights are most illuminating for the under- 
standing of the relationship between cultural 
factors and personality formation. It should be 
read by all who desire an understanding of the 


significance of kinship arrangements for both. 


the structure of society and the growth and 
development of personality. 
AsHLEY MONTAGU, 
Princeton, N. J. 


Der Surcm—UnterR BESONDERER BERUCK- 
SICHITIGUNG VERSORGUNGSARZTLICHER GE- 
sicurspunkre. (Suicide—With special con- 
sideration for the point of view of the 
Versorgungsarzt.) By Dr. Fred Dubitscher. 
(Stuttgart; George Thieme Verlag, 1957. 
pp. 223. $3.95.) 


This is a systematic and scholarly mono- 

Staph on the problem of suicide committ 
y soldiers or veterans in the Nazi-era and 
after the war. The author is a "Versorgung- 
Sarzt" (a physician employed by the State 
Welfare Department, called "Versorgung- 
samt,” who also handles veterans compensa- 
tion claims). He is concerned here with setting 
bd uniform criteria and methods for ua- 
on. 

The author has examined the case records 
of 3,208 suicides which occurred between 
1939 and 1955. In order to establish eligibility 
for compensation under the existing West Ger- 
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man law, the causes, grounds, motives, and 
precipitating circumstances of suicide had to 
be examined. The crucial question, whether 
the soldier or veteran committed suicide out 


_ of “free choice" (leading to “Balance Suicide") 


or had no other alternative, either because of 
external or internal pressure, had to be an- 
swered. Thus the medical or psychiatric evalu- 
ation has to strive for a careful examination 
and delineation of the environmental and the 
intra-psychic factors. The law does not require 
absolute proof, only strong probability, in 
order to award compensation. 

It is the author's main thesis that the cause 
of suicides can only be evaluated in the par- 
ticular historical cultural, economie and po- 
litical settings in which they have occurred. 
Suicides of 1920-1930 and 1939-1955 in Ger- 
many cannot be evaluated on the same criteria, 
having entirely different backgrounds. He con- 
cludes that the cases he examined show that 
intrapsychic factors as suicide grounds were 
superceded in importance by external pres- 
sures or circumstances. He realizes that he did 
not contribute to a deeper understanding of 
inner motives for suicide. He claims to have 
found no evidence for the conclusion of many 
—especially foreign—papers on the subject that 
most suicides at the end of World War II in 
Germany were “Balance-suicides,” motivated 
by fear of the consequences of political activi- 
ties during the Nazi regime. 

The author gives a very interesting and 
often impartial picture of the background at- 
mosphere ; a historical review of the literature 
and the different approaches (anatomical, sta- 
tistical and psychological) to solve the riddle 
of suicide. He presents extensive and useful 
statistics from his own cases from a number 
of angles. He cites in detail a great number 
of final decisions, showing discrepancies, con- 
fusions, the use of platitudes due to lack of 
uniform criteria and methods of evaluation. 
In reviewing these cases he can often show 
the existence of confusion, because “grounds,” 
“motives” and “precipitating circumstances 
are picked out at random and declared as 
“causes” of suicides, leading to incorrect 
and unjust decisions, There is also extensive 
statistical analysis of suicide in the different 
psychiatric and medical-surgical disease 
entities, with special emphasis on whether 
or not these underlying illnesses were service 
connected and whether a not they were con- 
tributory factors to suicide. 

In Cata the author describes the 
“Presuicidal Syndrome” with its a 
phases of development and remarks upon sui- 
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cide prevention in general and especially in 
closed groups such as the military. It is inter- 
esting to note that 40% of his own cases 
showed depressive features just prior to sui- 
cide that were noticeable to the laymen around 
them ; 25% were ill in some form and most 
were under medical care because of “nervous- 
ness," 
PauL H. Ornster, M.D., 
College of Medicine, 
University of Cincinnati. 


Darwin, WALLACE, AND THE THEory or NAT- 
TURAL SrLECTION. Edited by Bert James 
Lowenberg. (Boston, Mass.: Hub Mail, 
1957. pp. 97. $5.00.) 


This beautifully designed and printed vol- 
ume is issued in celebration of the centenary 
of the presentation by Darwin and Wallace of 
their famous papers on natural selection at 
the meeting of the Linnaean Society, London, 
on 1 July 1858. The two papers are here re- 
printed together with a yery attractive intro- 
ductory essay by Professor Bert Lowenberg 
which gives the volume it’s title, together with 
several letters, and a list of books pertinent to 
the text. The book is charmingly illustrated, 
and altogether constitutes a most attractive 
commemoration of an epoch-making event. 
Only 385 copies have been printed of this edi- 
tion, and since it is likely to become a col- 
lector's item the wise man will be like lightning 
unto the execution. It is a book he will cherish. 

AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


Tue Story or Human Emotions. By George 
M. Lott, M. D. (New York : Philosophical 
Library, Inc., 1958, pp. 228, $4.95.) 


This book purports to be written for “the 
average reader” and is claimed to be “a book 
for the person who wishes a deeper under- 
standing of human emotions,” Unfortunately, 
its 228 pages are divided into 18 chapters 
which are disjointed and poorly organized. 
These are divided into many little paragraphs 
which are titled, but many of these titles are 
inappropriate for the subsequent discussion. 
Some of the descriptive Passages are gobbledy- 
gook, and others are rhetorical, A good ex- 
ample is the first chapter, which covers about 
a page, and is titled: “It is Time to Wake 
Up”; and the second chapter, which covers 
7 pages, and is titled: “The Golden Age of 
Unfolding—Teen Ages”. 3 

Much of the information that Dr, Lott has 


obviously gleaned in his thirty-odd years of . 
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psychiatric practice is reasonable, well found- 
ed, and can be of value in helping to under- 
stand human emotions, but his discussion of 
the psychosexual development of the indi- 
vidual is most confusing. Individual para- 
graphs taken out of context might be con- 
sidered gems of wisdom, but taken as a whole 
the book is a poor text for psychiatric educa- 
tion. 

Throughout the volume are numerous car- 
toons and illustrations, which do not always 
fit into the context. They may have tickled Dr. 
Lott's sense of humor at the time that he saw 
them in one or another of the popular publica- 
tions, to which he gives proper acknowledge- 
ment, but at times they poke fun at the serious- 
ness of child guidance rather than clarify the 
point that he is trying to make. The book has 
a brief index, which is simply a reference to 
his paragraph titles, 

The psychiatrists, psychologists, social work- 
ers, nurses, probation officers, and teachers to 
whom he states he addresses this book, be- 
sides “the average reader”, will find this to 
be a confusing discussion. It is unfortunate 
that the author did not seek professional as- 
sistance in formulating his ideas. Over the 
years he has presented some very excellent 
scientific papers, which have been both stimu- 
lating and instructive, and it is this reviewer's 
regret that Dr. Lott is apt to have some rather 
severe criticism of this most recent effort. 

James L. McCartney, M.D., 
Garden City, N. Y. 


A History or Macic AND EXPERIMENTAL 
Science. By Lynn Thorndike. (New York: 
Columbia University Press, 1958, Vol. VII, 
pP. 695, vol VIII, pp. 808. $10.00 per 
volume.) 


With the publication of these two volumes 
there is brought to completion a work upon 
which Professor Thorndike commenced his 
labors more than 50 years ago. It is a study 
of the history of magic and experimental 
Science and their relations to Christian thought 
covering the first 17 centuries of our era. AS 
such it represents one of the greatest works of 
scholarship of the twentieth century, and 
Professor Thorndike, and we, are to be con- 
gratulated upon the successful completion of 
this remarkable work. , 

Volumes I and II cover the first 13 centuries 
of our era, volume III and IV the 14th and 
15th centuries, volumes V and VI the 16th 
century, and volumes VII and VIII the 17th 
century. 

Written with Professor Thorndike’s cus- 
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tomary clarity of style and wry humor A His- 
tory of Magic and. Experimental Science is one 
of the most readable of scholarly works. The 
subject with which it deals is no less than the 
evolution of the human mind from the stand- 
point of a mediaevalist interested in the in- 
teraction between traditional superstition and 
burgeoning reason in the Christian era. Pro- 
fessor Thorndike's original idea was that magic 
and science have been connected in their de- 
velopment, that magicians were the first to 
experiment, and that both the history of magic 
and of experimental science can be better 
understood by studying them together. This 
same idea had occurred to Sir James Frazer. 
I do not know, and Professor Thorndike no- 
where gives a hint, as to whether or not he 
was stimulated by Frazer's views on this mat- 
ter, but however that may be, anthropologists 
are generally of the opinion that in nonliterate 
societies, at any rate, scientific activities do 
not necessarily grow out of magical ones, and 
that as a matter of fact magical activities are 
pursued cheek-by-jowl with scientific ones, and 
both seem to lead a quite healthy independent 
existence. But if this is so in many nonliterate 
Societies, and has undoubtedly been in part the 
case in literate societies, Professor Thorndike 
has clearly demonstrated that the case was 
quite other during the first 17 centuries of our 
era in the western world. Magic and the de- 
velopment of experimental science were closely 
connected, and to those who are familiar with 
the history of science it will come as no sur- 
prise that the Father of the Modern Age of 
Science, Isaac Newton, was also the last of 
the magicians, There was hardly a thinker 
during this long period of secular time who 
was completely free of the “magical” element. 
a Professor Thorndike makes abundantly 
Clear, 

For readers of this Journal the work is full 
of the most fascinating materials, including 
chapters devoted to mental disease and magic 
which constitute a substantive contribution to 
the history of medical psychology. 

AsuLEY MONTAGU, 
Princeton, N. J. 


Tae Puysiotocy AND PATHOLOGY OF THE 
CrnrneLLUM. By Robert S. Dow, M.D., 
Ph.D., and Giuseppe Moruzzi, M.D. (Min- 
neapolis; University of Minnesota Press 
and Toronto: Thomas Allen, Ltd., 1958, 
Pp. 675. $13.75.) 

This volume is part of a three-fold review 


Of present knowledge of the anatomy, physi- 
ology and pathology of the cerebellum. (The 
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anatomical part of the work is in preparation 
for publication.) 

Professor Moruzzi has included in Part 1 of 
this volume the immense amount of knowledge 
which has accrued, over the last 20 years, as 
a result of stimulation and electrophysiological 
investigations of cerebellar structures, many of 
which have been done in the Institute of 
Physiology of the University of Pisa. 

In Part 2, Dr. Dow discusses the clinical 
symptomatology of cerebellar lesions and sum- 
marizes their pathology adequately. 

The book will be of importance, mainly: to 
neuro-physiologists, but its wealth of detail 
and its 67-page bibliography will make it a 
valuable work of reference in medical libraries. 

Enic A. LINELL, 
Toronto, Ont. 


Reacuinc DELINQUENTS THnoucH READING. 
By Melein Roman, Ph.D. (Springfield : 
Charles C Thomas, 1958. pp. 125. $4.50.) 

Children are the prime victims of our age. 
One phase of this victimization is the way in 
which we let so many drift into serious de- 
linquencies without adequate help or preven- 
tion. Another phase is the extent of reading 
difficulties which affects 10 to 15% of the 
school population. 

Dr. Roman has made a practical step to- 
ward therapy in both areas. Twenty-one chil- 
dren aged 13 to 16 were investigated. They 
had been adjudged delinquent in Manhattan’s 
Children’s Court. All suffered from reading 
retardation of 2 or more years. Their LQ.s 
ranged from 65 to 95. The project lasted 7 
months, The children were divided into 3 
groups. One received group remedial reading 
training; the second received group psycho- 
therapy and the third got both, which Dr. 
Roman speaks of as "tutorial group therapy- 

The author draws the conclusion that psy- 
chotherapy alone does not improve reading 
difficulties and that remedial training alone 
does not sufficiently improve the emotional 
and behavior difficulties. It is evident from 
his material that the children who received 
tutorial group therapy made the greatest 
progress. In line with the current fashion in 
official r , there is an abundance of the 
statistical complications which Dr. Adolf 

er used to characterize as “superaccuracy. 
ura this book as in other similar ones dealing 
with delinquency and/or reading, there isa 
lack of confidence in clinical findings. Psy- 
chiatry and psychiatric diagnosis are con- 
spicuous by their absence. Some of the chil- 
dren during the group therapy produced 
stories which are not spontaneous children's 
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fantasies, but clearly show the influence of 
current mass media. Such productions can- 
not possibly be evaluated scientifically if the 
social matrix, the street and the mass media, 
are not taken into account. Again in line 
with other similar studies, the author ignores 
these potent outside factors. Better results in 
both therapy and prevention will result when 
we realize that these children do not only 
"act out" but also take in. 

This book, however, is a useful practical 
contribution in an important fleld of child 
study. It will help in counteracting the rigid 
attitudes of those who are one-sidedly oriented 
about the treatment of delinquent and reading- 
retarded children, and therefore are confused 
about the therapy of this kind of child. 

FREDRIC WERTHAM, M.D., 
New York City, N. Y. 


Socar Psvcuorocv. 2nd. ed. By S. Stansfeld 
Sargent and Robert C. Williamson. (New 
York : The Ronald Press Company, 1958. 
pp. 649. $6.00.) 


This introductory text in social psychology 
is most appropriate for students and depart- 
ments concerned with the behavorial sciences. 
It is eclectic in scope and has incorporated 
the basic research data, the theory and appli- 
cations which have been brought to light since 
publication of the first edition, The excellent 
care taken in documentation and the first-rate 
annotated bibliography at the end of each 
chapter plus meaty content gives this volume 
an A-l rating as a highly desirable contribu- 


tion. 
AnTHUR LERNER, Ph.D., 
Los Angeles City College 


ANALYZING PSYCHIATRY. By Solomon Katzenel- 
bogen, M.D. (New York: Philosophical 
Library, 1958, pp. 126. $3.00.) 


It will quickly become evident to the reader 
that Dr. Katzenelbogen has earnestly and con- 
scientiously recorded his personal views of the 
practice of psychiatry. That he is troubled over 
the discovery that some persons believe psycho- 
therapy is limited to “Freudian Psychoanalysis,” 
is made amply clear. 

He has given brief case histories of 10 
persons who came to him as patients. These 


histories will give some lay readers an oppor- 
tunity to identify themselves and will hold 
their interest. In this work he follows the 
“Meyerian” school of psychobiology. 

The author reveals his deep concern over 
the welfare of his patients and he presents a 
thoroughly convincing picture of his great 
desire to help them. In his book he tries to 
help others as a group by appealing to their 
intellectual interest. Some of his readers will 
think of him as an artist, hoping to discover 
how he produces his masterpiece. In this they 
will be disappointed, for like the artist, he can 
tell them how to paint a good picture but he 
can not tell them how to paint a masterpiece. 

In his apparent rejection of “Freudian psy- 
choanalysis" he may even discourage his 
readers, raising serious doubt that he succeeds 
in his stated purpose : "To acquaint the read- 
ing public with the meaning, Scope, and 
methods of psychological treatment." 

PauL L. ScunoEpen, M.D., 
Atlanta, Ga. 


Tue Psycutarric Hosrrrau as a Smarr So- 
crety. By William Caudill. (Cambridge, 
Mass.: Harvard Univ. Press, 1958, pp. 
406. $6.50.) 


Mr. Caudill has approached the hospital on 
the basis of initial individual studies followed 
by observation of groups of patients, nurses, 
residents, and senior physicians in their hier- 
archic order. As the scope of his study widened, 
he examined the attitudes of the various groups 
towards the life of the hospital. It is possible 
that Mr. Caudill's observations of the hospital 
community make it possible to establish a 
pattern of causes acting and interacting in time 
relationships that no staff member or combina- 
tion of staff members could have seen under 
the circumstances. It is possible that through 
these observations a reliable method has been 
established for predicting the likelihood of gen- 
eral group disturbances of various kinds. Some 
of these findings may have applications to a 
much wider range of human behaviour than 
that represented within psychiatric hospitals. 
Mr. Caudill’s book should be of considerable 
interest to all those who are interested in the 
development of more progressive psychiatric 
hospital programs. 

C. A. Roserts, M.D., 
Verdun, P. Q., Canada 


EDWIN GARVIN ZABRISKIE, M.D. 
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IN MEMORIAM 


EDWIN GARVIN ZABRISKIE, M.D. 
1874-1959 


Dr. Edwin Zabriskie died at the Harkness 
Pavilion of Presbyterian Hospital on Janu- 
ary 13, 1959, after a short illness. He was 
born in Brooklyn, N. Y. on October 7, 1874, 
of Dutch and Polish descent. Himself a 
third generation physician, his grandfather 
Dr. John Barrea Zabriskie was the first 
physician at the Kings County Hospital, 
and his father Dr. John Lloyd Zabriskie, 
was a practicing physician in Brooklyn. 

Dr. Zabriskie was educated at the Eras- 
mus Academy in Brooklyn, Columbia Uni- 
versity, and received an M.D, degree at 
the Long Island College of Medicine, May 
1897. He served his internship at Kings 
County Hospital. After a period of graduate 
study in Berlin and Paris, he was appointed 
Adjunct Professor of Neurology at the New 
York Post-Graduate Medical School. 

In 1910 a short time after the Neurologi- 
cal Institute of New York was founded, Dr. 
Abriskie joined its staff. He served succes- 
sively as : Director of Laboratories, Assist- 
ant Attending, Senior Attending and Chief 
of Staff. With the consolidation of the Neu- 
gestes Institute of New York and Colum- 

la-Presbyterian Medical Center, he was 
pointed Attending Neurologist ; and, in 
H and 1947 served as Acting Director 
3 the Neurological Institute. He was Pro- 
` of Clinical Neurology at the College 

t Physicians and Surgeons from 1925 until 

!s retirement in 1948 when he became 
Biofessor Emeritus in the College and Con- 
n Neurologist to the Presbyterian Hos- 
BD Zabriskie was especially active in 

* guidance of the affairs of the American 
jeurological Association and the Associa- 
E for Research in Nervous and Mental 

ease. He was President of the American 
as ological Association in 1944 and served 

à member of the Council from 1945 to 
Di He was a member of the Board of 

ectors of the Association for Research 

*rvous and Mental Disease for more 
n 25 years and was honored as its Presi- 


dent in 1945. He was a founding director 
of the American Board of Psychiatry and 
Neurology. 

Dr. Zabriskie joined the Armed Forces in 
August 1917, participating in the battles of 
Chateau Theiry, The Marne, St. Mihiel, and 
Argonne-Meuss and was later cited by the 
Fifth Army Corps. When Dr. Thomas Sal- 
man died, Dr. Zabriskie succeeded him in 
charge of neuropsychiatry for the European 
Theatre until the end of World War I. It 
was at this time that his colleagues and 
friends began to call him “The Colonel,” 
a title that was used respectfully as a term 
of endearment and remained with him the 
rest of his life. During World War II, he 
served as Consultant in Neuropsychiatry to 
the Surgeon General of the United States. 
Former President Truman bestowed a Cer- 
tificate of Appreciation upon him for his 
service in World War II. 

Not only a great physician, beloved by 
patients and colleagues, Dr. Zabriskie was 
also a great humanist. He was an accom- 
plished musician and played the viola in a 
string ensemble which met for weekly con- 
certs at his home. 

He was a member of the Union Club, 
The Century Association, The San Francis- 
co Society, Holland Society, The Vidonian 
Club of New York, The St. Nicholas Society 
of Brooklyn and the Bohemian Club, where 
he joined with artists and actors in musi- 
cales and in the performance of plays. 

The Colonel remained active in his medi- 
cal practice up to the time of his death, 
giving himself unstintingly. His cheerful - 
attitude, his ready wit, and his gentleness 
for all remained with him even until a few 
hours before his death. His energy was 
limitless and he could outdo colleagues 
many years his junior in work as well as in 
golf and other activities. In 1953 at the age 
of 79, when he attended the International 
Congress of Neurology in Lisbon, he drove 
a new Renault, unaccompanied, from Cher- 
bourg to Lisbon. Despite an arthritis that 
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limited his activities in the last two years, 
his spirit came through. At age 83, when 
his chauffeur became ill, he drove from 
New York to Atlantic City to the annual 
meeting of the American Neurological As- 
sociation. He was almost as faithful in his 
attendance at the annual meetings of The 
American Psychiatric Association, where he 
had a host of friends and derived as much 
pleasure from the social and friendly at- 
mosphere as from the scientific meetings. 
He succeeded Dr. Charles Burlingame as 


_ Chairman of the Salmon Committee Lec- 
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tures, a post he still held at the time of his 
death. 


The measure of the esteem of his col- 

_ leagues was manifested by the tribute paid 
to him on the occasion of his eightieth birth- 

. day (when a cocktail party was given in 
his honor at the Faculty Club of the Uni- 
versity), when he was presented with a 
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volume, which contained an inscription, 
-which included the following : 

“In recognition of his many years of serv- 

ice, his colleagues present this token of their 
esteem and of their gratitude for the privi- 
lege of sharing in his friendship and kindly 
wit ; for the calm, gentle but firm authority 
with which he has performed his duties ; 
for his eminence in neurology and psychi- 
atry." 
Dr. Zabriskie was one of 25 who received 
the Distinguished Service Award on the 
occasion of the celebration of the Twenty- 
Fifth Anniversary of the Medical Center. 

He was married in 1919 to Blanche Ar- 
naud, who died in 1936. He is survived by 
his sister, Miss Louise G. Zabriskie, and a 
nephew, Dr. John Barrea Zabriskie, now a 
Captain in the United States Air Force. 

H. Houston Merritt, M.D., 
William A. Horwitz, M.D. 


1 


E t B 378 RI TN TENE CS E des cw S aT. 
Je THE AMERICAN JOURNAL OF PSYCHIATRY 1959 — 
= WE 

PSYCHIATRIC STUDY OF A MASS MURDERER * * 

xum 

JAMES A. V. GALVIN, M.D. anp JOHN M. MACDONALD, M. D.? "m 


On November 1, 1955, eleven minutes 
after leaving Denver, a 4-engine airliner 
exploded and crashed with the loss of 44 
lives. Two weeks later a 23-year-old man 
confessed that he had placed in his mother’s 
luggage, a time bomb consisting of a timer, 
hot shot battery, blasting caps and 25 sticks 
of dynamite. Following a plea of insanity, 
he was committed to hospital for psychi- 
atric examination. Friendly and coopera- 
tive, yet somewhat reserved in his manner, 
he volunteered that he had no intention 
of faking insanity although he thought it 
would be easy for him to do this by saying 
that he heard voices. Indeed he stated 
that it had been suggested to him that he 
should say that he had seen visions and 
that he acted under instructions from God. 

He claimed innocence and said that he 
had never had any wish to kill his mother. 
He knew it was wrong, both morally and 
legally, to blow up an aircraft and he would 
never do such a thing. A variety of reasons 
was given to explain his confession. He 
could not stand’ the questioning; when 
He told the truth and was not believed, 
he figured “to heck with it” ; he was man- 

andled and threatened with bodily injury. 
At his subsequent trial, there was no evi- 
dence of threats by F.B.I. agents. Indeed, 
= F.B.I. selected a man smaller than 

e patient to act as principal questioner. 
Bretung untoward occurred prior to 
liv tragedy. His mother who had been 
living with him decided to visit à relative 
m Alaska. He tried to persuade her to xe- 
fren till Thanksgiving but without success. 

t the airport, it was found that her lug- 
gage was 37 pounds overweight. His 
ener wished to avoid the surcharge but 

i patient assured her that she would n 
all her luggage. On her request he took 


he Ameri- 


ENIM 
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Cmn Psychiatric Association, San Francisco, 
ty 12-16, 1958. 

is Medical Director and Assistant Medical Director, 

an Colorado Psychopathic Hospital, Denver, 


out 3 insurance policies, each with a dif- t 
ferent beneficiary. He fumbled this task and g 
had to throw away 2 policies. The policies E. 
were to have been for $6,250 but by mis- . 
take he deposited extra coins in the machine ? 
for his policy thus giving it à value of 
$37,500. E 
After the plane left, he had dinner with, — 
his wife and child in the airport restau- - 
he became nauseated | 


rant. During dinner 
and vomited in the rest-room. When he — 


learned that the plane had crashed he. 
cried till he did not have any tears left - 
to cry. Although he denied having made | b 
any callous remarks about the plane crash, - 
he did in fact, remark to his family one 
day, with reference to some shot-gun shells - 
in his mothers luggage, “Can't you just | 
see those shot gun shells going off in the 
plane every which way and the pilots and. 
passengers and grandma jumping around.” — 

On November 10, he told a comparative 
stranger that the center of the plane on - 
which his mother had died had been | 
blown to only small strips of metal. He 
went on to say how easy it would be to — 
blow up a plane and estimated that it — 
would require 2 gallons of nitroglycerine 
and a timing mechanism which could be | 
in a suitcase and slipped on the — 
to the planes. — 


He mentioned the irony O 
the plane had not taken o | 
late it would have crashed in the mountains ' 
and no one would ever have suspected . 
sabotage. (At that time the possibility - j 
of sabotage had been raised in the news- 
papers.) i 
On November 13, he was questioned by - 
the F.B.I. and was arrested following his — 
confession. During the interrogation, he: | 
F.B.I. offered to let him go back home and — 
he had since asked himself a “million times" 
why he hadn't accepted the offer. 4 
his father 
18 months - 
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FAMILY HISTORY 


The patient knew little about 
who left his mother when he was 


of age. His mother who had a daughter by a 
previous marriage then went to live with her 
mother and returned to work. 

During the patient's childhood, she was 
_ very generous in providing toys and money 
for her children but spent little time with 
them. She appeared to have been quick 
tempered, somewhat domineering and not an 
affectionate mother. The patient was quick to 
"defend her, but it was evident that he had 
— felt rejected by her from an early age. 
“We loved one another but she wasn't a 
— person you could call ‘mom. She wanted 
you to call her by her Christian name. You 
- couldn't put your arms around her, You couldn't 
-show your affection like that to her. I always 
_ depended on her a lot. If she got mad at you 

shed stay mad for 15 years.” 
= Her gifts were accompanied by demands 
1 and whenever she caused particular feelings 
T 


2] 
E 
x 
2 
* 


. of anger, she would effectively prevent their 
expression and arouse a sense of guilt by some 

- generous monetary gift. At the same time, she 
- would play the role of a martyr. According to 
- a relative, she was once found unconscious 
after a suicide attempt with drugs. There 
was no family history of psychosis. 


AN 


— 
E PERSONAL HISTORY : 


= Little is known of his early development. 
. Childhood neurotic traits included cruelty to 
. animals bed wetting and fear of being left 
-alone. It was reported that he once set fire to 
a garage while playing with matches. When 
his grandmother died he was placed in an 
_ institution for fatherless boys where he re- 
. mained from 6 to 11 years of age. Bed wetting 
- Which had occurred almost every night stopped 
almost immediately after he was sent to the 
. institution. His adjustment there was not good 
E. and the school records noted that he felt his 
. mother did not love him because she had put 
— him in an institution. When he was 9 his 
. mother married a wealthy rancher but she 
_ refused his repeated requests to be allowed 
. to come home. Several times he ran away 
from the school to his stepfather’s ranch but 
each time he was returned to the institution. 
At 11, he was caught stealing and the institu- 
tion then insisted that his mother should look 
after him. 

At 14 years of age, he left school to work 
on his stepfathers ranch. At 16 he enlisted 
in the Coast Guard. His mother aided him in 
his deception that he was 18 years of age. 
Within 6 months he went absent without 
leave and subsequently he was discharged 
from the service. "It seems that I gave the 
Commodore the wrong answer, because as 
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soon as he and his hat came back to earth, I 
was sent back to New York and they asked me 
to stay in a Marine Hospital.” 


At the time of the neuropsychiatric 
examination he stated, “I just took a notion 
Td get out of the service by going A.W.O.L. 
I was fed up with saying Yes sir, No sir, 
and getting punished for things that didn't 
seem very important, I had $200 and I 
went to New York, Chicago, Georgia, 
Washington, D. C. I was hitch-hiking. I 
had a lot of fun drinking, dancing, going 
to parties. I don't feel sorry about it, but 
Im not happy about it; its just one of 
those things, but I dont want a bad 
conduct discharge. If I stay in the Coast 
Guard and don’t get leave, I'll go over 
the hill again to see my mother.” 

He claimed that he was given 5 or 6 
electric shock treatments while in hospital 
and was able to give a convincing descrip- 
tion of EST. This claim was not confirmed 
by the Coast Guard records which stated : 
“This man is an exceedingly immature 
individual who has exhibited poor judg- 
ment and who tends to act on impulses. 
He is a dependent person, with strong ties 
to mother. He tolerates frustrations, even 
those in the normal course of work, very 
poorly. Other evidences of his poor judg- 
ment and impulsive behavior are to be 
seen in his sleeping on watch, stealing 
food while on watch, and returning to work 
drunk.” 

During the 2 years following his dis- 
charge from the Coast Guard, he held 
over 25 different jobs, principally in con- 
struction work and as a truck driver in 
various parts of the United States and 
Alaska. He attributed his frequent job 
changes to poor business conditions or un- 
fair treatment by his boss. In March, 1951, 
he forged over 40 checks for a total value 
of approximately $4,500. He then flew to 
Seattle, purchased a car and travelled ex- 
tensively. He was arrested in September, 
1951, in Texas, after crashing through a 
road block at high speed and was sentenced 
to 60 days imprisonment for bootlegging 
and carrying a concealed weapon. 

His true identity was discovered and he 
was returned to Denver to face trial for 
check forgery. Early in 1952, he was re- 
leased on 8 year's probation upon condition 


- stepfather repaid the remaining $2500. In 
- 1953, he married a girl he had met the 
previous year while taking courses in busi- 
ness administration at Denver University. 
- Although he had been friendly with several 
- girls prior to his marriage, this was the 
fist girl he had "really cared for." *To 
me its the only thing that matters, its hard 
to describe. Some people take their wives 
- for granted. I couldn't. If I came home and 
she wasn't there I had to find out right 
away where she was. I wanted to put her 
up on a shelf and not let anyone else touch 
her or see her." There were 2 children 
- of the marriage. i 

When his stepfather died in October, 
1954, his mother inherited over $90,000. 
She insisted on his returning to the uni- 
versity and reluctantly he agreed. In 1955, 

she purchased a drive-in for him and went 
to live with him. Although his mother had 
told him that he was to be in charge of 
the business, she interfered considerably in 
its management and there was increasing 
"friction between them. During this year he 
came very irritable and short tempered. 
At the same time, he continued to be very 
dependent upon his mother. The drive-in 
Was not a financial success and in Septem- 
er, 1955, it was closed for the winter 
months, The patient then worked as a 
hight mechanic, This was his 45th job since 
leaving school, 

His health record was not remarkable 
and he was in good physical health. In 
1955, he was sterilized because his wife 
had almost lost her life during the delivery 
ot her second child. 

Personality before Arrest—Although he 
made friends easily, he had only one close 

*nd apart from his wife, In groups he 
Was self assertive and liked to be a leader 
ather than a follower. Since working in 

| drive-in, his usual cheerful, if some- 

at impatient disposition, had changed 

„e was subject to moody spells fol- 

wing arguments with his mother and at 
disi limes he liked to be by himself. He 

de ed routine tasks and would often 
op, pe project but not finish it. His 
E hobby was working on hís car and 
the Pent his leisure time working about 
me, watching sports or reading 


` at P BrE: >- 
novels. Although he had no strong religious 
beliefs, he attended church 2 D 3 m 
a month after his marriage. He tried t 
avoid fights and claimed that he did no 
lose his temper easily. He did not take 
drugs and his average weekly consumption | 
of alcohol was a pint of vodka and 3 to 4 ~ 
cans of beer. He denied daydreaming bu 
said he tended to tell exaggerated stories | 
about himself and his achievements. - 

Mental State—A tall well built young — 
man, he was polite, friendly and courteo; 
in his manner. Although ready to talk on. of 
impersonal topics he became somewhat 
reserved when questioned about his mothe 
and about his experiences with the F.B.] 
Thus certain information which one mig 
have expected from vague general ques- 
tions would be forthcoming only in re- | 
sponse to very specific inquiry. EM 

Although usually cheerful and outgoing, 
at times he appeared preoccupied 
depressed. His cheerful mood might. 
been considered inappropriate in the cir 
cumstances, but he was being encourag 
almost daily by an attorney to expect 
favorable outcome at the trial Betwe 
interviews he carried on lively convi 
tions with others in the ward and 
entered with zest into recreational acti: 
ties. 

There was no evidence of phobias, o 
sessions, thought disorder, hallucinati 
or delusions. Testing of sensorial functii 
to be of average intelligence. Although 
there was ample indication of poor judg- 
ment in his past life he showed good . 
judgment in his handling of situations i 
the ward. 


the diagnosis was sociopathic personali 
One month after his return to jail, he mad 
a suicidal gesture by tightening his soc 
around his throat. He did not suffer 
ill effects but the following day he 
readmitted to hospital because of biza 
behavior. He claimed that people w 


against him and were trying to poi 
him. A patchy amnesia, intermittent di 
orientation, absurd as well as correct F 
answers to simple arithmetical problems, 
together with other symptoms i 
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Ganser state or simulated insanity. 
"On the 4th day in hospital, he confessed 
with considerable abreaction, that he had 
— placed a time bomb in his mother's lug- 
age. He revealed that before coming to 
Benita the second time, he had learned 
his attorney had discovered where 
e had bought the dynamite, timer and 
ttery. This had dashed his hopes for 
uittal and depressed him considerably. 
fis original intention had been to blow 
p the drive-in ; however, after his mother 
sed to stay until Thanksgiving, he 
ecided to blow up the aeroplane instead. 
“I tried to tell her how I felt about it. 
he just said she wouldn't stay, she wouldn't 
ive me any reason at all, no reason why 
she didn't want to stay. I thought it was 
_ the last time she was going to run off and 
- leave me. I wanted to have her to myself 
— for once. Since I was just a little kid she'd 
. leave me with these people, those people, 
I wanted to get close to her, everytime I'd 
get close to her she'd just brush me off 
e I was a piece of furniture, as if I 
Ka idn't mean more to her than nothing. If 
she gave me money I was supposed to 
. realize that was enough. I just wanted to 
things with her, to sit down and talk to 
—just like everybody else's mother would 


I just had to stop her from going—yet 
seemed I had to be free from her, too. 
e held something over me that I couldn't 
from under. When the plane left the 
und a load came off my shoulders, I 
tched her go off for the last time. I 
happier than I ever felt before in my 
. I was afraid to do anything without 
. asking her and yet I wanted to go ahead on 
amy own without having to ask her. Down 
deep I think she resented me, little things 
she would do to aggravate me. It’s such 
. a relief to tell somebody what I did. It 
"was such a terrible thing I couldn't bear 
to tell anybody. I deserve to be taken out 
and shot. I can't find an excuse for some- 
‘thing like that.” He wept as he made these 
- statements and he begged the physician 
to tell his wife that he was guilty of the 

crime. 
! In subsequent interviews, he was alter- 

nately callous and remorseful regarding 
' the tragedy. “I just felt if it killed some- 
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body that was tough. It seemed the odds 
were big enough, there was more fun that 
way. I just didn't think about the other 
people on the plane. I don't think it's hit 
me yet. I guess I thought I could keep it 
all inside of me and forget about it. I 
finally decided I couldnt live with it 
myself." 

He revealed previous delinquent acts. 
He once set fire to a garage causing $100,- 
000 damage because he had been refused 
discount on car repairs. Four suicide at- 
tempts were described. On the projective 
psychological tests he had deliberately 
given false answers and he had lied when 
he said people were trying to poison him. 
After ll days in hospital he was again 
retumed to jail. The opinion was that he 
was legally sane. Later he said he had 
faked his attempt at suicide in the hope 
that he would be found insane. 


DYNAMIC FORMULATION 


Our dynamic formulation was based part- 
ly on conjecture. Little is known of the 
relationship between this man and his 
mother in his infancy. In later life she 
constantly followed a pattern of rejection, 
punctuated by episodes of indulgence. The 
consequence was that this young man had 
an extremely intense ambivalent relation- 
ship with his mother. He continued to hope 
for real and lasting affection from her, but 
his experience made him view her as re- 
jecting, frustrating and a great cause for 
anger. In his ambivalent relationship he 


repressed and suppressed very much of — 


his hostile feelings and when he spoke 
of his mother it was usually in loving 
terms. 

With his warm accepting wife he had 
not only adult and mature satisfactions, but 
also important infantile satisfactions which 
permitted a partíal mastery of the conflict 
with his mother. With both wife and 
mother he had great separation anxiety. 
The final determinant of his crime was his 
anger because his mother would not re- 
main with him over Thanksgiving. His 
helplessness when threatened by this sep- 
aration anxiety added to his hostility against 
his mother. In the year before the tragedy 
he was miserably unhappy with his mother. 

He denied conscious knowledge of his 
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own father. We thought his teachers were 
for him a shadowy father figure. He 
viewed them as unjustly demanding, im- 
placable and unreasonably punitive, The 
authority figures were merged together 
into ^society" so that his poorly directed 
anger and indignation against them justi- 
fied, for him, his antisocial behavior. 

After his marriage, his sociopathic pat- 
terns seemed to become less. There were 
some social aberrations but he did work 
steadily, was successful in his university 
examinations and spent much time with his 
family. The experience arising out of his 
marriage of increased drive satisfaction 
on both adult and pregenital levels had 
slightly changed his anger and rebellious 
attitude toward society. 

The period of relative social adjustment 
was ended by his mother's return into his 
life. The recapitulation of the infantile 
Situation with her engendered so much 
strong emotion that his substitute gratifica- 
tions paled into significance. He became 
more and more hostile, he began to have 
increasing phantasies of violence and at 
the end of the year he acted these phan- 
lasies out. He at once destroyed his tor- 
mentor and in a counterphobic way dealt 
With his fear of separation from her. 

There was remarkable lack of conscious 
guilt in this man throughout his life. 
While reassured by people around him, 
confidence and cheerfulness could be main- 
lained for a time. When he realized that 
he would be found guilty he faked a 
Suicide attempt and made a belated attempt 
to simulate insanity. Much affect ac- 
companied his confession in hospital, but 
lhere was little conscious guilt: rather he 
was filled with fear, anxiety and despair. 
There was ample evidence of unconscious 


guilt and an unconscious wish to 
punished. When he bought the elect 
timer he gave his home telephone number. 
He did not hide or destroy the things he 
took out of his mother's suitcase to mak 
room for the bomb. His behavior follo 
the tragedy seemed almost designed to 
draw attention to himself as the guilty 
person. He did not avail himself of 
legal defenses against questioning by th 
F.B.I. When he had been tried and found 
guilty he energetically opposed appeals. 
higher courts.? j 


SUMMARY j 
E 


the psychological test data failed in 
opinion to reveal evidence of psychi 
The diagnosis of sociopathic perso 
was-based upon the history of poor so 
adjustment, intolerance of frustration 
discipline, antisocial behavior, nomadism, 
poor work record, egocentricity and lack: of 
judgment together with the findings up 
examination. 
His statement that he had faked i 
sanity on his second admission to hospit: 
and the absence of amnesia for this episoi 
do not exclude a diagnosis of Ganser s 
drome. It was our opinion, however, | 
the symptoms were consciously determin 
On his first admission, limited atte 
at simulation were seen in his respo 
on the projective tests and also in his cl n 
of previous electroshock therapy. Due to- 
lack of space, this report does not includ 
all the findings of our examinations duri 
the 44 days the patient was in hospiti 
The psychological tests will be reported 
later in a psychological journal. 
3 John Gilbert Graham was executed in the 
chamber of the Colorado State Penitentiary. 


F POST-ENCEPHALITIC BEHAVIOR DISORDER—A FORGOTTEN 
ENTITY': A REPORT OF 100 CASES - 


- Physicians working with children have 
_ for many years tended to focus primarily 
£ on the emotional reactions to past life ex- 
_ periences as major determinants of current 
attitudes and adjustments, and so-called 
psychologic factors were said to be solely 
responsible for behavior disorders in chil- 
dren and also for juvenile delinquency. 
- More recently, again, organic factors in the 
- psychopathologic reactions of children are 
. attracting a great deal of attention and to 
a great many workers seem to be of more 

frequent occurrence and of greater signifi- 
. eance than had been previously supposed. 
— As early as 1933 Kahn and Cohen(1) 
- first described a condition "organic driven- 
mess, a brain stem syndrome, and an experi- 
ence” found in a number of cases where 
- hyperkinesis due to a surplus of inner im- 
- pulsion was the predominant feature, and 
. claimed that this was due to an organic 
disturbance within the brain stem. Accord- 
ing to these authors this brain stem dis- 
turbance with the subsequent organic 
. drivenness is found in various encephalo- 


ge notably encephalitis epidemica, 


but it also can occur in various degenera- 
tive diseases of the nervous system, and 
there may also be a constitutional type. 
They reported outstanding symptoms in 
this condition, namely 1. A high degree of 
general hyperkinesis with either chorea- 
form or tic-like movements in face, trunk 
and extremities; 2. Outstanding difficulty 
_ approaching an almost complete inability in 
maintaining quiet attitudes ; 3. Abruptness 
and clumsiness in the performance of move- 
. ments, even the relatively simple ones, and 

4. An explosive motor release of all volun- 

tarily inhibited activities. Numerous papers 

appeared after the original report of Kahn 

and Cohen describing the hyperkinetic or 
post-encephalitic child. Among them papers 


" 


4 


1 Read at the 114th annual meeting of The Ameri- 
.can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1959. 

2277 Paulsen Medical and Dental Bldg., Spokane, 
Wash. 
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by Bond and Apple(2) emphasized the 
importance of treatment of this type of 
child in a special setting in an institution. 

Numerous other reports appeared on the 
subject and all agreed with Greenebaum 
and Lurie(3), that 


encephalitis following acute virus and bacterial 
infections or cerebral trauma early in child- 
hood may lead, in addition to structural cere- 
bral changes, to behavior and personality dis- 
turbances, of such gravity as to prevent normal 
adjustment to life. This despite the fact that 
the intellect may be unimpaired. Encephalitis 
illustrates better than any other disease that 
changes in the structure of the brain may 
lead to changes in function, Since the enceph- 
alitic process may attack any part of the brain, 
the disorganization of function will correspond 
to the level or levels of the brain stem involved. 
Hence, motor or intellectual dysfunction, either 
alone or in combination, may be present. 


Because a similar behavior pattern may 
also be found in children who present no 
clear cut history of any of the classical causes 
mentioned, the term post-encephalitic be- 
havior disorder has been giving way to the 
term hyperkinetic impulse disorder. Chil- 
dren with this type of disorder show defi- 
nite behavior characteristics which are al- 
most exclusively expressed in the volitional 
sphere : erratic behavior with tendency to 
"catastrophic reactions to frustrating situa- 
tions," hyperactivity, being the most strik- 
ing. This may be noted in early infancy 
or not until 5, 6, or even 10 years of age. 
Short attention spans and extremely poor 
powers of concentration are quite notice- 
able, particularly under school conditions. 
Variability also is frequently present, with 
the children being described as unpredict- 
able, impulsive, distractable, and doing 
things “on the spur of the moment” with- 
out apparent premeditation. They act be- 
fore they think, are irritable and explosive 
with low frustration tolerance and show 
extremes of emotional response. Outstand- 
ingly, these children also seem unable to 
tolerate any delay in gratification of their 
needs and demands, and usually do not 


show remorse for their behavior. 

Poor school work is frequently quite 
prominent. These behavior symptoms in 
themselves create a pattern which makes 
it very difficult for such children to partici- 
pate in the work of a school room. In ad- 
dition, there is often visual-motor difficulty 
which, combined with the other difficulties 
makes for poor work in arithmetic and read- 
ing, despite a usually normal intellect and 
aptitude. 

On the other hand, this type of “acting 
out” behavior is usually responsible for 
antisocial acts. The children are continu- 
ously in difficulties with the authorities as 
"incorrigible," behavior problems, "juvenile 
delinquents" and the like. In spite of the 
fact that these basic characteristics of this 
particular behavior pattern are strikingly 
similar, if not identical, to those in cases 
with cle; cut organic causation as de- 
scribed :y Rosenfeld and Bradley(4), 
Frosch and Wortis(5) and Lurie and 
Levy(6), its organic etiology has been 
widely disputed, and its etiology has been 
said to be psychodynamic in origin. Typical 
of the latter attitude is the opinion ex- 
Pressed by Blau(7) as recently as 1954 
which states, 


l. Our views regarding the diagnosis, etiology, 
and treatment of organic (post-encephalitic 
and post-traumatic) syndromes of children 
have changed from a purely organic to a multi- 
mensional psychiatric or psychosomatic 
one, 2, Chronic mental sequelae in children 
following birth injury, accidental head injury 
or encephalitis are not common, and 3, Many 
cases diagnosed at first as organic syndromes 
are found on fuller investigation to be psycho- 
Benic anxiety neuroses with behavior disorder, 
intellectual retardation, or disturbed personal- 
ity development, The relation to the somatic 
Injury is often emotional, as an aggravating 
r precipitating factor. 


Because of this attitude which has been 
Prevalent during the past 20 to 30 years, 
Post-encephalitic behavior disorder has be- 
ome one of the forgotten entities, and fur- 
thermore, because of the emphasis on the 
so-called psychogenic origin of this type of 

chavior which was then treated only with 
Psychological methods, a great deal of 

rm was done to the child suffering from 
Such an illness, and to his family, since the 


real causation was not recognized and the 
proper treatment not instituted. VER 
To digress for a moment, it might be 
wise to re-examine our attitude toward the | 
causation of behavior disorder and delin- 
quency in children. For the past 20 to 30 
years our etiologic approach was deco 
psychodynamic in nature, and our treat- 
ment methods were based entirely on this | 
assumption. However, if one looks at the | 
increased incidence of these conditions, 
one cannot help but wonder if our approach: 
to these problems has been erroneous, True, 
social, cultural and other environment 
factors have changed considerably but sti] : 
they cannot alone explain the increase in 
behavior disorders or delinquency in ch 
dren, both of which are alarmingly on th 
increase and threaten to reach the critica 
stage. Just as in the major psychoses wh 
at the present time we are again looking — 
more and more into the biological caus 
and disregarding as basic causes the p 
chological influences, it might be well to d 
the same with behavior problems an 
juvenile delinquency. In fact, if our e 
logic and therapeutic approaches had been 
right, the problem should have diminish 
rather than increased as it did, for instan 
in purely physical conditions such as tub 
culosis and polio. 
This paper, then, concerns itself with 
report of 100 cases in which the diagno 
of a post-encephalitic behavior disor 
was made. There were 72 boys and 28 girls 
in this group and ages ranged from 4% to 
21 years. Most of these children were 
ferred for psychiatric examination by eith 
legal or social agencies, some by th 
family physicians, and in only a few 
stances the parents themselves brought ‘the 
children because they could not ham 
them any longer. E 
Diagnosis can be made very easily - 
there is an awareness of this condition. 
history has been the most valuable item 
in making the diagnosis. First, by loo 
for possible etiologic items such as a hig 
forceps delivery, severe infectious c 
in early infancy (pertussis, measles, ete), 
or frequent attacks of hyperthermia witho 
apparent cause. The other important aspect 
of the history has been the parents descrp-- 
tion of the characteristic behavior of de 
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assical etiological factors is so definite 
t the diagnosis can easily be made. The 
nts without exception describe these 
ildren as hyperactive, restless with short 
attention and concentration spans, unpre- 
" dictable acting before thinking, destructive, 
| usually not showing any remorse and 
earning by experience. If the child is 
"school age this type of behavior is 
sually further confirmed by the reports of 
e teachers who also stress the fact that 
e child could do much better if he only 
d apply himself.” 
- Physical and neurologic examinations are 
“usually negative. EEG's also do not show 
iy persistent or specific abnormalities, al- 
gh most of them were described as 
ldly diffusely abnormal with activity 
low the usual range of frequency." More 
cently however Laufer et al.(8), using the 
o-metrazol threshhold test found sig- 
cant differences in the EEG between the 
iyperkinetic and non-hyperkinetic children. 
Psychological examinations also are non- 
contributory. Most of the children have 
ormal or above normal LQ'/s but this is 
expressed in their school performance 
hich usually is below average. 
Therapy, if instituted early and properly, 
n be highly successful in this condition. 
original rather nihilistic concept that 
organic damage, especially in the higher 
'nters is present, nothing can be done, has 
rtainly proven to be a doubtful one. True, 
ianagement of this child is extremely diffi- 
t, but with the right approach, thera- 
tic results can be rewarding indeed. 
In addition to conveying insight and better 
understanding of the underlying problem 
to the parents and freeing them of the 
feeling of guilt they may have toward the 
child, therapy has to be directed toward 
control of the “disorganized brain" which 
- has so aptly been stated by Kahn and 
. Cohen “makes the child a puppet at the 
mercy of these disorganized centers in the 
nervous system." 

Until approximately 20 years ago when 
Bradley(9) introduced the use of amphe- 
tamine (benzedrine) for the treatment of 
this disorder, the therapeutic results were 
poor. Barbiturates as well as anticonvul- 
sants were used with disappointing results, 
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and more recently, the tranquilizers have 
proven to be of no value. On the other 
hand, the amphetamines produced very 
favorable effects in the post-encephalitic 
and hyperkinetic children by producing 
subdued behavior, decreasing hyperactivity 
and restlessness and markedly increasing 
concentration and attention spans. Thus 
the scholastic performance in these chil- 
dren promptly improved because of their 
newly found ability to concentrate. They 
are less driven in their behavior and in 
general much easier to get along with. This 
complete change in their behavior naturally 
produced other psychological effects, for 
instance, more favorable attitudes of the 
parents and teachers toward these children. 

It has to be stressed that if successful, 
amphetamines have to be given in high 
doses and for a rather prolonged period of 
time, with the improvement usually noticed 
within the first few days, usually not longer 
than two weeks. Once the effect of the drug 
becomes apparent the results are rather 
spectacular. The child quiets down immedi- 
ately, his concentration and attention 
spans improve greatly and no further evi- 
dence of unpredictable behavior is seen. If 
the child is of school age the teachers are 
usually the first who notice the improve- 
ment and report that the child's school re- 
sponse all of a sudden is nothing short of 
spectacular. 

In this study benzedrine sulfate was used 
and was administered in doses from 10 to 
40 mgs. daily. In most cases a single morn- 
ing dose after breakfast was sufficient, but 
in some children the action of the drug 
wore off in the early afternoon and they 
resorted to their previous hyperkinetic type 
of behavior making a second dose one half 
the amount of the morning dose necessary 
to be given around lunch time as a kind of 
booster. This then controlled their behavior 
for the entire day. The usual side effects 
were poor appetite and interference with 
nocturnal sleep and in some cases the so- 
called amphetamine look—a pale, pinched 
serious facial expression with dark hollows 
under the eyes, None of these is of serious 
consequence, but the parents, told about 
it in advance, were prepared for adverse 
comments concerning the children's appear- 
ance. Furthermore, it is important to tell 
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the parents that before the drug takes 
effect the children might show exag- 
gerated behavior reactions either in the 
form of becoming more fearful, tearful and 
whiney, and even becoming more hyper- 
active, irritable and displaying severe tem- 
per tantrums. These reactions are only of 
short duration and, in fact, should be re- 
garded as a good indication that the drug 
will be effective, if they persist not over a 
period of 2 to 3 weeks, If they persist, as 
happened in one case in this series, it might 
indicate that the children are either ex- 
tremely sensitive to the drug which should 
then be discontinued, or that the diagnosis 
was in error and that the behavior char- 
acteristics were not the result of an organic 
post-encephalitie syndrome. Naturally the 
parents have to be told about this in ad- 
vance since this type of behavior during the 
first week or two could easily produce lack 
of faith in the medication and the phy- 
sician and loss of hope for the ultimate 
improvement in the children's behavior. 
Regardless of how cooperative or sincere 
the parents were, they usually, when one 
of these reactions occurred, did not fully 
accept the physician's word for it that it 
would be of only a temporary nature. For 
this reason we found it quite helpful to let 
them talk to other parents who went 
through the same experience and who could 
in turn reassure them of the temporary 
nature of this reaction, and the ultimate 
good results of the drug. 

In view of the fact that it is very im- 
Portant to give the drug over a prolonged 
Period of time, usually years, it has to be 
Teadjusted as to the therapeutic dosage 
TOm time to time since it might lose its 
effectiveness, If this should occur, a zig- 
zag method of administration usually will 
Testore its former effectiveness. 


RESULTS 


The results in the 100 cases of this study 
‘ave been uniformly excellent. The chil- 
en, prior to administration of the drug 
Slowed outwardly antisocial, asocial, psy- 
chopathic and other types of behavior prob- 
ms which were all found to be sympto- 
Matic of the underlying post-encephalitic 
havior disorder. There was one child in 
5 group in whom the drug had to be 


in the form of exaggerated hyperkinet 


fore, is definitely an organic condition. 


discontinued because of the side reactio 


syndrome persisting over a period of 
month and it was felt then that the dia 
nosis was in error. Another child after ha 
ing benefited by the drug for a period of 
years developed suddenly a sensitivity | 
the drug which produced a dermatitis 
face. Otherwise the remaining 98 children 
tolerated the drug very well. In 5 cases 
parents, after giving the drug for a 
siderable period of time, thought that tl 
child was in no further need of this m 
cation and refused to continue with 
treatment. However, 4 of them a 
period of between 3 to 5 months 
the medication reverted again to the 
mer type of antisocial behavior wh 
parents brought the children back for f 
ther therapy which was resumed wi 
equally good results. i 
Post-encephalitic behavior disorder, thi 


if recognized as such can be treated 
successfully with the use of high do 
amphetamine. Side reaction, if any, is ve 
rare and of no serious consequence. 
In these days with behavior 
and juvenile delinquency on the rampa 
it seems a great tragedy to adhere too 
bornly to a unilateral attitude regarc 
the concept of these conditions. It is 
that a great many cases labeled as behan 
disorder and juvenile delinquency ar 
caused by an unrecognized organic br 
disorder, usually as shown in this paper 
the form of a post-encephalitic behavior 
disorder. t 3 
The following cases are picked at 
dom in order to illustrate this type of 
havior disorder and demonstrate the results 
of treatment. i: 
B. T. a 13-year-old, white boy was 
by the Child Welfare service at the 


ination. 

The boy first came to the attention 
Child Welfare Service when he was. 
old. He had been apprehended for ste 
money from a service station, but pre 
had been playing pens p 
ning away from home on h^ 
When the bor was 11 his father 
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— suicide and then the boy's behavior became 
even more uncontrollable. He was placed in a 
foster home but was unable to adjust and in 
the next year and a half had approximately 15 
placements, running away from all of them 
eral times. On his running away episodes 
engaged in car theft and looting gasoline 
- stations. He had stolen at least 7 automobiles 
and had broken into as many gasoline stations. 
A 'He also became extremely combative, physical- 
- ly attacking other children and even foster 
- mothers. 
- Early development and physical history 
were negative except for a moderate attack of 
vhooping cough at the age of 15 months. 
pe 18 months of age he suffered from what 
was described as double pneumonia, his tem- 
perature reaching 107? at one time. Other- 
wise physical and medical history is non-con- 
_tributory. The boy's early home condition had 
. been extremely unstable, His father drank 
heavily and became extremely abusive and 
eatening. The parents were separated on 
erous Occasions, and the father at one 


was removed from the home by a Court 
training order because of his abusive be- 
vior. The mother seemed fairly stable but 
was unable to cope with her own as well as 
her husband's and the boy's problems. There 
were two older sisters and one younger 
brother, and one of the sisters had at one time 
been confined to the State Reformatory for 
girls for sexual promiscuity. 
~ The boy's problem started when he entered 
school. He was unable to make an adjustment 
and changed school numerous times. He be- 
E came involved in stealing episodes and was 
- unable to get along with his schoolmates. The 
achers complained that he was restless, did 
- not apply himself, although he was said to 
- have the intellectual ability to do better than 
. average work. At one time the Juvenile Court 
. ordered him to be sent to the State Hospital 
- for observation. He remained there several 
. weeks and was released with the recommenda- 
tion that he be placed in still another foster 
- home, and his problems were said to be en- 
tirely due to environmental factors. 
When examined, the boy was extremely rest- 
less, hyperactive with short attention and 
concentration spans, showing markedly unpre- 
dictable behavior. He also showed evidence of 
marked feelings of insecurity and inferiority 
for which he tried to overcompensate by 
aggressive behavior. Physical and neurological 
examinations were essentially negative, On the 
Stanford-Binet he scored an LQ. of 111 but 
the examiner noted that his reading was mark- 
edly below average and that his concentration 
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and attention spans were poor. EEG was also 
done which was reported as "mildly diffusely 
abnormal with activity below the usual range 
of frequency." On the basis of the history and 
the characteristic behavior, a diagnosis of a 
post-encephalitic behavior disorder was made 
and the boy was placed on 15 mgs. benze- 
drine daily. Immediately after institution of 
therapy his behavior improved markedly, rest- 
lessness and hyperactivity subsided, concen- 
tration span improved and although he had 
been on probation in school, he was immedi- 
ately taken off since the teacher reported very 
satisfactory adjustment at school with marked 
improvement in his grades, and better sociali- 
zation with other children. He showed no 
further evidence of antisocial activity, has as- 
sumed responsibility in that he works after 
school and during vacation time, and all re- 
ports from school and his employers indicate 
that he is very reliable and trustworthy. His 
improvement has now been maintained for a 
period of over 2 years and at the present time 
he is on benzedrine sulphate mgs. 10 in the 
morning and mgs. 5 at noon, He is still being 
followed at 6-week intervals. 

R. M. was originally referred by his family 
physician when he was 5 years of age. The 
parents who are both college graduates (his 
father is a practicing optometrist), felt that the 
boy was “incorrigible” especially since the 
birth of his younger brother 2 years before. He 
developed definite temper tantrums, became 
restless, hyperactive, destructive with poor 
concentration span. The mother, unable to 
cope further with this problem had consulted 
her family physician. The parents thought that 
the boy's behavior problem was entirely due 
to jealousy and sibling rivalry with the younger 
brother. Social and family history were essen- 
tially non-contributory. The boy comes from 
an above average home. The medical history 
showed that at a young age he ran bouts of 
unexplained fever diagnosed as "infectious 
mononucleosis." 

Physical and neurological examinations were 
essentially negative. EEG revealed "mildly 
diffusely abnormal record," and psychometric 
examinations revealed an above average in- 
telligence. A diagnosis of post-encephalitic 
behavior disorder was made and the boy was 
placed on benzedrine sulphate mgs. 10 in the 
morning. After a temporary period of increased 
hyperactivity and restlessness with more tem- 
per outbursts, he began to settle down, be- 
came less hyperactive and restless with in- 
creased concentration and attention span. His 
relationship with his younger brother im- 
proved considerably and parents could not con- 
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ceal their amazement over such an improve- 
ment in their “incorrigible” child. The boy now 
has been under treatment for a period of over 
_ 85 years. The dosage of benzedrine had to be 
_ readjusted at times but in the meantime he 
entered school and became one of the best 
students in school doing above average work. 
He is still on a dosage of 7% mgs, benzedrine 
in the morning and is being seen at 2 to 3 
month intervals in the office. 

R. S. was referred to us at the age of 15 
years through the parents of another child who 
had been a patient. The complaints were that 
at the age of 12 he had started to run away 
from home and began to skip school. His be- 
havior in school became “intolerable” and on 
various occasions he was expelled. On various 
occasions he was brought to the attention of 
the juvenile authorities who had recommended 
psychiatric examination. The psychiatrist 
thought that the boy’s problems were entirely 
due to environmental influences and recom- 
mended placement away from home, At the 
time of our examination he had been expelled 
from school because of his behavior difficulties 
and his poor academic record, 

The boy comes from a broken home, The 
Parents were divorced when he was 7 years of 
age and he lived with his mother. His real 
father later on was committed to a mental 
hospital. The mother remarried when the boy 
was approximately 8 years of age, and since 
that time the home conditions were extremely 
Stable. The step-father is a policeman in this 
city having been on the force for over 20 years. 
Medical history shows that the boy has had 

€ usual childhood diseases without compli- 
cations except for an attack of measles with 
marked hyperthermia at the age of 3 years. 
He was described as nervous with marked 
restlessness, hyperactivity, temper outbursts, 
tnpredictable behavior and poor concentra- 
tion and attention spans. He was said to act 
E spur of the moment without thinking 
rst. 


Physical and neurological examinations were 
*ssentially negative, Psychometric examinations 
jvedled high average intelligence and the 
reported as mildly diffusely abnor- 
diagnosis of a post-encephalitic be- 
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havior disorder was made and the boy was 
placed on benzedrine mgs. 15 at breakfast and 
mgs. 5 at lunch, Within 2 weeks his behavior 
was so greatly improved that return to school 
was recommended by us and accepted by the 
school authorities, He immediately adjusted | 
very satisfactorily to the school routine and 
did not show any further evidence of antisocial 
or asocial behavior. His concentration span im- 
proved and he was described by his teacher | 
as very easy to handle and easy to get along | 
with. His grades came up gradually and more 
recently he was one of two students whose 
achievements in science were the subject for - 
a newspaper article. He has been followed | 
now for a year, has maintained a very satis 
factory adjustment in school and also has tak 
on responsibility in various social groups. | 2 
became a leader in the Church Youth Gron d 
and also a counselor at the YMCA. He is being | 
followed at monthly intervals in the office and | 
is still receiving the same amount of be 
drine with which he was originally starte 
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M. "This paper, since the author's professional 
- career of 40 years has been largely in the 
- eorrectional field, will focus on the subject 
_ of privilege and privileged communications 
in reference to that field, and particularly 
_to correctional institutions and parole. 
W In the final draft, however, reference will 
also be made to the subject of personal 
- privilege in other areas of the general field 
of criminology: protection of the Fifth 
_ Amendment in criminal investigations and 
trials; decisions of the Supreme Court of 
P. the United States and the appellate courts 
.. of a score of states excluding evidence ob- 
- tained by illegal methods ; decisions tight- 
ening the definition of illegal search and 
izure ; and other phases of the question 
the individual's constitutional rights and 
privileges, as that question arises in law 
. enforcement. 
= The present use of individual and group 
therapy in prisons and other correctional 
- institutions to an extent only dreamed of 
til recent years has opened new problems 
th respect to privileged communications, 
has presented a new challenge to psy- 
chiatrists and other professional personnel 
engaged in therapy. The challenge is to 
their professional status. The question on 
which the psychiatrist, as an individual 
. therapist and as head of the therapy team, 
.. has a right to the last word—a firm as well 
as a final word, if need be—is whether or 
not he is practicing psychiatry or a bastard 
- brand labeled prison psychiatry, 
f Other professional therapists have a 
_ similar question to answer, and must make 
the same reply : that one does not give up 
= any of his professional ethics, rights, and 
responsibilities when he walks through a 
prison gate to go to work; and, by the 
same token, that an offender does not lose 
his rights of privileged communications in 
relationships with psychiatrists and other 
professional psychotherapists when he 
walks through the same gate to do time. 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 University of California, Berkeley, Calif. 


1068 


A CRIMINOLOGIST LOOKS AT PRIVILEGE * 
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It is of tremendous importance for the 
future of psychotherapy in correctional in- 
stitutions that the principle of privileged 
communications not be deemed to lose its 
validity inside prison walls. It is important, 
moreover, that its validity be recognized 
not merely because a professionally trained 
person is the therapist. From both the prac- 
tical and the philosophical standpoint, it is 
perhaps even more important to recognize 
that the prisoner has the right to a confi- 
dential relationship with his therapist as 
he has with his attorney or his clergyman. 
In short, privilege is not a unilateral right : 
it is not the right of the therapist alone, but 
the right of the prisoner as well. 

There is no way of convincing the prison- 
er that he has this right except to give it 
to him, respect it without equivocation, and 
safeguard it for him more carefully than 
he would for himself. One may do this from 
a lofty ethical standpoint or on the grounds 
of down-to-earth practicality. Correctional 
institution programs of group therapy es- 
pecially are doomed to failure if the con- 
fidentiality of statements made in group 
sessions is not maintained, These programs 
are ordinarily conducted on a voluntary 
basis: prisoners are not compelled to at- 
tend and, if they are, there is no way of 
forcing an individual to participate in the 
discussions if he does not want to, or to 
tell the truth when he speaks. A group of 
prisoners, required to attend group therapy 
sessions, may sit in stony silence for a full 
hour or break into noisy disorder. The 
silence does not often continue that long, 
however, for the deep anxiety some member 
of the group feels is likely to cause him to 
start talking and break the log jam. Indi- 
vidual therapy presents fewer problems of 
this sort, but little progress will be made 
unless the prisoner knows that what he tells 
the therapist is confidential. 

The strongest motivation for attending 
voluntary group therapy sessions is that 
the parole board or authority, when a pris- 
oner comes before it for possible release, 
will want to know why he has not taken 
advantage of the opportunity for improve- 
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- ment offered him by the therapy program 
or, if he has participated in it, why he has 
not gained more insight. Prisoners who 
have been in group therapy for a year or 
more, as a matter of fact, find themselves 
on the horns of a new dilemma: if they 
use the jargon of therapy too fluently, the 
| parole board members may think they are 
-. being “taken for a snow-ride "; if the pris- 
. Oner tries not to be too conversant with 
- psychiatric concepts and terminology, the 
-. board may think he has made little progress 
- ininsight. 
- The all-important factor in convincing 
| prisoners that it is safe for them to talk 

freely in either individual or group therapy 
| is honest acceptance of the principle and 
| practice of confidentiality by the adminis- 

trative staff of the institution and by the 
- paroling authority. It is not an easy thing 
| for either of them to accept this idea whole- 
| 


heartedly and live up to it meticulously. 
Correctional institution personnel have 
- need of all the information they can ob- 
. tain on prisoners, not only for security 
reasons but also because programs of train- 
ing and treatment in our better institutions 
today are individualized on the basis of 
as complete knowledge of each prisoner as 
can be obtained through case histories, 
f medical examinations, psychiatric examina- 
tions (almost always severely limited in 
Scope and depth by lack of enough psychi- 
atrists), psychometric, educational achieve- 
Ment and vocational aptitude tests, inter- 
views by trained personnel, and careful 
Program planning by a classification com- 
mittee composed of representatives of the 
Major departments of the institution. 
Since over 95% of all state and federal 
Prisoners will be released eventually, it is 
e institution's function to prepare them 
- tor safe and successful return to the free 
‘ommunity. In planning and carrying out 
4 program of training and treatment which 
. Right accomplish that end, the institution 
staff Would find much of the information 
at comes out in individual and group 
€rapy invaluable, from the standpoint of 
€ prisoner's best interests as well as the 
Protection of the public against future 
time, Institution personnel have a legiti- 
Mate desire for the fullest possible informa- 
n On every prisoner. 
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Parole boards have an even greater and 
more legitimate desire and need of full 
information about the prisoner coming be- - 
fore them as a prospective parolee, includ- A 
ing knowledge of what lies deep in the 
inmost recesses of his mind and emotions, — 
and deeper yet in the unconscious. Parole ) 
boards have difficult and frequently dan- à 
gerous decisions to make, and must often - 
make them on the basis of knowledge that 
is inadequate in scope and shallow in depth. - 
The shallowness of the information avail- . 
able to most parole boards is being in- . 
creasingly recognized as of prime impor- . 
tance. To decide wisely whom to parole 
and when, and whom to hold until the last _ 
minute of the sentence imposed by th o 


court, one needs to know everything one - 
can learn about the prospective parolee's 
deepest motivations, urges, impulses, un- . 
resolved conflicts, frustrations, and desires, — 
the insight he has gained, his ability and. if 
desire to adjust to the complex world of - 
free society. UR 
Giving parole boards access to what is - 
dug up in individual and group therapy - 
would be opening a veritable gold-mine to 
them. But the shaft of that mine is sealed _ 
to them and to institution administrators, — 
and must stay sealed. Prisoners have their — 
eyes always on the day of release and their — 
minds always on what may advance or de- — 
lay that day. Unless they can be sure that — 
whatever they reveal in therapy will not. — | 
be reported to the institution administra- 
tion or the parole board, the effectiveness. 5 
of psychotherapy will be disastrously im- — 
paired and will eventually cease to exist. — 
This is the practical reason for adhering — 
to the principle of privileged communica- — 
tions in prison programs of individual and - 
group therapy. It is reason enough, but in 
the correctional systems that use these pro- | 
grams most extensively, notably the Cali- f; 
fornia system, the factor of professional 1 
ethics is given equal weight with practicali- 39 
ty. In the institutions operated by the Cali- — 
fornia Department of Corrections, pro- - 
fessional personnel are numerous and - 
standards are high. More prisoners are - 


voluntarily enrolled in group therapy than — 
in any other correctional system in the- 
country : more than 1,200 in one institution - > 
alone, the Department's 1,400-bed medica ES 


- facility at Vacaville, a remarkable institu- 
- tion headed by Dr. Marion King, a partici- 
_ pant in this panel. 

- The Departments program of care, 
custody, training and treatment is well or- 
— ganized, well equipped, well staffed. It is 

-. planned on the basis of as full information 
as can be obtained legitimately about the 
— Prisoners as a whole and as individuals. 
— The California Adult Authority has a dual 
. responsibility, for it has the function of 
_ fixing terms within the limits set by the 
- statutes and the courts, as well as the 
- paroling function. With that dual responsi- 
bility goes a double need for the kind of 
information that is held inviolate by the 
- seal of professional ethics and the principle 
. of privilege. 
=~ The Adult Authority does not ask for 
. this information, and respects the thera- 
- pists' and the prisoners’ rights of privileged 
communications with equal care, Therapists 
. in turn guard the rights of prisoners in in- 
_ dividual and group therapy, as well as their 
. own, jealously. Members of the Adult Au- 
thority state, however, that prisoners ap- 
pearing before them for term-fixing or 

_ parole consideration frequently say exactly 

the same things that they have undoubtedly 
said in group therapy. They have gained 
insight into their own problems, have dis- 
- covered that many other people have the 
. Same ones they have, are able to discuss 
. these matters objectively, and realize that 
. the Adult Authority is more likely to be 
. convinced of a prisoner's readiness for re- 
- lease if he discusses his problems frankly 
and with understanding. 
_ Any psychiatrist working in a correctional 
institution must face one hard fact, how- 
. ever. There are some things with which a 
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lege o! 
in criminal cases. An extension of this legal 
. concept implies that there are some com- 
lunications in penal and correctional in- 
- stitutions which one is not justified in hold- 
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ing as privileged. The decision where to 
draw the line is a most difficult one. It is 
dangerous to give specific examples, but it 
seems to me that one can accept as a privi- 
leged communication a statement by a 
prisoner in therapy that he had a history 
of child molesting in another state before 
coming to California, and that it does not 
appear in his criminal record. The Adult 
Authority needs to know this but it needs 
to know many other things that come out in 
therapy, and will stop coming out of in- 
dividuals and prisoners as a whole, thus 
destroying the prospects of therapy, if con- 
fidentiality is not respected. On the other 
hand, if a prisoner tells a therapist that he 
is going to kill another prisoner and has a 
knife hidden safely, or is going to kill his 
wife as soon as he gets out, if it is the last 
thing he does, then the prison authorities 
must be informed and they, in turn must 
inform the parole authorities in the second 
situation, a murder planned after release. 

All this may seem to impair the validity 
of the principle of privilege in a prison 
setting. It does not, in my opinion. It seems 
to me a tenable position for any psychiatrist 
or other therapist who has a good streak of 
common sense in his make-up as well as 
sound standards of professional ethics and 
a strong conscience. 


SUMMARY 

The usefulness of psychiatry and ac- 
ceptance of its enormous potential value 
in the law enforcement and correctional 
fields are growing steadily. The develop- 
ment of programs of individual and group 
therapy in correctional institutions seems 
to me the most significant thing that has 
happened in the correctional field in the 
past 40 years. Psychiatrists can speed their 
acceptance by fitting easily into the prison 
setting, and by making compromises that 
will make them more acceptable to old-line 
institution officials, I hope nothing I have 
said will sound as though I advocate such 
trimming of one’s sails to the wind. In deal- 
ing with questions of privilege and in every 
other professional relationship, I believe 
unequivocally that principle, not mere 
practicality, should prevail. As an old hand 
in “the prison business,” however, I do not 
believe they are always incompatible, 


The word "privilege" is derived from two 
Latin words meaning "private law,” that 
s a matter of law which is not public or 
al in its effect. In this connotation, of 
urse, lies much of the difficulty in the 
Application of the doctrine of privilege, for 
inthe history and tradition of Anglo-Ameri- 
an Law, a rule which is not general in its 
application has commonly been frowned 

pon. It is perhaps this history and tradi- 
on which has induced criticism by au- 
Mities such as Professors Wigmore and 
Zormick and which is reflected in 
ous application by the courts of the 
les pertaining to privilege. 
“At common law in England the only 
cognized privilege was the attorney-client 
vilege. As is common to all privileges, 
her originating in the case-law or later 
y statute, the privilege against disclosure 
confidential communication belongs to 
? client, the patient, the penitent, or the 
osing spouse, not to the person to 
m the subject matter is communicated. 
evertheless, the historical fact that the 
lorney-client privilege was the only one 
cognized by common law is not without 
impact some hundreds of years later 
en privilege generally is a matter of 
‘Statute rather than of common law. 

It will be at once observed that the courts 
d the academic critics of privilege in 
meral are themselves lawyers. It is only 
ral, I suppose, that they should feel a 
eater regard for the attorney-client privi- 
Ze than for any other. One must assume 
om the strictures laid upon the exercise 
"privilege, that courts and lawyers are 
l lest the extension of the rules of 
vilege lead to the perpetration of fraud, 
ther actively or passively, that is to say, 
her by deliberate plan entered into by 
€ persons in the confidential relationship, 
by suppression arising from assertion of 
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privilege of facts which, if known, might 
lead to an opposite result. The existence of 
such an apprehension is native to the think- 
ing of judges and attorneys, for the postu- 
late upon which their thinking rests is that 
through the process of examination and 
cross-examination the truth inevitably is 
arrived at. In consequence, to place an im- 
pediment in the path of one who seeks to 
develop the truth through testimony is to 
block the relation of matters possibly de- 
cisive of the issues in a given situation. : 

From a dispassionate point of view it 
may be said that this is a self-serving syl- 
logism. Inevitably though, that result is — 
achieved, since the logical process is so 
basic to attorneys' reasoning and, of course, 
since all judges are lawyers. 

On the other hand, there can be little — | 
question that misuse of privilege, like the 
misuse of any other tool, can have unfortu- — 
nate results, From a moral or a philosophi- . 
cal point of view there is much justification - 
for the existence of privileged communica- - 
tions. In each of the 4 instances where it ex- — 
ists in law, the ordinary person would have — 
little difficulty in feeling a sense of injustice, 
if not in sensing an immoral state of affairs, 
were the receiver of the confidential com- 
munication to be compelled to speak - 
against the will of the client, patient, peni- — 
tent, or spouse, as the case may be. There 
is innately in every person a sense of fair - 
play, if not morality, which leads him to — 
respect the confidences of another. Once — 
having said that, one must also admit that | 
it is equally a part of human nature to — 
repeat, if not to gossip about, other peoples — 
business. Thus the matter cannot be left | 
to the scruples of the truly scrupulous m 
If law represents—at least ideally-the sum 
of man’s experience in living with mam, - 
then certainly in these instances it is better 
to make privilege a rule of law rather than 
a matter of individual conscience. " 

To return to something I said earlier 
the common law recognized only the at- 
torney-client privilege. I do not think that — 
anyone can quarrel with the necessity for 
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- the confidentiality of such a relationship. 
From a practical point of view, or from the 
_ standpoint of morality, or philosophy, taken 
_ in the sense of fair play, or in the ordinary 
. everyday use of the word ethics, there is 
- every reason why the attorney-client privi- 
— lege should have come into existence and 
have remained the clearest and strongest 
of the 4 classes of privilege. 
__ The other 3 can make strong demands 
for similar recognition. But oddly enough 
the law, as I see it, has never advanced 
jually strong reasons for their existence, 
probably because courts and attorneys think 
purely legal terms rather than in terms of 
medicine, theology, or even in terms of the 
_ marital relationship. I suspect that because 
the thinking in relation to privilege other 
_ than the attorney-client is not as clear and 
meaningful in the minds of courts and at- 
torneys that therein lies the ground for the 
criticisms. If every profession (and I am 
ere using the word profession in the sense 
learned occupation) has its own cult or 
. mystique to the extent that the profession’s 
own “expertise” is practised there is failure 
to recognize its counterpart in another pro- 
- fession. 
~ Thus, inevitably, we return to the basic 
reality of the situation, namely, that ques- 
tions of privilege in respect to doctors and 
_ priests, not to mention husbands and wives, 
- will be weighed not in the balance of their 
_ own context, but within the scales of tradi- 
- tionally legal “expertise.” That this situa- 
tion is anomolous, goes almost without say- 
1 ing, but is fundamental to an understanding 
o what lawyers and courts, and even legis- 
. lators who write the statutes governing 
i Privilege may or will do in respect to any 
of them. Thus, at the threshold of examin- 
ing a question of privilege in any category, 
one must recognize that inquiry is confined 
‘within bounds established wholly by the 
legal profession. Whether or not such defini- 
tion by one of the learned professions for 
- two others (and for husbands and wives) 
- is good is not the point. The point simply 
|: realistically, this is the way it has been, 
and still is being, done. Acceptance of this 
- reality permits understanding and in the 
- long run will provide, I am certain, the 
key to the particular problems of privilege 
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which, for example, the American Psychi- 
atric Association faces. 

With this in mind, one must next turn to 
its corollary : because of the legal frame- 
work within which privilege has always 
existed, courts have sought to limit its ap- 
plication strictly. The practical evidences 
of this generalization may be seen in the 
various ways in which the privilege may 
be waived. One of the most common is the 
presence of a third person, even an eaves- 
dropper. Other devices have been used to 
vitiate the privilege. The recent Lanza case 
(1) in New York comes to mind. If you 
read the newspaper articles, you will re- 
call that the authorities, by means of elec- 
tronic devices, overheard and tape-recorded 
conversations between Lanza and his at- 
torney while the former was in jail. The 
New York courts had to meet head on a 
problem of considerable moral outrage. 
While condemning the practice, the record- 
ing was, nevertheless, permitted to be used 
on the ground that its proposed use was in 
a legislative hearing and not in a court of 
law. Had it been the latter, the reasoning 
of the court clearly shows that the material 
would have been inadmissible for any pur- 
pose whatsoever. This distinction, while 
perfectly sound in view of existing statutes, 
does really beg the question. As an illustra- 
tion of the extent to which courts will go 
to restrict the application of privilege to 
new situations a better one could not be 
found. 

Since writing the foregoing, the Legis- 
lature of the State of New York has passed, 
and the Governor has signed, a bill to cor- 
rect the result discussed, and I shall have 
something to say about it later in this paper, 

Interestingly enough, the Lanza case is 
strongly reminiscent in the result achieved 
of one of the earliest cases on the subject 
of privilege that I have been able to find. 
Back in the days of James I there occurred 
the famous trial of Father Garnett(2), a 
Jesuit priest who became implicated in the 
Guy Fawkes plot. It is very difficult to tell 
some 300 years later whether his assertion 
of privilege was merely the best defense 
that the poor Father could put up having 
actually been heavily involved with the 
plotters, or whether he was truly an in- 
nocent victim by reason of having heard, in 
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his capacity as a priest, the confessions of 
admitted conspirators. 

It is difficult to tell principally because 
of two factors. First, Father Garnett's con- 
fession was only read partially to the 
Judges. Of course, it mattered very little 
in England in the early 1600s on the trial 
of a defendant for treason whether his 
whole confession or only part of it were 
read. The situation simply was that any 
defendant in a treason trial, as in all other 
criminal cases, was required to conduct 
his own defense without aid of counsel, was 
not permitted to call witnesses on his be- 
half, nor to give testimony in his behalf. In 
addition, like the Stalin purge trials in the 
19305, the courtroom appearance was pure- 
ly for public consumption. The defendant 
never had a chance from the time he was 
implicated, and in fact it was the practice, 
until Lord Coke refused to acquiesce in it, 
for the Crown to consult the Judges in ad- 
vance of the trial itself to determine what 
their verdict and sentence was going to be. 
Since the Judges owed their appointment 
as such to the Crown, the situation hardly 
offered any choice, especially where the 
charge was treason to the King. 

The second factor offers another interest- 
ing device for vitiating a moral principle. 
The common law of England at the time, as 
enunciated by its great Judges, took enor- 
mous pride in repeating in all treason 
cases that the law of the realm forbade 
obtaining the confession of a defendant by 
torture. As far as it went, this was a true 
statement of the common law of England. 
Beyond the common law, however, in the 
17th century and before, there lay the 
enormous prerogatives of the Crown. These 
prerogatives were above and beyond the 
common or statute law of the time and 
their existence was justified broadly under 
the doctrine of the divine right of Kings. 
They were numerous and their effects were 
far reaching. For the purposes of Father 
Garnett’s case, and for those wretches 
Similarly accused of treason, one of the 
King’s prerogatives was to torture prisoners 
in order to obtain confessions. Incredible 
as it may seem, the court which heard 
Father Garnett’s confession was able to 
Say with utmost seriousness that it had not 
been obtained by torture, since the common 


law forbade it. No mention was evi 
of the exercise of the King's prerogati 
Even so, when one reads Father Garnett’s _ 
entire confession, not just those parts which — 
taken out of context and standing by them- 
selves tended to implicate him, one has. 
grave doubt whether or not, torture or no 
torture, the priest was truly guilty. — | 
Father Garnett’s defense, foredoomed 
failure, was that whatever he knew of the 
existence of the Gun Powder Plot, had been. 
revealed to him in confession and that he 
was morally bound not to disclose whatev: 
he had learned from his penitent. He as- 
serted that the law of England must b 
founded upon moral law. Condemned i 
advance as he was, it still took considera! 
side-stepping by the court to escape thi 
force of moral logic. The Judges held th 
one like Father Garnett so foully impli- 
cated in such a diabolical plot against 
life of the King, not to say the member: 
Parliament, could not be heard to adv 
a moral principle in defense of an immo 
act. ) 
A sardonic footnote to this spirited 
sertion of a basic moral principle by a 
broken by torture is provided by histor 
The force of his personality, if not | 
force of his argument, or the weakn 
the Crown’s case, appears to have made € 
impression upon King James, for when the 
inevitable sentence to be hanged, drawn 
and quartered had been pronounced, 
King remitted that part of it relating to th 
drawing and quartering while still ali; 
and directed that Father Garnett shou 
be hanged until he was quite dead, a mi 
ful act rarely accorded to any condem 
traitor in those bloodthirsty days. 
The significance of Father Garnett’s 
sertion was not lost in ensuing cen 
and ultimately the position which he to 
became the law of a great many of 
states in this country. It must be note 
again that the privilege was created 
statute and not by common law. i 
Of greater interest, perhaps, to p 
cians, was the Duchess of Kingston's 
in 1776(3), where, for the first time, 
issue of physician-patient privilege 
raised. There may have been other pri 
instances, but it must be remembered © 
the system of reporting all cases of 


nce did not approach anything like 
> modern system until late in the 18th 
— century. There, the physician who had at- 
- tended the accused Duchess and her al- 
3 ed husband was asked, “Do you know 
- from the parties of any marriage between 
them?" The physician answered, “I do 

know how far anything that has come 
'efore me in a confidential trust in my pro- 
ession should be discussed consistent with 
- my professional honor." Lord Chief Justice 
_ Mansfield ruled, 


all your lordships will acquiesce Mr. Hawk- 
(the physician) will understand that it is 
judgment and opinion that a surgeon has 
o privilege, where it is a material question in 
a civil or criminal case to know whether parties 
- were married or whether a child was born, to 
_ say that this introduction to the parties was 
the course of his profession and in that 
ay he came to the knowledge of it. . . If 
a surgeon was voluntarily to reveal these se- 
crets, to be sure, he would be guilty of a 
- breach of honor and of great indiscretion ; but 
to give that information in a court of justice, 
Which by the law of the land he is bound to 
do, will never be imputed to him as any in- 
discretion whatever. 


Sixteen years later another famous Eng- 
- lish judge lamented “that the law of privi- 
lege is not extended” to medical persons, 

- but his view was not generally recognized 
"as proper by the common law courts of 
England Neither, in fact, did the courts 
. in America adopt the subject of Mr. Justice 
 Bullers lament. In 1898, however, in New 
York, appeared the first Statutory inroad 
“upon the common law principle of refusing 
_ to treat as privileged the confidentia] com- 
munications between a physician and a pa- 
tient. The grounds asserted by the Com- 
missioners on Revision of the Statutes of 
New York, and which have traditionally 
since been advanced to justify physician- 
patient privilege, were stated to be, in the 
( issioners’ own words, “, . , surely the 
ssity of consulting a medical adviser, 
when life itself may be in jeopardy, is still 
Stronger,” that is to say, stronger than the 
attorney-client privilege which, as we have 
noted, is the only one accorded by the 
, common law. *, . , (U)nless such consulta- 
tions are privileged,” the Commissioners 


ued, 
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Men will be incidentally punished by being 
obliged to suffer the consequences of in- 
juries without relief from the medical art, and 
without conviction of any offence. Besides, in 
such cases, during the struggle between legal 
duty on the one hand, and professional honor 
on the other, the latter, aided by a strong sense 
of the injustice and inhumanity of the rule, 
will, in most cases, furnish a temptation to the 
perversion or concealment of truth, too strong 
for human resistance (4). 


Unfortunately, it seems to me, the turgid 
reasons advanced by the learned Commis- 
sioners have occasioned, as we shall see, 
most of the criticism of the physician-pa- 
tient privilege. In my view, the reason and 
justification for the privilege rest upon the 
possibility of harm to the patient through 
disclosure by the physician of anything 
which the physician learned from his pa- 
tient. As will be developed in the course 
of these remarks, the cases themselves, 
while paying lip service to the justification 
enunciated by the Commissioners, in reality 
are more concerned with the possibility 
of harm to the patient than with the neces- 
sity for the confidentiality to exist in order 
that the physician may properly treat his 
patient. 

Yet the Court of Appeals of the State of 


New York, passing upon the statute in 1871, 
said, 


It is a just and useful enactment introduced to 
give protection to those who were in charge 
of physicians from the secrets disclosed to en- 
able them properly to prescribe for diseases 
of the patient. To open the door to the dis- 
closure of secrets revealed on the sickbed, or 
when consulting a physician, would destroy 
confidence between the physician and the pa- 
tient, and, it is easy to see, might tend very 
much to prevent the advantages and benefits 
which flow from this confidential relation- 
ship (5). 


Obviously, at least to me, the emphasis 
should have been, and probably was, logi- 
cally, upon the last sentence quoted. 

Professor Wigmore, probably the most 
distinguished authority in the United States 
on the laws of evidence, severely criticized 
the physician-patient privilege in his mas- 
sive work which has been accepted by 
courts everywhere as the last word. Wig- 
more asked four questions to test the basis 
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upon which the Commissioners and the 
courts had rested the justification for the 
privilege. These questions are : 

l. Does the communication originate in 
a confidence ? 

2. Is the inviolability of that confidence 
vital to the due attainment of the purposes 
of the relation of physician and patient ? 

3. Is the relation one that should be 
fostered ? 

4. Is the expected injury to the relation, 
through disclosure, greater than the ex- 
pected benefit to justice ? 

Professor Wigmore continues : “A nega- 
tive answer to any one of these questions 
would leave the privilege without support. 
In truth, all of them, except the third, may 
justly be answered in the negative"(6). 

The only justification for the privilege 
that this eminent authority could find, he 
phrased as follows: “The real support for 
the privilege seems to be mainly the weight 
of professional medical opinion, pressing 
upon the Legislature; and that opinion is 
founded on a natural repugnance to becom- 
ing the means of a disclosure of a personal 
confidence. . . .”(7). 

Of course, Professor Wigmore is con- 
cerned principally in his criticism of the 
privilege with the effect of imposing privi- 
lege in personal injury and life and accident 
insurance cases where the reason for the 
Privilege certainly vanishes. It vanishes be- 
cause, in such cases, as well as in workmen's 
compensation and some others, the patient 
himself is seeking to recover money from 
Some other person for injuries suffered at 

at other person's hands. To impose the 
Privilege in such situations is, on its face, 
absurd. 

Nevertheless, Professor Wigmore has 
failed, in my opinion, to recognize within 
the framework of his own language, the 
essential basis for the existence of the privi- 
eged communication. This lies, as I have 
said, in the avoidance of harm to the pa- 
tient should the disclosure be made. More- 
Over, in the 55 years since Professor Wig- 
More first began to write on the subject of 
evidence, there has been enormous increase 
in the scope and character of litigation, and 
of legislative and administrative hearings. 
No longer is his statement that “the physi- 
cian, being called upon only rarely to make 


disclosures, is not consciously affected in — 
his relation with the patient" (8) a valid - 
one. TM 

Nowhere is this more apparent than in — 
the psychiatric profession. Just as the scope 
of judicial and quasi-judicial and legislative A 
inquiries has increased, so has the extent J 
of psychiatry, if not of all medicine. Thus, — 
too, has the need for the privilege to be — 
enforced grown. A 

I am bold enough to say that Professor 4 
Wigmore upon reflection would have ap- 
proved of the test suggested here, for close 
reading of what he wrote reveals such an - 


for the adoption of the physician-patient 
privilege by statute and of the reasons ad- 
vanced by the courts in support of it, when — 
taken together with the sharp criticism of _ 
authorities like Professor Wigmore, lies in 
the fact that in them are signposts pointing. E 
the path to a true justification for the privi- 
lege. Inherent in the policy as enunciated 
by the courts and in the criticisms are sug- _ 
gestions for the strengthening and develop- _ 
ment of a sounder, more realistic policy, - 
and hence, in the future, improved defini- _ 
tion and rules of privilege. M fe 
I spoke earlier of the action of the New — 
York State Legislature in attempting to - 
remedy the quite outrageous result of the — 
Lanza case. It now appears as a new section 
of the Civil Practice Act of the State of — 4 
New York relating to the attorney-client 
privilege. Its effect is to bar the disclosure 
of any communication between an attorney 
and a client obtained by third persons 
through any means whatsoever. This legis- - ie 
lative step signifies recognition, although —. 
somewhat belated, that the courts, as I have — - 
said before, impose strictures upon the ap- 
plication of the rules of privilege. To the 
extent that such recognition exists, there | 
springs the hope that, by patient, careful 
analysis and presentation of the problem ~ 
of medical privilege, ultimately the legis- 
lators of various states will enact a realistic — 
policy of privilege, protecting the patient- 
from harm through disclosure of com- - 
munications to his doctor. Ww. 
The courts themselves, being composed, — 
as are legislatures, of men and not of autom- — 
atons, of human beings and not of pure 


- theorists, have, from time to time and for 
A long time, appreciated that in certain 
* , the imposition of strictures upon 
privilege is unnecessarily harsh. There is a 
_ lawyers’ saying that hard cases make bad 
- law. This is another way of stating that the 
wind must often be tempered to the shorn 
lamb. In these exceptions, too, one may 
hopefully see the beginnings of a newer, 
-? more positive attitude toward the question 
of medical privilege. 
- I should like to conclude by discussing 
two cases in the State of New York, widely 
— separated in time, in fact, 52 years apart. 
"Optimistically, perhaps, I feel that they 
- open the way to a clearer, sounder, appre- 
- ciation of the real basis of the physician-pa- 
- tient privilege. 
—. From the first of these, Meyer v. Knights 
- ef Pythias(9), I quote the facts from the 
- opinion : 


_ The deceased was in extremis, incapable of 
acting or deciding for himself, and from the 
necessity of the case any one was authorized 
to call a physician to treat him. Without the 


tions and partly through voluntary disclosures, 
that he had taken a preparation of arsenic, 
known as Rough on Rats, “because he wanted 
i to die.” From this information, and from ob- 
__Servation of the physical symptoms, he de- 
_ ‘cided that Meyer was suffering from arsenical 
_ poisoning. Thus informed as to the nature of 
_ the disease, he at once administered a remedy 
. and soon followed it by another. The helpless 

man, without friends to aid or advise, hopeless 
_ of life and courting death, objected and tried 
. to curse him away from his bedside, The doc- 
to loyal to the instincts of his profession, 
d to listen to the ravings of the would-be 
cide and continued to prescribe in order to 
. relieve suffering and prolong life. Upon the 
_trial he was not allowed to disclose the infor- 
mation acquired under these circumstances, 
we are now to determine whether there 
as enough evidence to warrant the trial 
dge in deciding, as a preliminary question 


attending a patient, in a professional capacity," 
and that it “was necessary to enable him to 
act in that capacity" (10). 

Since the traditional basis for upholding 
the physician-patient privilege has been 
that the disclosure by the patient of confi- 
dential communications must have been 
necessary to enable the physician to treat 
the patient, the actual question in this case 
was whether or not the physician, at the 
time he treated the deceased, stood in the 
relation of a physician to patient. The 
practical importance of the issue lay simply 
in the fact that the deceased held an in- 
surance policy upon his life which was void 
in the event he committed suicide. 

It is clear from a careful reading of the 
entire opinion that four of the six judges 
(the seventh being absent) felt that the 
insurance company should be required to 
honor its life insurance policy, a result 
which would have been impossible legally 
had the physician been compelled to testify 
that the deceased had taken rat poison, It 
is also clear that the court, in 1904, con- 


sidered itself bound to achieve this result .— 
through traditional means, and thus was _ 


able to hold as follows : 


The learned doctor was called as a physi- - 


cian ; he attended as a physician ; he made a 
diagnosis as a physician and he administered 
remedies as a physician. In all that he did he 
acted in a professional capacity. While it is true 
that in all he did he acted against the will and 
in spite of the remonstrance of a man whose 
condition imperatively called for professional 
treatment, still the meeting was professional in 
nature, and all that he said or did was strictly 
in the line of his profession. Was the subject 
any the less “a patient” within the meaning and 
object of the statute, because he was forced to 
submit to ministrations designed to save his 
life ? Was the doctor guilty of assault when he 


gave the hypodermic injection ? Was he bound _ 


to leave him there to die without an effort to 
help him ? Was the statute designed to protect 
those only who are treated by consent, but not 
those treated through necessity ? Does it not 
mean by “a patient” at least one who is con- 
sciously treated by a physician even without 

is consent, when the facts tend to show that 
through bodily suffering his mind had partially 
lost its hold ? Do our humane laws make it the 
duty of a physician to leave the bedside of a 
dying man, because he demands it, and if he 


of fact, that such information was acquired “in — 
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remains and relieves him by physical touch, 
hold him guilty of assault? Either Dr. Bruso 
was the physician of Mr. Meyer or he com- 
mitted an assault upon him and was guilty of 
a crime. If the wife of the deceased had called 
the doctor she would have acted as an agent 
by implied authority; the bell boy who in 
fact called him also acted upon implied au- 
thority, and when the doctor came the act 
of the agent in calling him, if subject to revoca- 
tion in the actual case, would have been in 
the supposed case. While the doctor in either 
ease could have retired, if he remained in 
either he remained as a physician, the sick 
man became his patient and he was acting in 
a professional capacity when, as a duly licensed 
physician, he actually treated Mr. Meyer as 
a patient, When one who is sick unto death is 
in fact treated by a physician as a patient even 
against his will, he becomes the patient of 
that physician by operation of law. The same 
is true of one who is unconscious and unable 
to speak for himself. If the deceased had been 
in a comatose state when the physician arrived, 
the existence of the professional relation could 
not be questioned. The relation of physician 
and patient, so far as the statute under con- 
sideration is concerned, springs from the fact 
of professional treatment, independent of the 
causes which led to such treatment. An ex- 
amination made in order to prescribe estab- 
lishes the same relation, I am of opinion that 
Dr. Bruso, who treated the deceased at the 
hotel, occupied the same confidential relation 
to him as did the physicians at the hospital. 
The fact that the patient told the doctor several 
times to let him alone as he wished to die, 
expressing himself in a brutal and profane 
Manner, does not, in my judgment, negative 

e existence of the relation of physician and 
patient, , (11). 


The second case(12) is one of tremen- 
lous importance in the field of criminal law, 
for, by its decision, the court affirmed the 
Conviction of an epileptic defendant who, 
while suffering from a seizure, had struck 
and Killed several people with his automo- 
ile. Additionally, however, the court was 
called upon to decide a question of physi- 
clan-patient privilege in the following cir- 
cumstances : 


The defendant, after the fatal accident, was 
taken to the county hospital and placed in a 
toom at the door of which was stationed a 
Perd who had instructions to allow no one 
0 enter, A resident physician examined the 
efendant and took notes of the examination 
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and the conversation had with him. The de- 
fendant, it will be noted, had been sent to the 
county hospital under police guard, he had 
not voluntarily gone to the hospital nor chosen 
the physician who attended him. On cross- 
examination, as the case report indicates, the 
physician testified "That he saw defendant in - 
his professional capacity as a doctor but that - 
he did not see him for purposes of treatment — 
.*. . (H)e stated that the information he ob- 
tained was pursuant to his duties as a physi- - 
cian ; that the purpose of his examination was — 
to diagnose defendant's condition; that he - 
questioned the defendant for the purpose of | 
treatment, among other things; that in the - 
hospital they treat any patient that comes in - 
. .. that he would say that defendant “was a — 
patient"; that he was not retained as an ex- 
pert by the district attorney or the Police | 
Department, and was paid nothing to examine — 
defendant; that his examination was solely in _ 
the course of his duties as a resident physician — 
on the staff of the hospital, and that, whether 
or not he had a slip from the police, so long 
as that man was on his floor as a patient, he | 
would have examined him" (13). 


The trial court ruled that the conversa- 
tion between the defendant and this physi- — 
cian was admissible, together with the | 
diagnosis of the defendant's condition made 
as a result of the examination and the con- — 
versations. The theory of admissibility was _ 
that the physician, on the basis of the - 
circumstances of his visiting the defendant, 
did not stand in the relation of a physician — 
to a patient. In considering this contention, | 
the Court of Appeals, as opposed to the trial | 
court, relied heavily on the fact that the — 
police guard stood at the doorway to de- | 
fendant's room and overheard the conversa- — 
tion between the physician and the de- - 
fendant. But in order to reach that question, - 
it was necessary for the court to determine — 
in the first instance whether the physician- - 
patient relationship existed. Following - 
tradition, the Court of Appeals found “that — 
the information here given by the defendant © 
was necessary for his treatment”(14), j 

o 


Having disposed of that question, the : 
court sided io the legal effect d the |. 
presence of the guard at the doorway t 4 
defendants room, and thereupon found. 
that while the ordinary rule is that the 
presence of a third person destroys the 
privilege, in the instant case, the third per- 
son was there by command of the public 3 


- 


authorities. The court further found that 
| since the communication was intended to 
privileged because the physician-patient 
relationship had been established, the pres- 
nce of the third person commanded by 
public authorities to be there, did not de- 
y the intention that the communication 
s confidential. The conclusion of the 
court, therefore, was that the privilege 
— should have been upheld by the trial court, 
- and in consequence, the evidence should 
ive been excluded. In my opinion, the 
_ court arrived at the morally right result 
for purely traditional reasons, 
-— What these two cases, 52 years apart, do, 
.. in my view, is to express legally what I first 
referred to as a sense of fair play, if not 
_ morality, which instinctively leads a person 
. to respect the confidences of another. 
— Morally, it is right and proper that such a 
- rule should obtain, but, as I said before, 
principles of morals and ethics, to have real 
- force in human society, must have the 
- sanction of law. 
_ Law, as we know, is the province of the 
-— lawyers, and they are limited by their own 
_ particular training. They have to view the 
problem of enforcement of moral and ethi- 
. cal principles within the framework of their 
= experience, that is, within the framework 
of their continuing search for truth in order 
_ that legal rights may be enforced. As psy- 
: . chiatrists, you know the extent to which 
. the human mind can rationalize and fabri- 
. cate, especially where a self interest of the 
- speaker is involved, The courts and lawyers 
_ have for centuries built up the process of 
. examination and cross-examination as a de- 
-fense against this human fallibility, Wheth- 
er or not it is the best system that can be 
evised makes little difference. The point 
t the system exists and its framework 
and structure is of ancient origin. Hence, 
re have strictures and strict application of 
. any rule affecting the process. 
t is only through wider and vaster ex- 
rience in given situations—some of which 
have discussed with you—that there comes 
‘into being a different attitude, if not an 
, acceptance, of newer ways of treating an 
problem. The whole development of 
' concept of privileged communications 
ows this kind of slow change, In this de- 
^ elopment, there is hope, if not promise, 


fa 


THE PROBLEM OF PRIVILEGE 


that the field of privileged communications, 
in particular the medical privilege, may 
some day rest upon a sound principle which 
has as its sole criterion, possible harm to the 
patient. 
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DISCUSSION 


BrnNamD L, Dramonp, M.D, (San Francis- 
co, Calif.)—The problems of privilege com- 
munication and confidentiality are becoming 
most pressing in California, insofar as psychi- 
atrists are concerned. Mr. Stern has given us a 
clear resumé of the historical and legal aspects 
of privilege which should prove valuable to us 
in our attempts to remedy the shortcomings 
that now exist. Many psychiatrists practice 
under the illusion that their knowledge of their 
patents and their medical records are pro- 
tected from any violation of confidence. But, 
as Mr. Stern has described to you, this is not 
necessarily so. There are many situations in 
which the psychiatrist is required by law to 
breach the confidence of his patients, and our 
own ignorance of the legal principles involved 
has prevented the safeguarding of that most 
essential element of psychotherapeutic prac- 
tice—the trust and confidence of our patients. 

Only a short time ago, the district attorney 
in a certain California city obtained a search 
warrant and demanded that the psychiatrists 
turn over to him the record of a patient who 


was in legal difficulty. I understand that the 
legality of this move is being challenged and 
it still may be possible to prevent such evi- 
dence from being introduced into the actual 
trial. But even so, it represents the grossest 
violation of medical confidentiality. However, 
in those states, like California, which do not 
have statutory provision for privileged com- 
munication between doctor and patient in 
criminal cases, it can be expected that more 
and more such attempts will be made to get 
at the psychiatric records. 

It is heartening that Mr. Stern has the 
courage to challenge the traditional views of 
Professor Wigmore. Wigmore, as the greatest 
authority on rules of evidence, had dominated 
legal thinking to the point where almost all 
courts follow his narrow views of medical 
privilege. But it is now clear that modern 
psychotherapy requires special protection of 
the confidences of our patients so that the ob- 
jections of Wigmore to the extension of privi- 
lege cannot logically apply to our profession. 
It is ironic that clinical psychologists in Cali- 
fornia now have much greater legal protection 
than do psychiatrists. The recently passed 
psychology bill" gives to the psychologist- 
client the same rights of privileged communica- 
tion that apply to attorney-client relationships. 
The psychiatrist and his patients, however, 
Continue under the general rules of medical 
Privilege, which does not include protection 
Where there has been a criminal offense. 

Dr. MacCormick has described the remark- 
able situation that exists within the penal in- 
stitutions of California, whereby the confi- 
dences of the prisoner-patients are fully re- 
Spected despite the prison environment and 
despite the lack of formal legal protection of 
Privilege, thereby making possible a truly 
effective therapeutic relationship. 

Dr. MacCormick has been the leader for 
many, many years in the struggle to obtain 
Such enlightened attitudes in our prison sys- 
tem. But I think it would be better if the 
Special requirements of prison psychiatry were 


| to be formally provided for by suitable laws, 


tather than having to rely upon the good will 
of prison administrators and the fighting spirit 
of such pioneers as Austin MacCormick. Ad- 


' Ministrations change, and policies shift. Too 


much is at stake to permit the prison psychi- 
atrist being forced back into his old role of 
Sorter and classifier-an agent of punishment 
father than rehabilitation. 


Lawrence ZeLte FreepMaAN, M.D. (New 
Maven, Conn.)—The problem of privilege as 
it applies to communication is at the core of the 
Problem of psychotherapy. There can be no 


: zt 
2 
psychological treatment without confidences ex- - 
changed and, to be worthy of this, the doctor - 
must promise confidentiality. This, however, 
he cannot do so long as the law denies his - 
patient the privilege of privacy. P 
Mr. Stern reminds us that the privilege of - 
psychiatric privacy is not ours but the pa- 
tient's and further that common law does not 
extend this privilege to either. To most psy- | 
chiatrists these propositions come as a dismay- - 
ing shock. The rule which Mr. Stern proposes — 
to guide the legislator and the judge har- | 
monizes well with the guiding principles of 
medicine : he suggests that avoidance of harm — 
to the patient be the criterion by which the - 
law calibrates its statutory restrictions and is 
judicial demands. Anachronistic law may be | 
self-defeating and socially harmful by forcing ^| 
psychiatrists to keep scientifically inadequate | 
records in order to be certain that they will, 
under any circumstances, be able to maintain - 
the patient's trust, Surely here is a demonstra- — 
tion of how poor law not only fails to attain 


its own implicit or expressed goals but sets - 
up harmful reverberations in areas of social 


activity seemingly removed from it. TE 
With considerable courage—since there is — 
by no means unanimity amongst penologists- ' 
Professor MacCormick affirms his belief in e 
necessity for absolute confidentiality in what 
is probably the most situationally paranoidal ! 
therapeutic relationship : psychiatry in prison. 
He vigorously asserts the essential quality o 
such confidentiality not only on moral grounds, 
but on the positivist basis that without it. 
prisoners could not be treated, However, | 
concludes with his belief that a “line must be 
drawn” and he leaves it to the “common sense 
. . . professional ethics . . . and strong conce 
science” of the psychiatrist to decide where ' 
to draw the curtain. He would have us disclose 
serious planned criminal activity. We can. 
understand Professor MacCormick’s dilemma. ^ 
Unfortunately to eliminate from the guarantee 
of shared secrecy, anticipations of future be- 
havior if they are potentially socially destru ut 
tive, is to impose precisely the impediment to 
free communication which he seeks to avoid. 
For psychotherapy is in its aim future-orien! f 
even though its technique is historical. Ma 
revelations yielded under the impact of tra 
ference, on promises of semantic sanctuary o 
publicly exposed if they turn out to be socially. 
dangerous? The question is neither simply. 
asked nor resolved. It is my personal convic- 
tion that it is not the role of the psychiatrist 
to uncover such information under the A 
of therapy if he expects to expose it to the 


warden. I cannot help feeling that de 


. under these circumstances is a sort of “psychic 
entrapment" The physician ought either to 
'arn his patient beforehand of the reservations 
e has concerning confidentiality or, having 
committed himself to secrecy, he should main- 
in it. 
t would, however, be self-deception were 
psychiatrists simply to see ourselves as 
ically guarding our professional confi- 
dences. It is far easier to tolerate conflict, to 
view with objectivity, when we are combatting 
pposition outside ourselves. It becomes much 
re difficult when the external pressure is 
oved. Then, our ambivalences are revealed 
nd what seemed to be clear cut dichotomies 
blend tantalizingly into the most subtle shad- 
ings. For if we win this skirmish to maintain 
- the privacy of our patients’ revelations against 
icial exposure then we must begin the com- 
plex and important travail of defining the 
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limits of confidentiality which we ourselves 
can maintain consistent with our professional 
commitment, our ethical values, and our social 
responsibilities. How much should be revealed 
not only to legal authorities but to our col- 
leagues, to intimate members of the family, to 
the patient himself ? What risks of breach of 
confidentiality are warranted in reports for 
scientific papers and publications, teaching, in 
the keeping of records, in the transmission to 
social and public agencies ? Many psychiatrists 
will be aware that they have not completely 
resolved such questions; that they have a 
rather amorphous, intuitive, often opportunistic 
approach. Each psychiatrist must make some 
answer and it is better that he do it with full 
awareness of its implications than murkily 
with only a dim sensibility of the meaning of 
his posture. It is toward this end that this 
symposium has contributed significantly. 


GROWTH OF PSYCHIATRISTS DURING AND AFTER RESIDENCY 
TRAINING : AN OBJECTIVE EVALUATION * 


HERBERT C. MODLIN, M.D., WILLIAM BENJAMIN, M.D., 
S. BURRITT LACY, M.D., BERNARD H. HALL, M.D., Ax» JOSEPH SATTEN, M.D? 


The residency training center in Topeka, 
Kansas, known as the Menninger School of 
Psychiatry (MSP), since its inception in 
1946, has studied selected aspects of psy- 
chiatric education in order to improve its 
teaching functions. The first major project, 
now completed, was a systematic evalua- 
tion of the selection process whereby young 
physicians are screened for acceptability in 
residency appointments, A series of reports 
issuing from that project have culminated 
in a recently published book(1). 

This paper concerns a second project 
designed in 1951 to assess objectively the 
growth and development of psychiatric 
residents during and after training, that is, 
to study the impact of the residency ex- 
perience on them. A paper describing our 
hypotheses, methods, data, and conclusions 
from the first 3 years’ effort has been pub- 
lished (2). This is to report additional data 
from the use of revised methods during the 
past 2 years. In our previous report we 
stated that our research "was based on the 
following hypothesis : since the basic pur- 
Pose of a teaching program is to facilitate 
the learning process in its students, the 
value and effectiveness of a program can 
be tested by measuring the learning which 
the students have realized." Corollary to 
this hypothesis is the idea that different 

nds of learning occur at different points 
of time during and after training. 

In testing this hypothesis, our first step 
Was to prepare and administer annual writ- 
ten examinations to our 100 residents, We 
Started with techniques that would yield 
quantifiable findings, and are proceeding in 
—— - 

! Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958, 

? The authors, faculty members of the MSP, Tope- 

b Kans., comprise the Educational Research Com- 
mittee of the MSP, and in this paper are referred to 
35 "the committee", We are indebted for valuable 
help to our consultant, John T. Cowles, Ph.D., Uni- 
versity of Pittsburgh, and our statistician, Miss Lola- 
aye Coyne, of the Research Department of the Men- 
Singer Foundation. 


a search for further hypotheses and ulti- 
mately more sophisticated techniques. Data — 
obtained from our research thus far are - 
presented below as preliminary answers to 
the following questions : 
Is there a discernible pattern of growth — 
in psychiatric residents, year by year ? 
What kinds of psychiatric knowledge are — 
most readily assimilated by residents ? 3t 
What kinds are most difficult to learn? — 
What aspects of professional develop- - 
ment continue after residency training? — | 
In what ways do practicing psychiatrists 
differ from residents ? 
Is there measurably better scoring on . 
this examination by psychiatrists who have — 
studied for and successfully passed Board — 
examinations (American Board of Psychi- | 
atry and Neurology) ? 
Are there discoverable differences be- | 
tween graduates of Psychoanalytic Insti- | 


b. f 


tutes and psychiatrists without Institute — 
training ? 


R 
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INVESTIGATIVE METHODS 


The examination. At the start, the com- - 
mittee used a variety of stimulus material 
in the annual examination, including films, — 
case studies, essay and objective questions. — 
With the advice and aid of our consultant, - 
Dr. Cowles, we have concentrated in the — 
past 2 years on multiple choice examina- - 
tions. Our research instrument is essentially — 
to test knowledge rather than to explore - 
such other important competences of a psy- 
chiatrist as emotional stability, capacity for 
empathy, and professional integrity. MEG 
a mistake, however, to assume that objec- " 
tive tests reveal only factual knowledge: - 
Cowles and others(3, 4) have shown that — 
specially constructed objective examinations — 
can also test such functions as understand- ' 
ing, concept formation, and judgment. - 
Multiple choice questions more nearly de- - 
fine the limits of the examinees’ knowledge 
than do open-ended, essay questions since - 
they extract “forced” answers. s 
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‘ple choice questions covering the basic 
“subject matter of psychiatric education, 
? each question comprising a stem statement 
— and 5 answers, only one of which was cor- 
rect. The 1956 questions were equally di- 
vided among questions of fact (33), theory 
(33), and clinical application (34). In 1957 
‘We concentrated on questions of clinical 
application (68) by composing brief case 
Vignettes and asking a number of questions 
- about each case designed to test, especially, 
clinical judgment, knowledge of ward man- 
agement, therapeutic ingenuity, 
. Typical samples from the 3 categories 
- are the following : 
_ (Fact) The psychiatrist who first sepa- 
~ rated involutional melancholia from 
manic-depressive psychosis was : 
= &. Bleuler, b. Freud, c. Kraepelin, d. 
3 Janet, e. Meyer. 
k _ (Theory) The most important single 
R factor in producing the psychological 
i phenomenon known as “the tyranny of 
a the super ego" is : 
^ a. Unconscious hostility on the part of 
$ the parents toward the child, 
b. Projection of the child's hostility on- 
to the parents and the introjection 
1 of these now feared figures, 
- € Cruel treatment by hostile, non- 
T loving parents, 
. d. Development of castration anxiety, 
.. €. None of these. 
(Application) A 50-year-old farmer with 
the diagnosis of simple schizophrenia 
makes a passive, compliant adjustment 
to the hospital, reluctantly accepting 
. ward housekeeping duties and watch- 
. ing television whenever he can. The 
new ward physician begins to insist 
that all patients perform their tasks 
with promptness and precision, and 
rigidly controls this patient's tendency 
to procrastinate. A few days later the 
patient strikes a relatively helpless, 
slow-moving fellow patient. The pa- 
tient’s bland explanation for his action 
is that his victim stood in front of the 
television screen and did not move 
away even though requested more 
po than once to do so. 
|... Which of the following statements is 


least helpful in understanding the 

behavior of the combative patient? 

a. His schizophrenic distortion of — 
reality allows him to express overt 
aggression without guilt feelings. 

b. The patient identified himself 
with the doctor and adopts a rigid, 
punishing attitude. 

c. He was provoked in a particularly 
painful way by the actions both 
of the doctor and of his fellow — 
patient since television is one of i 
the major gratifications for this 
emotionally isolated patient. t 

d. He displaces his anger aroused by D 
the doctor's demand for more ef- N 
fort in his work onto an innocent 
bystander. 

e. He is unconsciously inviting pun- 
ishment for his hostile fantasies 
about the physician. 3 

Assuming this to be the patient's first 

incident of overt violence for several 

months, what would probably be the 
best response for the ward physician 


ties providing an outlet for 
aggression. 

b. Explain to the patient that such 
aggressive action might result in 
physical injury to his relatively ' 
helpless fellow patient. 

c. Seclude the patient for two hours 
with a warning to ayoid such be- 
havior in the future. 

d. Instruct the ward staff to watch 
the patient closely for further ag- 
gressive behavior. 

€. Encourage the patient to talk 
with him about the incident. 

This examination was intentionally 
limited to the basic psychiatric subjects, 
such as psychopathology, hospital treat- 
ment, and psychotherapy, that are intro- 
duced to first year residents, Thus by test- 
ing first and second and third year residents 
with the same questions regarding these 
subjects, we sought to discover the extent 
of additional knowledge a resident garners 
from supplemental experience as he ad- 
vances through training. Questions to test 
knowledge of such topics as forensic psy- 
chiatry, research methodology, —_ 


to make ? 

a. Assign the patient to O.T. activi- 
b 
| 


n 
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psychiatry, and hospital administration 
were not included since they are taught 
chiefly in the third year; and comparison 
of first and third year residents would have 
been pointless. 

Groups tested. Our primary focus was 
on the comparative performance on the 
same test instrument of first, second, and 
third year trainees ; but in order to broaden 
our perspective of professional growth, we 
procured 7 groups of subjects in all : 

l. Beginning residents in their first week 
of psychiatric training 

2,3, 4. Residents at the end of their first, 
second and third years of training 

5. Junior staff who had completed psy- 
chiatric training no more than 3 years pre- 
viously 

6. Senior staff who were diplomates of 
the American Board of Psychiatry 

7. Board certified alumni of the MSP 
who had been in practice at least 4 years 

The MSP now consists of about 135 resi- 
dents in training distributed among the 3 
parent institutions (Topeka State Hospital, 
Topeka VA Hospital, Menninger Founda- 
tion) and 4 other affiliated institutions. The 
full-time faculty of 150 includes 75 psy- 
chiatrists plus clinical psychologists, social 
workers, and others. The only faculty mem- 
bers invited to participate in this educa- 
tional research were staff psychiatrists in 
hospital or outpatient practice ; those spe- 
cializing in child psychiatry, research, psy- 
choanalysis, or hospital administration were 
not included. The number (N) in each 
test group in 1957 was: beginning resi- 
dence, 27 ; first year, 41 ; second year, 33 ; 
third year, 21; junior staff, 23 ; senior staff, 
16 ; alumni, 60. Figures for 1956 were simi- 
ar. 

Processing of data. 'The inherent nature 
of the multiple choice questions forced the 
committee to choose a “correct” answer for 
each item. Not wishing to convey, however, 
that we actually knew the right answers, 
Particularly for the clinical questions, we 
decided to use the senior staff as a criterion 
group, accepting their consensus as the 
correct” answers to these questions, To 
Our surprise, at least 50% of the senior staff 
agreed with us 93 times, that is, selected 
the same answer we did. Upon reviewing 
the 7 questions on which there was disa- 
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greement, we decided that the staff opinion 
was correct on 4, and stood by our own 
original answers on the remaining 3. 

The 100 questions were analyzed in two 
separate patterns. We first categorized all 
the questions as to fact, theory, and clini- 
cal application, and evaluated the per- — 
formance of each of the 7 test groups 
within each category. We then divided the 
questions according to subject matter as - 
follows and studied the responses statistical- — 
ly : 1. Psychodynamics, 2. Psychopathology, | 
3. Ward Management, 4. Clinical Judgment, - 
5. Psychotherapy, 6. Psychiatric neurology, — 
7. History of psychiatry. ie 

We determined, by standard statistical 
methods, those questions also that most — 
clearly differentiated senior staff from third- — 
year residents, and those that differentiated E 


M. 


third-year students. fi 

Our statistical methods included analysis 
of variance, single classification; chi 2 
square; Duncan's test ; Fisher's exact test, - a 
one-tailed and two-tailed. I 


poor third-year students from superior 1 


RESULTS a 

The 10 figures which illustrate this paper 
are identical in form. The vertical 
(ordinate) indicates the mean number of — 
questions answered wrong by each test . 
group. The legend for the points of the. i 
horizontal line (abscissa) are, B, beginning — 
residents ; 1, 2, 3, residents at the end of . 
the first, second, or third year of residence; - 
J, junior staff of the MSP; S, senior staff — 
of the MSP; A, MSP alumni, Alumni were - 
added to the test groups for the first time — 
in 1957. Beneath each graph is noted those | 
differences among test groups of highest | 
statistical significance. The formula, PIOLO 
means the probability (P) that this result - 
is due to chance is less than one percent, | 

The line or curve in each figure is es- 
sentially the same for both the 1956 and” 
1957 examinations, lending validity to ot yi 
results. Figures 8, 9 and 10 illustrate this 
similarity; thus for simplicity only one 
curve for the 2 years appears in Figures — 
1 to 7. Ec 

Psychodynamics. In general each test : 
group performs better than the one chron- 
ologically preceding it. Only in this psy- | 
chodynamics category is this uniform - 
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ward curve obtained. Very similar 
ts on psychodynamics were obtained in 
e 1952-54 examinations through essay 
questions: steady but unspectacular im- 
_ provement year by year. In Figure 1, staff 
and alumni score nearly equally as they do 
on every other category but one. Second 
nd third year residents also score equally 
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(81 and 8.0) on the 1957 examination 
shown here. On the 1956 examination (psy- 
chodynamics, 17 items) there was a larger 
difference (5.2 and 4.1). Knowledge of psy- 
chodynamics is not easily learned and seems 
directly related to the duration of the in- 
dividual psychiatric experience at least for 
the first 6 or 7 years. We assume that su- 
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periority of staff and alumni over residents 
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is partly, but not entirely, due to psycho- 
analytic training. 


Psychopathology. Figure 2 suggests that 


testable knowledge of psychopathology 
reaches a maximum by the end of the first 
year of residency and is not augmented by 
further training and experience. This curve 
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seems to mirror the impact of a specific | 
MSP didactic first year course on the sub- - 
ject since there is no other organized pre- 
sentation in subsequent years. Figures l | 
and 2 together suggest that psychopatho- . 
logical topics such as autistic thinking, 

mechanism of depression, and counter- 
phobic maneuver are more fully grasped - 
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neophyte psychiatrists than the psycho- 
lynamics of ego integration, super ego 
A tyranny, and primary process. 

_ Ward Management. The learning curve 
_ in Figure 3 demonstrates no improvement 
- in knowledge of ward management by sec- 
ond and third year residents. Third year 
en engage chiefly in extramural psychi- 

and might not be expected to change 
m the second year in this category ; but 

somewhat puzzling that second year 
dents do not develop beyond their first 

achievement. Distraction from ward 
k by new second year preoccupations 
neurology, psychotherapy, and child psy- 
‘chiatry may account for this. That much 
|. more could be, and probably will be, 
arned is shown by the excellent perform- 
- ance of the junior staff, most of whom are 

- hospital psychiatrists. Since senior staff and 

_ alumni scored comparably well also, mature 
vledge of ward management appears to 
bea post-residency realization, In our 1955 
testing by open-ended essay questions, 
knowledge of hospital treatment was re- 
ed in an identical pattern, In 1953 and 
.. 1954 the residents made a uniformly poor 
. Showing. In 1958 the uniformity remained, 
but the overall score was good ; that is, in 
s category, residents answered 60% of 
e questions correctly and scored only 
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slightly lower than the senior staff. 

Clinical Judgment. The curves of Figures 
4 and 3 or very similar ; and lack of signifi- 
cant growth after the first year is evident — 
again in this category. The questions de- y: 
vised to test clinical judgment were ap- 
pended chiefly to case vignettes of hos- 
pitalized patients and tested the examinee's 
ability to take action in the face of prob- 
lems precipitated by the patient's verbal or 
other behavior. The staff tended to perform. 
better than the residents. 

Neurology. This category should be 7 
labeled “psychiatric neurology,” since the | 
questions were restricted to brain syn- - 
dromes, epilepsy, and neurological diag- 
nostic techniques, and did not involve brain — 
tumors, multiple sclerosis, or muscular dys- - 
trophy. Figure 5 illustrates some fading of 
knowledge in junior staff, and a striking 
improvement in senior staff and alumni; 
conceivably the result of study for Ameri- 
can Board examinations. 

History of Psychiatry. First year fellows 
participate in a year-long seminar on basic 
psychiatry that emphasizes the historical de- ' 
velopment of psychiatric concepts. Figure 6- 
demonstrates the influence of that course. A ! 
trend to increasing historical knowledge in _ 
the next few years accrues in a significant 
gain for senior staff and alumni, again in- — 
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1959] — 
cidentally suggesting the effect of cram- 
ming for Board certification. 

Psychotherapy. As is true of all the cate- 
gories, residents performed much better at 
the end of the first year than beginning 
residents (Figure 7). There is a consistent 
trend toward betterment with experience 
although the differences among test groups 
are not statistically significant, A different 
type of question gleaned the same result in 
the 1952-54 project: first and second year 
residents scored identically, third year im- 
proved slightly. We do not know what re- 
lationship this curve has to actual psycho- 
therapeutic competence with patients. 

Questions of Fact. Figure 8 graphically 
demonstrates the amount of factual knowl- 
edge first year residents assimilate. Accord- 
ing to our findings no appreciable growth 
in ability to answer factual questions oc- 
curs during the rest of residency training. 
In considering this result one must remem- 

er that our examinations tested only 
"basic" psychiatric knowledge. Second and 
third year residents do supposedly acquire 
new factual and technical knowledge be- 
yond the first year's acquisition; but in 
specialized areas such as child psychiatry, 
forensic psychiatry, or research methodolo- 
gy. This category (fact) is heavily loaded 
with questions on neurology and history of 
psychiatry and therefore is a composite of 
Figures 5 and 6, The 1956 curves resemble 
the 1957 curves except between beginning 
and first year students. This difference is 
explained by (a) the greater number of 
items (33) in 1956—which magnifies the 
differences—and (b) normal variations in 
capacity between any two beginning classes 
of residents. After the initial phase of train- 
ing however, differences between classes as 
a whole tend to level off. 

Questions of Theory. An improvement 

trend, year by year, is noted in Figure 9, 

ut no rocketing gains in knowledge are 
Observable except between beginning and 
first year Fellows in 1956. The senior staff 
and alumni come out best, attesting that 
digestion of theory is a gradually advancing 
Process, 

Questions of Application. The trend to- 
Ward improvement from beginners to 
Seniors is convincingly demonstrated in 
Figure 10 by the identical curves for 1956 
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and 1957 and by the statistically significant 
differences between staff and residents. The | 
previously illustrated categories of clinical | 
judgment (Figure 4), ward management 
(Figure 3), and psychotherapy (Figure 7) 
show only trends of improvement; but | 
when they are combined as questions of. 
clinical application, the trends become à - 
significant difference in the aggregate, Ap- — 
parently general clinical psychiatric ability — 
can be tested. That learning curves im - 
Figures 10 and 1 are almost identical, sug- | 
gests a close correlation to support our views J, 
that understanding of psychodynamics is : 
important for obtaining a good "grade" in — 
clinical application. 3 
Residents versus Staff. We searched for — 
those questions we hoped would best dif- - 
ferentiate senior staff from third year resi- 
dents and indicate the kinds of learning - 
that take place after residency training. We — 
identified 10 questions from each of the : 
two yearly examinations in which the staff — 
significantly transcended the third year stu- 


chiefly history. They were not, as we hac 
expected, questions which tested clinical 
judgment or psychotherapeutic acumen, — 
Good versus poor students, After divid- — 
ing the third year class on the basis of - 
total examination score into upper and 
lower halves, we identified the half dozen 
questions from each of the two examina S 
tions which most nearly differentiated good — 
from poor examination performance. These - 
were questions on clinical judgment and | 
theory, not factual questions—an interesting 3 
contrast with the questions that differenti- 
ated staff from third year residents. 


DISCUSSION 

The fist year. Residents who hav 
finished their first year's training surpi 
beginning residents in every category, : 
to a highly significant degree in most." 
least differentiation is in neurology am 
psychotherapy. In specific content cate 
gories the greatest differences are in psy 
chotherapy and history, but in each of the: 
overall categories (fact, peus. ca: 
tion) the significant improvement OF SESE 
m. over beginners is striking, The f x ^ 


year of residency is the period for absorb- 


E 


‘ing the psychiatric body of knowledge, 
theoretical as well as factual. We consider 
that the primary motives behind the 
Studiousness of the first year resident are 
1. His desire to identify himself with psy- 
chiatry, his chosen specialty, and 2. His 
“need to combat the anxiety engendered by 
_ the disturbing emotionally-charged clinical 
and didactic experiences, A belief in order, 
fact, explanation, theory—in short, structure 
—carries the average resident through his 
trying first year introduction to “crazy” 
- people, the phenomenon referred to as the 
‘unconscious, and the effect of counter- 
transference. 
— Second and Third Years. The bulk of 
- factual knowledge is accumulated during 
. the first residency year. The multiple choice 
technique fails to disclose significant 
growth and development of second and 
‘third year residents in basic psychiatric 
knowledge. Rank order correlation studies 


_in our 1955 paper(2) produced substantial- 
ly similar findings. This seemingly static 
state is particularly evident in ward man- 
agement, clinical judgment, and psycho- 
. pathology. Trends toward improvement 
- from first to third years are noticeable in 
_ the other content categories, particularly 
- psychodynamics ; but there is no statistical- 
— ly significant advantage of third over first 
- year men in any tested area. Staff observers 
_ of residents generally agree that second and 
- third year Fellows are less anxious than 
_ beginners, less dependent on book learning 
- for support, and more intent on develop- 
ment of the self in doctor-patient interac- 
tion. Here we must reiterate that the ex- 
amination explores only the subjects’ fund 
of basic psychiatric knowledge. It does not 
investigate at least two other broad areas 
m which residents almost certainly grow : 
I, Acquisition of knowledge in special areas 
such as psychosomatic medicine, clinical 
neurology, and psychiatric social work ; 2. 
- Personal development in such subtle skills 
as interviewing and psychotherapy, 
= Post-residency development. A compari- 
Son of junior staff with third year Fellows 
- Shows no significant progress after resi- 
dency training except in ward management, 
_A slight trend of improving junior staff 
performance occurs in psychodynamics, 
E. and clinical judgment, and of fad- 


ing in neurological knowledge. All in all, - 


men one to three years out of training do .— 


as well as, but little better than, third year 


Fellows: factual knowledge neither fades — 


particularly nor accumulates appreciably 
so far as our tests show. 

The senior staff and alumni present a 
different picture, exceeding third year resi- 
dents in every category. It is in those cate- 
gories where there is a substantial body of 
knowledge, e.g., history of psychiatry and 
psychodynamics, that the senior men tran- 
scend the residents. The smallest differences 
apply in the less factual, more judgmental 
subjects of ward management: clinical 
judgment, and psychotherapy. 

We were mildly surprised to discover the 
superiority of senior staff over other groups 
on the factual questions, (Figure 8). We 
had assumed that the psychoanalytically 
trained senior staff, engaged chiefly in psy- 
chotherapy might even be inferior to third 
year men on academic questions. True, 
many of the seniors are clinical and/or 
didactic teachers ; but our alumni in pri- 
vate practice are, as a rule, not; and they 
too surpassed third year men and junior 
staff. Explanation for the fine academic 
Showing of seniors and alumni seems quite 
simply that they are all Board certified. The 
American Board of Psychiatry and Neu- 
rology has contributed in many ways to the 
development of psychiatrists, not the least 
beneficial of which is through its impelling 
the aspirant to review the substance of 
knowledge he first met as a resident. After 
the second time around, the material is re- 
tained more successfully. 

Senior staff versus alumni. Comparison of 
the institution-associated teaching staff with 
our alumni in private psychiatric practice 
evinces outstanding similarity of examina- 
tional performance, Only one statistically 
significant difference was recorded ; staff 
excelled alumni on questions of fact 
(P201). Basic subject matter of psycho- 
dynamics, psychopathology, clinical judg- 
ment, and psychotherapy is as available in 
the minds of the alumni as of the senior 
staff. 

Psychoanalytic training. Formal educa- 
tion after residency may be continued in 
psychoanalytic institutes. One effect of this 
training is clearly revealed by our examina- 
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tion to be proficiency in theory. Of our staff 
examinees, 22% of juniors, 50% of seniors, 
and 35% of alumni are candidates or gradu- 
ates of a psychoanalytic institute. The 
alumni in private office practice were di- 
vided into 2 groups, with and without psy- 
choanalytic training, and a statistical com- 
parison was made on all test categories. 
Those with psychoanalytic training scored 
much better on questions of theory (P> 
01), involving the sub-categories of psy- 
chodynamics (P>.10), and psychopatholo- 
gy (P>.10). Insofar as statistically non- 
significant trends are of value, the alumni 
without psychoanalytic training did better 
on neurology (P>.10), psychotherapy, and 
general clinical judgment. They also ex- 
celled junior staff and third year residents 
in psychodynamics and psychopathology 
but in a lesser degree than did the psy- 
choanalytically trained psychiatrists, 

The examination. From our experience, 
we consider the multiple choice question 
efficient for testing substantive knowledge 
and some aspects of clinical judgment. It 
indicates the limits of the examinees’ 
knowledge more accurately than the essay 
question whether oral or written. Multiple 
choice examinations are not easy, nor in- 
deed need be. In spite of our examinees’ 
knowing that the correct answer to each 
question was on the printed sheet before 
them, the best paper turned in contained 
only 80 correct answers. Eighteen percent 
of our 210 subjects missed from 20 to 30 
of the 100 questions ; 82% missed from 30 
to 65. In the 1952-54 examinations we ex- 
Perimented with a variety of question 
forms, but principally the essay type. The 
essay question may be termed a minimal 
Stimulus question; that is, it is intended 
Merely to ignite the examinee’s thinking on 
à given topic. His exposition will be mostly 
smoke, or a brief sputter that promptly dies 
Out, or a bright, steady flame, according to 
the fuel he can gain access to from his own 
Woodpile of knowledge. Common practice 
among instructors, in grading a testee’s 
essay answers, is to deduct for what he left 
Out, that is, for aspects of the subject not 
spontaneously available to him. The multi- 
Ble choice question provides maximal stim- 
ulus to recall known material since it forces 
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an answer and thus may tap subliminal K 
knowledge of the examinee. wv 
Supposing that different techniques used 
in the 1952-54 study as compared with the _ 
1956-57 effort might conceivably show dif- 
ferent growth patterns of the testees, we 
found that they did in a few minor respects. | 
The answers to the essay questions re- — 
vealed, in a way that multiple choice ques- 
tions did not, the superior ability of third 
year residents to use their psychiatric — 
knowledge clinically. First year residents, — 
with comparable knowledge but uncer- - 
tainty of its use, are less facile in its ap- — | 
plication. The third year man's knowledge — 
has become more successfully integrated in — 
his professional functioning. P 
The multiple choice and essay examina- 
tions we have used for the past 7 years can 
reveal the effect of specific didactic $ 
courses ; for example, the first year courses 
on psychopathology and history of psy- 
chiatry, and our first and second year teach- 
ing of psychodynamics. They can also 
document increasing adeptness of third year _ 
residents and staff in integrating and apply- 
ing psychiatric knowledge clinically. In a 
strictly clinical area they can communicate — | 
the effect of certain clinical assignments and 
preoccupations ; for example, the perform- —' 
ance of first year residents and junior staff — | 
on ward management. In some areas they — 
can only suggest trends in professional de- — 
velopment of test groups ; e.g, in neurology - 
and psychotherapy. Within their inherent — 
limitations, they can aid instructors in as- | 
sessing the factual knowledge and theoreti- — 
cal concepts their students have learned. - 
We propose that there is a relationship | 
between such knowledge and clinical per- . 
formance in psychiatry ; but its exact di om 
mensions are far from known by us. B 
Our next project will inquire into what. ^ 
other kinds or patterns of growth occur in - 
student and post-student psychiatrists ; BY 
how these can be identified and evaluated. — 
We are in the process of devising research | y 
techniques that we hope will enlighten u 
regarding factors contributory to residents’ 
superior and poor clinical performance. A 
a first step in this direction we are studyin 
with clinical supervisors their criteria 1 
evaluating the clinical effectiveness of stu 
dent psychiatrists. 
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SUMMARY AND CONCLUSIONS 


For the past 7 years the Educational 
Research Committee of the psychiatric 
training center in Topeka, Kansas, has at- 
tempted to evaluate objectively (a) the 
impact of psychiatric training on residents 
and (b) the post-residency development of 
psychiatrists. Our initial project was con- 
fined to a study of the development of psy- 
chiatric knowledge, factual, theoretical and 
clinical, in our test subjects. The first year's 
efforts were reported in 1955(2). This 
paper describes our 1956-57 project in 
Which we devised 100-item multiple choice 
questions and administered them to 7 test 
groups: beginning residents in their first 
week of training; residents at the end of 
their first, second and third years; junior 
hospital staff psychiatrists ; senior staff psy- 

- chiatrists (Board certified); our Board 
certified alumni in private practice. The 
examination investigated knowledge only 

. in basic subjects such as psychodynamics, 
psychotherapy and ward management, but 
not subspecialties such as psychosomatic 
medicine, research methodology and foren- 
sic psychiatry. 

There is a discernible pattern of growth 
in psychiatric residents, year by year. The 
first year of training is the period for ab- 
sorbing the psychiatric body of knowledge. 
Second and third year residents, and junior 


staff psychiatrists, perform slightly better 
than first year residents in most categories ; 
on the whole, however, a remarkable lag in 
acquisition of basic psychiatric knowledge 
is evidenced by residents' scores, the one 
exception being the steady yearly improve- 
ment in knowledge of psychodynamics. Al- 
though advanced residents seem not to ac- 
quire much additional knowledge, the 
examination reveals a process of integration 
and facility in using it clinically which first 
year residents lack. 

A second significant development in use- 
able knowledge coincides with the period 
of concentrated preparation for passing the 
examinations of the American Board of Psy- 
chiatry and Neurology. The Board certified 
psychiatrists exceed our other test groups 
in factual, theoretical and clinical knowl- 
edge. Post-residency psychoanalytic train- 
ing produces a measurably greater pro- 
ficiency in theory. 
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CURRENT THEORETICAL CONCEPTS IN PSYCHOSOMATIC 
MEDICINE * 


HAROLD I. KAPLAN, M.D, anp HELEN S. KAPLAN, Pu.D? 


Before discussing current theoretical ap- 
proaches in psychosomatic medicine, we 
think it would be salutary to play devils 
advocate for just one moment. We should 
like to point out that a definite and signifi- 
cant causal relationship between psycho- 
logical factors and true organic ailments is 
as yet merely an assumption. Psychogenesis 
in physical illness has never, to our knowl- 
edge, been rigorously proved. However, 
the assumption of a significant psychoso- 
matic relationship rests on a great deal of 
what appears to be solid circumstantial 
evidence, and, furthermore, such a relation- 
ship is very attractive from a theoretical 
standpoint. Psychosomatic theoreticians 
therefore agree in assuming that psychic 
factors play a noteworthy etiological role 
in many common ailments. There is, how- 
ever, little agreement about the basic 
mechanisms by which psychological and 
physical factors interact to produce disease. 
There is, in fact, currently no one theory, 
construct, or set of variables adequate to 
explain the observed and assumed relation- 
ship between psychological difficulty and 
physical malady. Indeed, even the defini- 
tion and limitation of what constitutes a 
“psychosomatic disease” is controversial. 
For example, some workers consider every 
disease psychosomatic in that psychic and 
somatic phenomena are two aspects of the 
same process, and, since all disease is multi- 
causal, psychic factors must play some role 
in every pathological process(1). Others 
feel that the definition should be limited to 
those disease processes in which psychic 
factors are assumed to play a major etio- 
logical role. In this paper we shall restrict 
the term psychosomatic to diseases in 
which psychological events appear to con- 
tribute heavily to etiology and to such di- 
Seases as peptic ulcer and ulcerative 

lRead before the Sth annual meeting of the 
Academy of Psychosomatic Medicine, N. Y. C, Oct. 
M, 1958, i 

* From the Department of Psychiatry, New York 
Medical College, New York, N. Y. Address : 110 East 
87th St., New York 28, N. Y. 


colitis, in which manipulation of psycho- 
logical factors seems markedly to influence 
the course of the illness. 

"There are several reasons for the lack of 
agreement in psychosomatic theory. 1. One 
of these is conceptual confusion. Such con- 


fusion may understandably follow when an — 


attempt is made to describe in one theory, 
phenomena which have previously been 
studied by entirely separate and distinct 
sciences, namely psychopathology and 
medical pathology as well as psychology 
and physiology. The psychological and the 
physiological disciplines operate at dif- 
ferent levels of description, use different 
systems of semantics and symbols, and are 
at different stages of theoretical develop- 
ment. They use essentially different 
methods of inquiry. Many of the early as 
well as some of the current difficulties in 
theoretical formulations in the field of psy- 


chosomatic medicine may be attributed to 


the inappropriate and uncritical equating — 
of concepts derived from different levels — 


of description(2). Compounding these dif- 
ficulties is the uncritical application of un- 
proved psychiatric and, in particular, psy- 
choanalytic concepts to psychosomatic 
theory. Among such controversial concepts 


are “libido” and a fixed pattern of psycho- — 
sexual development(3). Although such - 


psychoanalytic concepts have been of im- 
mense theoretical and practical value in 
working therapeutically with psychiatric 
patients, their undiscriminating transfer to 


psychosomatic medicine, is, we feel, ques- - 


tionable. 


2, Another reason for lack of agreement — 


is the underdeveloped state of psychology, 
psychiatry, and psychoanalysis. These 


sciences suffer from deficiencies in language - 


and methods of description, frequent con- 
ceptual confusion, and a lack of experimen- 
tal and clinical validation of many of their 


theoretical and therapeutic principles. We — 
believe that at this point the greatest single - 
obstacle to the development of a satisfac- $- 
tory psychosomatic theory and the defini- 
tive demonstration of a significant relation- 
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ip between psyche and soma is the rela- 
_ tively backward state of the psychological 
_ sciences. We feel that there must be pro- 
-— gress in psychological theory and technique 
_ to bring these disciplines to a level of de- 
velopment comparable to that of the phy- 
sical and biological sciences in order that 
psychosomatic phenomena may be de- 
scribed in comparable terms. 
. 3. Finally, the idea must be entertained 
that one “unified theory” of psychosomatic 
. disease, which has been sought by almost 
. all investigators in this field, may never be 
- possible, i.e., that different psychosomatic 
.. diseases may prove to be psychosomatic by 
_ virtue of entirely different mechanisms, so 
that different workers studying different 
diseases may very correctly emerge with 
distinctly different and yet valid psychoso- 
matic theories. 


| THE MAJOR THEORETICAL APPROACHES 


W 
We will now try to describe the salient 
_ features of the current theoretical psycho- 
.. somatic approches, For the sake of brevity, 
| we arbitrarily divide the theories into 3 
_ groups. The first group may be termed 

"specificity" theories, according to which, 
_ Specific psychological events cause specific 
_ psychosomatic diseases. Another group, the 
so-called “nonspecific” group, attributes 
psychosomatic disease to general psycho- 
genic stress reactions, which may be 
triggered off by a variety of psychological 
- stimuli. The third group has developed out 
of the recognition of the limitations of the 
other two. 

The specificity theories vary in their ex- 
planation of the mechanisms by which psy- 
.. chosomatic diseases are produced. Included 


in this group are the historically important 
. but no longer accepted "personality pro- 
- files" of Flanders Dunbar(4), in which she 
_ Suggested that various personality constel- 
- lations are etiologically associated with spe- 
E" diseases—for example, that coronary 
occlusion is associated with the driving, 
ambitious male, 
& i "specific" approach derives from 
D Freud's libido theory(5) as applied to the 
- etiology of conversion hysteria, Freud 
_ Suggested that various hysterical somatic 
affections, such as paralysis, might be 
. caused by specific unconscious psychologi- 
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cal conflicts that were defensively trans- 
formed into symbolically significant func- 
tional somatic symptoms involving organs 
innervated by the voluntary nervous sys- 
tem. Freud, incidentally, never applied his 
hysteria formulation clearly to visceral di- 
seases, although other workers have. For 
example, Garma(6) has now suggested a 
libido theory formulation with some Klein- 
ian modifications in his hypothesis about 
the causation of peptic ulcer, in which ulcer 
is explained as the result of the symbolic 
bite of the patient's gastric mucosa by his 
introjected hostile mother. 

Most of these aforementioned "specific" 
approaches, which clearly suffer from the 
uncritical application of inappropriate psy- 
chological concepts, have been displaced in 
acceptance and popularity by Alexander's 
much more sophisticated but still contro- 
versial specificity theory(1), which has 
its conceptual roots in the amalgamation 
of the best of Freud's, Cushing's and Can- 
nons work(7, 8). Alexander suggests that 
specific typical unconscious conflict situa- 
tions result in specific diseases by virtue of 
the following mechanism, presented in a 
very simplified form. He believes that a 
specific conflict situation will arouse anxiety 
in a particular patient. The anxiety, which 
in psychoanalytic theory is regarded as a 
signal of danger to the patient's ego, then 
Sets in motion a series of specific uncon- 
scious psychological reactions which in- 
volve characteristic psychological defenses 
and regressive phenomena. Alexander be- 
lieves that specific emotional reactions have 
specific parasympathetic and/or sympathet- 
ic concomitants, which affect specific vis- 
ceral organs. The excessive autonomic- 
organ innervation caused by the chronic 
tension of repressed conflicts may lead to 
disturbance in function, which may eventu- 
ally lead to organic pathological changes in 
susceptible individuals. 

Thus, for example, blocking of depend- 
ency needs in adult life in a patient with 
& passive-dependent character structure 
causes anxiety, with a resultant specific 
defensive regression to an infantile oral 
state. The discharge of "psychic energy" 
through the parasympathetic nervous sys- 
tem is associated with increased gastric 
acid secretion. If chronically aroused, this 
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concomitant vegetative pattern may lead to 
peptic ulcer in susceptible individuals. 
Alexander's studies have been criticized 
on theoretical as well as experimental 
grounds. First, theoretically Alexander dis- 
counts the role of the voluntary nervous 
system in the genesis of psychosomatic di- 
sease ; second, he has assumed as fact cer- 
tain hypothetical and questionable psycho- 
analytic concepts and has proposed a series 
of fixed unconscious conflictual constella- 
tions as causative factors in various di- 
seases ; third, he assumes that certain psy- 
chological conflicts or stresses have specific 
physiological concomitants. This latter 
point has been experimentally challenged 
and represents an example of the concep- 
tual confusion resulting from mixing con- 
cepts from two levels of description. 
Although there is some validation of 
Alexander's studies, there has been con- 
siderable disagreement on whether it is 
possible to demonstrate the same specific 
conflicts in all cases of the same disease. It 
is also questionable whether the conflicts 
postulated for one disease differ from those 
associated with others. In other words, it 
has not been possible up to this time to 
predict disease from conflict, or vice-versa. 
In addition, it is highly doubtful whether 
specific psychological conflicts can be cor- 
related clinically or experimentally with 
Specific physiological vegetative changes. 
Alexander's views have received signifi- 
cant support from several hundred case 
histories reported in the literature as well 
as from the fine and continuing experimen- 
tal studies of Mirsky(9). The latter investi- 
gator has demonstrated that gastric secre- 
tory activity is paralleled by the excretion of 
uropepsin in the urine and has therefore 
been able to correlate stomach activity with 
à variety of psychological stimuli which 
have been interpreted psychoanalytically. 
He concluded from his studies that there 
Was a positive relationship between aug- 
mentation of uropepsin excretion, and hence 
gastric activity, and the mobilization of oral 
dependency wishes in various subjects. If 
true, this finding would support Alexander's 
theoretical views particularly in reference 
to peptic ulcer pathogenesis. However, it is 
important to note that there are many dis- 
Senting opinions about the interpretation 


of the psychological data presented by | 
many of the aforementioned supporting 
investigators. E 
Thus, even though Alexander's theory of — 
the typical unconscious conflict remains a _ 
major theoretical force in the psychoso- 
matic field, it is at this time a basically un- _ 
validated hypothesis resting on unvalidated 
underlying assumptions. sym 
The nonspecific theoretical approaches to 
psychosomatic medicine include the theo- b 
ries of Wolff, Mahl, Selye and various - 
animal experimentalists such as Liddell | 
and Gantt. Their approach rests on the as- — 
sumption that there is no correlation be- | 
tween the type of psychological stress and 
the nature of the organ selected for the | 
disease. E 
In general, the work of this group is not 
rooted in psychoanalytic theory. Therefore, — 
although the resultant formulations may 
suffer from a limited insight into some psy- 
chological complexities, they gain the ad- — 
vantage of being unhampered by unvali- — 
dated and often misleading assumptions. — | 
Among the outstanding experimentalists V9 
of the so-called nonspecific group are Hi iE 
old Wolff(10) and his associates at the — 
Cornell Medical College. Wolff's main con 
tribution to the field of psychosomatic _ : 
medicine is the application of the experi- 
mental method to the study of the physio- 
logical and pathological functioning of vari: 
ous bodily organs and the correlation of - 
these functions with various types of psy- . 
chological stimuli, Using laboratory and | 
clinical experimental techniques, he has - 
amply demonstrated physiological and * 
pathological changes in various organs and — 
systems—notably the stomach(11), the. 
colon(12), and the nasal mucosa(13). 
under emotional stress as well as during or- — | 
dinary life situations. The changes he de- . 
scribes generally involve variations in the. 
swelling, vascularity, and motility of vari- 
ous viscera, and it is assumed that these > 
changes are the logical precursors of po- - 
tentially permanent pathological changes - 
which constitute psychosomatic disease, He — 
describes, for example, two variations of 
physiological change in the gastrointes- 
tinal and respiratory mucosa, namely, hy- . : 
perfunction and hypofunction in the vascu- 
lar and secretory activity. In general, emo- 
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tions such as hostility are associated with 


physiological overactivity, while fear and 


sadness involving a feeling of withdrawal 
- are accompanied by diminished physiologi- 


— cal function. The character of the conflict 
' evoking these emotions, although not 


specific for any particular illness, is specific 

- for the individual patient and has its roots 

in the events of his sociopsychological de- 
velopment. 

More recently, Wolff has concluded that 

psychosomatic disease is a result of at- 


- tempts of the total organism to protect it- 


self against psychogenic stress in the form 
- of threatening symbols or situations. In in- 
terpreting his data, Wolff suggests that 
. many of the physiological changes de- 
scribed above, although originally uncondi- 
tioned protective reaction patterns and re- 
sponses to noxious physical stimuli, may 
later become conditioned to noxious psy- 
chological stimuli. He further suggests that 
.the resultant physiological reactions ulti- 
mately also acquire symbolic psychological 
meanings; for example nasal hyperemia 
associated with nasal obstruction represents 
a "shutting out—shutting in pattern" of non- 
participation in stressful life situations. 
Wolff has been criticized as naive in his 
selection and interpretation of psychologi- 
. eal data. Margolin(14), typifying the psy- 
choanalytie approach, feels that Wolff has 
failed to take account of important “un- 
. conscious” psychological data and has 
. dealt with the behavioral aspect of his 
- correlations on too superficial a level. We, 
on the other hand, tend to agree with most 
of Wolfs work, which we believe includes 
. some very important basic contributions to 
- the field, but we differ with his recent con- 
- clusion that psychosomatic disease is pro- 
_ tective, defensive, and symbolic in nature. 
We shall clarify this point when we present 
- our own theoretical approach. 
... Other workers in this nonspecific group 
_ have demonstrated various possible mech- 
anisms by which psychologically induced 
stress may cause organic disease in man 
and animals. Selye(15) feels that the hypo- 
physeal-adrenocortical axis responds to 
- Various types of physical and psychic stress 
- with hormonal changes which can ulti- 
. mately cause a variety of organic diseases, 
Tm as rheumatoid arthritis and peptic 
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ulcer. Selye views such diseases as a side 
product of the body's attempt to adapt to 
stress from any source. 

Mahl(16), an experimental psychologist 
with a learning theory conception of be- 
havior, has studied the effects of chronie 
unrelieved anxiety in men and animals and 
has found that gastric hydrochloric acid 
production increases under such circum- 
stances. Since such acidity is a precursor | 
of peptic ulcer, he had concluded that | 
chronic anxiety, derived from any source 
whatsoever, is the variable intervening be- 
tween the behavioral and physical events 
involved in psychosomatic illness. 

Other animal experimentalists, such as 
Gantt(17) and Liddell (18), have success- 
fully produced a variety of psychosomatic 
symptoms, e.g., certain respiratory condi- 
tions, in animals, by experimentally cre- 
ating stressful situations and inducing con- 
flicts. Since it can be assumed that animals 
do not have man's capacity for symbolic 
thought, and since they nevertheless dem- 
onstrate psychosomatic phenomena in re- 
sponse to psychogenic stress, one wonders 
whether it is necessary or practicable to 
postulate the operation of specific psycho- 
logical conflicts, which can hardly be mean- 
ingful to an animal, in the etiology of such 
disease. 

Our own theoretical predilection lies 
along nonspecific lines(2). We believe that 
as long as a patient can deal with unpleas- 
ant emotions and with the anxiety engen- 
dered by his conflicts by means of various 
psychological defenses and mechanisms, 
there will be no abnormal psychogenic 
physical functioning nor resultant psycho- 
somatic illness. If, however, a patient's psy- | 
logical defenses are inadequate to reduce j 
his excited or anxious state, so that he is 
left in a chronic state of emotional tension, 
then a variety of psychosomatic diseases 
may be produced in constitutionally sus- 
ceptible individuals as a result of the phys- 
iological concomitants of chronic tension. 
According to this view, many psychoso- 
matic diseases are a consequence of the 
breakdown of psychological defenses. It 
should be added that we do not consider 
the aforementioned mechanism to account 
for all instances of psychosomatic illness ; 
other mechanisms, such as conditioning, 
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may play a role in certain diseases. Nor do 
we believe that there is sufficient evidence 
to indicate that the nature of the psycho- 
logical stimulus setting off the emotional 
tension determines the type of disease that 
develops. The problem of “organ selection,” 
ie., what accounts for the type of disease 
suffered by a particular patient, is unsolved 
as yet. Interesting work by Malmo(19) 
suggests that constitutional factors may be 
the prime determinants of orgam selection 
in psychosomatic disease. 

A criticism that has been justly leveled 
against the nonspecific theorists is that 
their approach is too general : they say, in 
effect, that a person is nervous and that 
this makes him sick. The object, however, 
is to use modern psychodynamic and psy- 
chopathological concepts in order to define 
more precisely what the etiological factors 
in psychosomatic disease are. Alexander, in 
criticizing Mahls use of the concept of 
chronic anxiety as a causative agent in psy- 
chosomatic disease, notes that he too recog- 
nizes the importance of anxiety, but, where- 
às Mahl believes that the physiological con- 
comitants of anxiety cause psychosomatic 
disease, Alexander believes that it is anxiety 
Which triggers off a series of psychody- 
namic processes which terminate in psycho- 
somatic illness. The controversy seemingly 
is a semantic one, hinging on the meaning 
of anxiety. It goes deeper, however. The 
Psychoanalysts generally feel secure in 
their complex conceptualization of the 
Psyche and try to correlate physical events 
with specific but highly theoretical psycho- 
logical events, The other group of theorists, 
on the other hand, believe that psychologi- 
cal knowledge has developed to a point 
Where only the most general correlations 
are possible. 

Many workers recognize the limitations 
in the current state of knowledge and 
theory of psychosomatic medicine and have 
Suggested that a multidisciplinary approach 
might facilitate progress in this field. 
Among these are Galdston(20) who be- 
lieves that psychoanalysts tend to concen- 
trate excessively on the psychological REC 
Pects of the problem. Grinker(21) and his 
Co-workers have suggested a "field theory 
in which they advocate that in psychoso- 
matic medicine one must appraise all fac- 
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tors, external and internal, past and present, 
that bring their influence to bear upon the 
patient and represent a disturbance of his 
homeostatic equilibrium. Grinker would 
have investigators of different disciplines, 
e.g., sociology, physiology, psychology, etc., 
study the same disease at the same time 
using their own frame of reference, Grinker 
contends that “most psychiatrists, psycholo- 
gists or social scientists are too deeply 
specialized and immersed in their own 
disciplines to be able to observe accurately 
the relationships or bridges to other dis- 
ciplines involved in studying co-variables. 
Each should indicate when and where his 
observations lose their sharpness and when - 
other specialists at different positions in 
the total field are necessary" (21). 
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- We have outlined, for the sake of sim- - 
plicity, 3 groups of psychosomatic theorists. — 
One assumes that the psychological make- | 
up of the individual and the character of - 
the psychological trauma determine the - 
nature of organic illness. Another group | 
believes that the structure of the patient's — 
personality and the nature of his conflicts - 
and psychological trauma have no direct - 
bearing on the type of organic pathology — 
he will develop. They assume that any kind | 
of psychological stress may be associated - 
with a pathogenic physiological concomi- — 
tant leading to organic disease, the nature - 
of which depends probably more on the - 
physical than on the psychological make-up | 
Of the individual The third group is not - 
really worthy as yet of being characterized | 

as a theoretical group. It consists of those - 
who object to the lack of validation of the | 
intellectually attractive specificity theories — 
and yet are dissatisfied with the overgener- 

alized nonspecific theories. These theorists - 
are using the "shotgun," or multidiscipli- 
nary, approach in an attempt to clarify the 
complex problems of phychosomatic med 
cine. 

You may well ask, where does this leave 
me? That, we suggest, depends on Ld 


aims and the level of your interest. For - 
example, it is important for the nonpsychia- 
tric medical practitioner to be aware ofthe | 
existence of the psychosomatic relationship 1 
and of the the fact that different opinions 4 
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about etiology exist. Each patient should 
- be treated as an individual, and no formula 
Or set treatment regimen can as yet be 
applied to any particular problem. When 
treating an ulcer patient, it would in our 
‘opinion, be unwise to assume that he is 
therefore dependent and has problems in 
this area; what is important is to attempt 
to diminish his anxiety level in any way 
- that will work uniquely for him. 
_ The same general attitude ought to be 
taken by the psychiatrist. He will probably 
have a tendency to espouse a psychoso- 
‘matic theory consistent with his particular 
psychiatric orientation ; this is constructive 
so long as it gives him a useful frame of 
eference in working with patients. He 
should, however, be sufficiently flexible to 
be aware that he is dealing with theoretical 
. constructs, not with proved facts. He 
- should also be aware that his interpreta- 
y tions and psychotherapeutic manipulations 
- may have profound physical effects on his 
- psychosomatic patients and may seriously 
. affect the course of the organic phase of the 
- disease process. 
. And lastly we come to the “egghead,” the 
. "theoretical psychosomaticist.” He should 
. not be at all discouraged by the disagree- 
. ments and the contradictions; to the con- 
. trary, he should thrive on them. There is a 
. great joy in working on untrodden soil, es- 
. pecially when that soil is of as much intrin- 
sic interest and importance as psychosomat- 
. ic medicine. We are faced with a myriad of 
, unknown phenomena and imperfectly 
understood relationships. As each theory is 
_ proposed, it should be scrutinized under 
the harsh and impartial light of the scien- 
tific method, which demands rigorous proof 
and validation, 
. We find it stimulating to work amidst 
Such mystery, and rather than finding the 
. lack of conclusiveness distressing, consider 
„it one of the personal attractions offered by 
uu field of psychosomatic medicine. 
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DEVELOPMENTAL AND SEXUAL FACTORS IN WOMEN : 


A COMPARISON BETWEEN CONTROL, NEUROTIC - 
AND PSYCHOTIC GROUPS! ee 


GEORGE WINOKUR, M.D., SAMUEL B. GUZE, M.D. 
AND ERIC PFEIFFER, A.B.? 


As part of a larger study on the occur- 
rence of noctumal orgasms in female psy- 
chiatric patients and controls, some obser- 
vations were.made on a number of symp- 
toms which are frequently thought to in- 
dicate psychiatric disorder. Data were 
gathered on the history of such phenomena 
as sleep walking, enuresis, dyspareunia, fre- 
quency of orgasm and dysmenorrhea, and 
the groups were compared on the basis of 
these data. From the comparisons it is 
possible to discern more clearly than be- 
fore the prognostic significance of develop- 
mental factors such as enuresis and som- 
nambulism and to determine the signifi- 
cance of sexual factors in psychiatric illness, 


SUBJECTS AND METHODS 

A structured interview was held with 
100 female non-psychiatric patients from 
medical and surgical clinics. In order to 
control for psychiatrie patients in this 
group, a subject who gave a history of 
having had any psychiatric therapy or of 
having taken “nerve medicine" was dis- 
carded from the study. From psychiatric 
Clinics, 50 females with the diagnosis of 
à neurosis and 50 females with the diagnosis 
of a psychosis were obtained and were 
subjected to the same structured interview. 
All interviews were performed by the same 
Person. All subjects were white and all 
neurotics and controls were seen either 
in the Washington University Clinics or 
the clinics of the St. Louis City Hospital, 
thus controlling for socio-economic status. 
Most of the psychotics were seen in the 
clinics but a few were interviewed during 
their stay as ward care patients in the 
Renard Hospital or the St. Louis City Hos- 
Pital. The mean ages for each group were 


, ! Read at the 114th annual meeting of the Amer- 
an Psychiatric Association, San Francisco, Calif., 
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-the marital data (Table 1). 


at 
N 
as follows: psychotics 42.8, neurotics 420 — 
and controls 38.9 years. The diagnoses of | 
the psychotics were schizophrenia 64%, - 
psychotic depression 12%, involutional de- al 
pression 12%, manic-depressive depressed | 
4%, manic-depressive manic 4% and paranoid | 
state 4% The diagnoses of the neurotics 
were obsessive compulsive 2%, anxiety re 
action 42%, hysteria 24%, reactive depressic 
20%, hypochondriasis 4%, phobic reaction 2%, 
mixed psychoneurosis 4%, and immatur 
personality 2%. The controls had a variety 
of medical and surgical disorders, 3 
As psychiatric illness largely manifests 
itself in disturbed interpersonal relation- 
ships, it is of note that not only were th 
groups differentiated on the basis of 
psychiatric diagnosis but also in terms 


TABLE 1 j 
MARRIAGE DATA (AT TIME OF INTERVIEW). 
sbeas Married “Divorced Widowed. Si 
Control 100 73% 1796 9% 
Neurotic 50 48% 28% 
Psychotic 50 56% 30% 


Chi square analyses indicate that 
tween the control and neurotic groups a 


the differences in being married at the time 
of the interview are reliable. beyond th 
.01 and .05 levels of confidence respectively i 


RESULTS . VO 
The results will mainly be presented in | 
the form of tables which are self ex 
atory. | 
Dreams: In an inquiry as to wh 
the subjects dreamed frequently, oc 
ally or never, it was found that whereas 
38% of the neurotics dreamed frequently 
as opposed to 24% of the psychotics and 25% 
of the controls, this was not a significant 
differentiating factor. The differences in 
the groups between the occasional dream. 
ers and those who never dreamed were 


even smaller. j 
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- Enuresis ; This developmental factor was 
defined as having wet the bed outside of 
pregnancy after the age of five. An effort 
was made to determine when the enuresis 
had stopped in each patient answering in 
the affirmative. Table 2 shows the results. 
TABLE 2 


(ENURESIS) 
No.of Enuresis History. Me T 
Subjects ar Present of Enuresis of Cessation 


100 196 1596 (n— 
50 096 1896 (n— 
50: 2% 14% (n= 6) 9.7 


Somnambulism : This symptom was de- 
as ever having walked in sleep. 


TABLE 3 


(SOMNAMBULISM ) 
No.of Somnambulism ^ History of 


Subjects at Present Somnambulism 
Control 100 2096 
Neurotic 50 4% 26% 
Psychotic — 50 0% 6% 


- Chi square analyses using the Yates cor- 
_ rection for continuity were performed for 
. the 3 groups on the presence of somnam- 
- bulism in the history. Psychotic-neurotic, 
- P<.02; psychotic-control, P<.05, 

= Menopausal Symptoms : In those women 
_ who had attained the age of menopause 
an effort was made to determine whether 
they had had any symptoms referable to 
the menopause. Mainly, the symptoms were 
nervousness and hot flashes. 


TABLE 4 
(MENOPAUSAL SYMPTOMS) 
Post menopausal 
No. Post-menopausal Without Symptoms 
35 18 5196 
27 17 6306 
25 12 5206 


s Chi square analyses revealed no reliable 
- differences between any of the groups. 
-~ Miscarriages and Pregnancies : 


YN TABLE 5 
(MISCARRIAGES) 

1 No. of Miscarriages/ 
E Subjects. Pregnancies/Pt. Pregnancies 
. Control 100 4.06 450 
Neurotic 50 3.42 .222 
. Psychotic 50 3.02 211 
M 


Ej. Chi square analyses as regards the pre- 


. Sence of a miscarriage in a pregnancy reveal 


ui 


the following:  neurotics vs. controls 
P<.05 ; psychotics vs. controls .10>P>.05. 

Dysmenorrhea and Dyspareunia: The 
frequency with which the complaint of 
having or having had pain with menstrua- 
tion occurred is seen in Table 6. The mem- 
bers of each group were also compared as 
to whether they had had pain on inter- 
course. 


TABLE 6 
(DYSMENORRHEA AND DYSPAREUNIA) 
No. of % with % with 
Subjects „Dysmenorrhea Dyspareunia 
Control 100 50% 15% 
Neurotic 50 64% 20% 
Psychotic 50 50% 18% 


No reliable differences were noted. 

Frequency of Orgasm: An inquiry was 
made as to whether the subjects had 
orgasm and how frequently, The groups 
were compared as regards the number in 
each group who experienced orgasm about 
25%, 50%, 75% and 100% of the times they 
had intercourse. 

There are no reliable differences between 
groups. 

Frequency of Intercourse: The indi- 
viduals of each group had the same fre- 
quency of intercourse except for the per- 
centages reporting such experiences less 
than once a week. Twenty percent of neu- 
rotics, 15% of controls and 38% of psychotics 
said such was the case. Chi square analyses 
comparing the psychotics against the con- 
trols and neurotics on the subject of this 
variable of infrequent intercourse reveal 
significances beyond the .01 and .05 level 
respectively. That this was not only due 
to the decreased marriage state of the psy- 
chotics is seen by the fact that the number 
of people in the neurotic group married 
at the time of the interview was even less 
than that of the psychotic group. 

Enjoyment of Coitus and Satisfactory 
Sexual Life: All subjects were asked 
whether they enjoyed coitus as much as 
their partner and whether they felt their 
sexual life was satisfactory. The former was 
clearly the more specific question. The re- 
sults will be seen in Table 9. The percent- 
ages refer to affirmative answers. 

No reliable differences were seen as re- 
gards the enjoyment of coitus. Chi square 
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TABLE 7 2 

(FREQUENCY OF ORGASM) 
No. of Subjects 25% 50% less than half 7596 10096 More than 3 
a half $i 
Control 100 27% 29% 56% 19% 25% 44% ; 
Neurotic 50 40% 16% 56% 6% 38% 446 
Psychotic 50 30% 20% 50% 10% 40% 50% 3 
$ vd 
TABLE 8 only driven the symptom underground. It — 
No.of Enjoy coitus as Sexual life e asserted that enuretic children have emo- — 
1 Subjects much as partner satisfactory tional problems and only rarely is enuresis . 
Controls 100 63% 7706 due to lack of training. If such statements - : 
Neurotics 50 5496 4696 were true one would expect to find a higher ^ 
Psychotics 50 62% 58% incidence of enuresis in psychiatric patients _ 


analyses reveal that in comparing the con- 
trols with the psychotics and neurotics on 
the subject of whether the sexual life was 
satisfactory, P values of less than .05 and .01 
were found respectively, 


DISCUSSION 


These data are interesting primarily be- 
cause of their significance as regards prog- 
nosis, clinical picture, and the nature of 
psychiatric illness, It would be difficult to 
interpret such findings as the increased 
incidence of miscarriages in neurotics and 
psychotics and the decreased incidence of 
somnambulism in psychotics without repli- 
cation and further investigation. The re- 
liable differences in the reporting of a 
satisfactory sexual life between controls 
and psychiatric patients is open to con- 
jecture as it was the impression of the 
investigators that an affirmative answer 
could mean one or all of three things, i.e., 
that the person was sexually satisfied, that 
the marriage was satisfactory or that the 
subject had had enough in the way of sex- 
ual relations and wanted no more, The 
remainder of the data, however, lends itself 
to clearer interpretation. 

Developmental factors such as somnam- 
bulism and particularly enuresis have long 
captured the imagination of the psychia- 
trist. A popular psychiatric text(1) indi- 
cates concern over the fact that bedwetting 
may be suppressed by various measures 
Without any attempt to deal with the 
Problem psychotherapeutically, and cau- 
tions that such cures have not improved 
the underlying psychopathology but have 


than in controls, particularly as the symp- 
tom of enuresis is such a common one. The _ 
present study indicates as do two others - 
(2, 3) that such is not the case. Although 1 
no attempt was made to define severity of — 
enuresis in terms of frequency, the profiles. 
of the groups were quite similar as regards — 
the age of cessation of the symptom. The — 
conclusion which can be drawn from our - 
data is that neither enuresis or somnam- 
bulism predisposes to psychiatric diff. 
culties. 

It has been said by some psychiatri 
that the failure to solve the oedipus com- 
plex is the factor on which future neurosis 
and psychosis depends(4). It is suggested — 
that oedipal conflicts manifest themselves | 
in disturbed adult sexuality. Some doubt - 
is thrown on the validity of this formula- | 
tion by the results of the present study. 
There is no reason to believe that groups - 
of neurotics and psychotics are at all to be — 
distinguished from controls by the variables | 
usually considered to indicate sexual ad- 
justment. The only exception to this is in 
the case of hysteria where previous work — 
indicates that sexual maladjustment is near- | 


for all 
serious question as to whether they have ~ 
any value at all in the recognition of psy- 
chiatric disorders in themselves. It appears 
that the best evidence of a psychiatric 
illness is the presence of a set of specific. 
psychiatric symptoms which are elicited in — 
the usual clinical manner rather than à - 
group of inferences based upon theoretical. . 
formulations of etiology and pathogenesis . 
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lead to inappropriate emphasis upon 
minatory phenomena. 5 


SUMMARY 

omparison of groups of controls, neu- 
rotics, and psychotics were made by means 
a structured interview. Developmental 
mptoms (enuresis and somnambulism) 
ore not noted to be harbingers of psy- 
c disease. Menopausal symptoms, 
ysmenorrhea, dyspareunia, frequency of 

sms and enjoyment of coitus did not 
tiate the groups. A higher incidence 
carriages was noted in psychotic pa- 
and a lower incidence of somnam- 
sm was seen in the psychoses. A signifi- 
y higher percent of psychotics had 
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intercourse infrequently, although in other 
sexual areas as noted above the psychotic 
group was like the others. 
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ON THE DYNAMICS OF THE MANIC-DEPRESSIVE PERSONALITY * 


ROBERT W. GIBSON, M.D.,? MABEL B. COHEN, M.D.,3 
AND ROBERT A. COHEN, M.D.* 


The primary goal of psychoanalytic 
therapy is the relief of the patients symp- 
toms and the promotion of further growth 
of his personality. However, data elicited in 
these intensive relationships have served a 
most important additional function; they 
have formed the basis for a theory of per- 
sonality development and of human rela- 
tions which may aid man in the greater 
realization of his potentialities. The prob- 
lem of generalizing from these data is 
complex. To what extent are the patterns 
of thought and behavior described in our 
patients characteristic of all other patients 
with the same clinical symptoms ? To what 
extent are they similar to those of normal 
individuals in our own and other cultures ? 
How do they compare to patients with 
other severe emotional disorders ? An im- 
portant criticism leveled at psychoanalytic 
data is that the sample is skewed, For ex- 
ample, a recent study(1) of the patients 
treated by psychoanalysts in the United 
States indicates that 60% are college gradu- 
ates, as compared to 6% in the general 
population. They tend to be predominantly 
middle class and upwardly mobile. Ade- 
quate studies with lower class patients have 
not yet been reported. There are a host of 
other problems which remain to be resolved 
before our theories can be validated. 

In this report we have attempted to make 
à contribution to some of these issues at 
several levels. Treatment of the schizo- 
phrenic patient, studies of his interactions 
with others, and of his family relationships 
have been the objects of considerable psy- 
choanalytic attention. This has led not only 
to the formulation of important principles 
in therapeutic technique, but also to an 
increased understanding of personality 
structure and dynamics—particularly of the 


1 Read at the 114th annual meeting of The Ameri- 
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tute of Mental Health, Bethesda 14, Md. 


vicissitudes of ego development. By re- 
examining the course of intensive psycho- 
therapy of a group of manic-depressive - 
patients, we hoped to delineate the special — 
problems of therapeutic technique posed 
by these individuals. Coincident with this — 
we tried to define some characteristic per- | 
sonality qualities, especially those which | 
seem to be quite different from those of — 
schizophrenic patients with whom we had | 
worked similarly. By studying the develop- — 
ment of the transference-countertransfer- - 
ence relationships and by considering such _ 
events of their early life experiences as — 
they seemed to have in common, we postu: 
lated some tentative ideas as to the possible 
relationships between intrapersonal forces | 
and early familial and other environmental - 
experiences which might account for "e 
type of personality development we had ob- — 
served. Finally, having defined those - 
qualities which our group of intensively 
treated patients appeared to have in com- 
mon, one of us who had not participated — 
in the original study examined a series of 
case histories of manic-depressive patients — 
from a large state mental hospital to de- 
termine which of the original observations 
seemed to apply also to this different pop 
ulation, a 
In this paper we shall briefly summarize ~ 
the findings of the two studies and then — 
discuss some of their therapeutic and | 
theoretical implications. And finally, we 
raise some of the questions which must be ~ 
answered through further research. B 
The first study(2) was done on a group 
of 12 cases of manic-depressive psychosis 
who were, or had been in intensive psyc o- 
analytic psychotherapy for periods ranging 
from 1 to 5 years. Nine of these cases we 
reviewed in a research seminar which me 
twice monthly for a period of 3 years. Sub 
sequently, these reports were restudied for — 
2 more years, together with material from 
3 other patients currently in treatment. — Em. 


THE MANIC-DEPRESSIVE PERSONALITY. E! 
In brief summary, the personality pu 
; HL Sam 


- terns of the manic-depressive patient which 
impressed the seminar group as being most 
conspicuously related to difficulties in ad- 
~ justment and ultimately to the development 
of the psychosis were : 

____1. The patients’ dependency drives; 2. 

_ The extreme difficulty in dealing with feel- 
_ ings of envy and competition ; 3. The com- 
_ mon use of denial as a defense, there being 
- à notable lack of subtlety, and of awareness 
__ of their own or of the feelings of others in 
_ their interpersonal relations; and 4, The 
- almost total orientation of values in terms 
- Of social convention and of what others 

think. 

Our findings supported those of Freud(3, 
D), Abraham(5), and others that a frequent 
_ Precipitating event in the psychosis is the 
— loss of a love object. On studying the nature 
of the patient's relationship with the object, 
it was found to be an intensely dependent 
One. The patient had sacrificed his own 
“maturity and self-sufficiency ; his gratifica- 
tion and security seemed to rest on his 
Success in gaining the approval of the 
í Object by gratifying the other's needs and 
— desires. Coupled with this dependency was 
. an extreme degree of envy and competitive- 
. ness not only toward potential rivals but 
- also toward the highly-valued object. The 
. experience of envy directed toward others 
. was associated with a fear of being envied 
.. or of being in an enviable position, with the 
. result that achievement of dependent striv- 
ings was invariably associated with fecl- 
_ ings of vulnerability and danger. 

This complex of dependency drives and 
envious fear of others was almost totally 
. Out of awareness. In many patients it was 

covered by a superficial, apparently affable 
relationship with a large circle of acquaint- 
. ances; in others it was expressed in an 
Over-conscientious, martyr-like integration 
with the important person. In the service 
_ of the successful maintenance of this de- 


. conscious appreciation for, empathy and 
- psychological feeling. The patient seemed 


À meaning and 
significance of his experiences with others, 
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both in terms of his own feelings and the 
manifest expressions of the attitudes of his 
associates. Nevertheless, although they 
were not consciously aware of their envy, 
competitiveness, and dependent strivings, 
on a behavioral level they seemed to take 
such factors into account, and so manipu- 
lated the important figures in the environ- 
ment that they were often temporarily 
successful in achieving gratification. 

For example, such a patient might at- 
tempt to mobilize another into helpful ac- 
tion by means of an indirect request. The 
problem is laid before the other in such a 
manner that not offering to step up and 
perform the desired action seems at the 
least ungracious and at the most downright 
harmful to the patient. Thus one patient 
while on an out-of-town assignment desired 
to change jobs and believed that his analyst 
could use influence to bring about the 
hoped-for change. He wrote a letter out- 
lining the prospects but without making 
any request for assistance, A non-committal 
reply by the analyst was promptly followed 
by a renewal of depressive symptoms. Sub- 
sequent discussion of the sequence brought 
recognition to the patient of his covert ex- 
pectation that the analyst would make the 
new job possible, his feelings of anxiety and 
rejection when this was not done, and the 
subsequent depression. Supporting the im- 
pression of the causal relationships in this 
sequence was the lifting of the depression 
after it was reviewed. 


EARLY PARENT-CHILD RELATIONSHIPS 


A comparison of the inner experiences, 
as reported in psychotherapy, of the manic- 
depressive patient with those of the schizo- 
phrenic during periods of intense anxiety 
led us to hypothesize that the manic-depres- 
sives early anxiety experiences with the 
mother interfered with his succeeding in 
very young childhood in integrating his 
concepts of the good mother and bad 
mother into a single person. This kept him 
dependent and suppliant to an ambiva- 
lently-viewed object who would be good 
and rewarding to the extent that the child 
conformed, but tyrannical and condemning 
whenever he acted independently, This was 
in contrast to the schizophrenic who failed 
to develop a self clearly differentiated from 
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the other. While both relationships can be 
considered dependent, the quality of the 
dependency is different. The schizophrenic 
ego is relatively weaker, his concept of 
self more tenuous. In moments of panic 
his ego boundaries appear to dissolve; he 
has the greatest difficulty in distinguishing 
between himself and objects, and desper- 
ately struggles to maintain his own identity 
by such mechanisms as withdrawal or pro- 
jection. The manic-depressive, on the other 
hand, has a sturdier ego, and distinguishes 
more clearly between himself and his ob- 
jects. However, he is equally dependent, 
and attempts to manipulate the object in 
order to find acceptance by it and to ac- 
quire, if possible, exclusive possession of it. 


THE PSYCHOTIC ATTACK 


The prepsychotie person with a manic- 
depressive personality can be thought of as 
living in an equilibrium in which there is 
enough gratification of his dependency 
needs to minimize his anxiety, his fear of 
abandonment, and his competitive envy of 
others. This equilibrium can be threatened 
by a variety of life situations : the object 
may be factually lost by death ; there may 
be a change in relationship merely by 
change in circumstance; the object may 
rebel at the dependency relationship and 
refuse to continue his role; some circum- 
Stance of success on the part of the patient 
. may alter his relationship with the object 

and arouse his fears of being envied; or 
some outstanding success of the other's may 
also threaten the dependency and arouse 
the patient's envy. 

When the depression comes on, it seems 
to be an exaggeration and intensification of 
the habitual personality patterns. When the 
dependent equilibrium is disrupted, the pa- 
tient uses depressive techniques—suffering, 
self-reproaches, and complaints—in an effort 
to elicit the desired response. These become 
offensive to the other, who as a consequence 
responds even less; the patient redoubles 
his efforts and receives still less. Finally he 
loses hope and enters into the psychotic 
state where the pattern of emptiness and 
need is repeated over and over in the 
absence of any gratifying relationship. Dur- 
ing the depressed phase, the patient carries 
on a chronic, largely fantastic acting-out of 
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the pattern of dependency. He addresses 
his complaints and appeals for help to his 
previous object, though now chiefly in. 
fantasy, and in addition rather indiscrimi- 
nately makes his appeal to hospital person- 
nel or others in his immediate environment. 
The appeal is highly stereotyped, however, 
and the efforts of relatives, doctors, nurses, 
etc., bring no comfort. The patient is unable - 
to establish a constructive working rela- 
tionship with his therapist for 2 main rea- _ 
sons : first, he does not see a realistic goal - 
to strive for, since he is immersed in his 
repetitious efforts to attain the much-valued 
dependent relationships; and second, the — 
therapist is not recognized by him as a real 
person with whom a reliable working rela- — 
tionship can be established. Much time is — 
spent in fruitlessly going over the stereo- 
typed list of fears, self-reproaches, and 
complaints. ; 
Our experience has been primarily with 
the depressive attack. Our limited experi- | 
ence with the manic attack leads us to agree 
with Freud, Lewin(6) and others that ma- 
nic behavior can be understood as a defense - 
against the basic depressive pattern. It 
represents the patients efforts to escape 
from the unbearable feelings of isolation 
and emptiness of the depressive state. 
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THERAPEUTIC TECHNIQUE 
In the light of this picture of the dy- - 
namics of the manic-depressive and also 
as the result of their experience in therapy, 
the research group developed some con- 
cepts of techniques of treatment. It was. 
noted that most of the group found psycho- 
therapy with these patients quite difficult. | 
This was partly on the basis of frustration 
and helplessness in establishing a communi- - 
cative relationship, and partly due to the | 
irritation and counter-aggression which the - 
patient's demands and denials aroused. De- 
spite these difficulties, however, the group P 
found that therapy showed some promise, 
and particularly that as they gained experi- - 
ence, the therapists’ feelings of helplessness — 
and defeat grew less. The concensus was 
that the chief therapeutic problem was that Fr 
of breaking through the barriers to a com- — | 
municative relationship set up by the pa- 
tient's conventional stereotypes and denial k. 
of emotional meanings in his interactions. : 
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Various methods were advocated for 
ieving this break-through, many of 
which were related to the personality of 
the therapist. Regardless of the specific 
manner of approach, a general attitude of 
active involvement with the patient was 
thought desirable, in contrast to the more 
passive attitudes appropriate in treating 
neurotics. However, it was agreed by all 
‘that the active involvement must also 
E^ with it an equally active refusal to 
BE manipulated into the position of meet- 

ing the patient's dependency needs. Should 

this occur, the patient will merely be re- 
-peating his pre-psychotic pattern with a 
new object. There is also the danger that 
_ the therapist, having drifted into the posi- 
- tion of being the source of the patient’s 
dependent gratifications, will eventually 
free himself from this entanglement by 
withdrawing from or rejecting the patient. 
In our experience, the dangers of suicide 
J were greatest when the patient felt un- 
related; even a hostile integration with 
. another seemed to lessen this risk. The 
- patient's sense of his own importance or of 
- his meaningfulness as a person may be 
. promoted by the therapist's attempt to con- 
vey to him some of the therapists own 
feeling attitudes. Even negative responses 
_ to his destructive attitudes or his manipu- 
lative attempts may be usefully expressed 
nim if they are genuinely and warmly 
felt. 


. EARLY LIFE HISTORY 
| GROUND 
Having developed this working model of 
| the manic-depressive personality, the pa- 
tients’ early life histories were scrutinized 
for the kinds of experience and types of 
relationship which might have contributed 
to the establishment of such patterns. The 
family histories, as reconstructed. during 
treatment, were examined for elements 
. common to all or most of them; An effort 
was also made to establish that such ele- 
ments were unique ; that is, that the par- 
ti patterns of interaction did not occur 
in the family history of the schizophrenic 
Or neurotic patient. As will be discussed 
later, it is highly speculative whether such 
a characterization can be made, In any 
event, the most consistent observation made 
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in all 12 histories was that each family was 
set apart in its social environment by some 
factor which singled it out as different. 
This varied from racial to economic dif- 
ference or to difference resulting from men- 
tal illness in a parent. All the families felt 
this social difference keenly and reacted to 
it with attempts to maintain or raise the 
familys prestige by excessive and literal 
adherence to conventional standards of 
proper behavior. The patients, as children, 
were used as instruments for attaining pres- 
tige. The child conceived of his worth as 
being proportional to the degree of his 
Success in being conventionally good. He 
came to fear that family catastrophe would 
result from lack of conformity, and that he - 
would be completely rejected and aban- 
doned in such a circumstance. This empha- 
sis on material and conventional success 
Was associated with strong competitive 
feelings toward others who were seen only 
as rivals or as objects whose favor was to 
be sought. The competitive feelings were 
accompanied by equally strong feclings of 
envy. 

A less consistent observation in the ma- 
jority of our cases was the finding that the 
mother was the more driving and ambitious 
parent, while the father was relatively in- 
effectual and—even more important—was 
blamed by the mother for the family’s dif- 
ficulties. In such a situation the child came 
to depend upon and fear the mother, while 
finding the father warmer but also less 
reliable. This led to identity problems as 
well as to those which arise from incon- 
sistencies in the authority figures. 

It was felt that these findings from the 
group of patients studied by intensive psy- 
chotherapy should be checked by the in- 
vestigation of a larger number of patients 
and of a control group where the data had 
been collected in the course of less intensive 
psychiatric evaluation. We are greatly in- 
debted to Dr. Winfred Overholser and 
members of his staff for their assistance and 
cooperation in allowing one of the authors 
to carry out the second part(7) of the 
study at St. Elizabeths Hospital in Wash- 
ington, D. C. The patients in this group 
differed from the original group in that 
they were from other social classes, al- 
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though the social status was not precisely 
defined for any of them. 

A careful study was made of the family 
relationship patterns and early life experi- 
ence of 27 manic-depressive and 17 schizo- 
phrenic patients. Only those patients were 
included in whom an unequivocal diagnosis 
could be made ; an additional requirement 
was the availability of relatives to supple- 
ment the information contained in the hos- 
pital records. Social workers obtained de- 
tailed histories from all informants, special 
emphasis being given to those aspects of 
the history related to the hypotheses de- 
rived from the first part of the study. 

In order to evaluate the information 
uniformly, a questionnaire was designed in 
which all the findings of the research group 
pertaining to family background were 
stated in the form of 16 questions. By rating 
the historical data according to this ques- 
tionnaire, it was possible to determine how 
closely a patient's. history corresponded to 
the pattern described by the research 
group. The reliability of the questionnaire 
was checked by comparing ratings made by 
several people independently, and by com- 
paring re-ratings made several months later. 
The reliability studies indicated that the 
ratings represented adequate, stable judg- 
ments, and that the technique of rating 
could be communicated to uninvolved re- 
search assistants. 

After all the data had been collected, 
comparisons were made between the two 
groups of patients from St. Elizabeths Hos- 
pital and the original group of 12 manic- 
depressive patients. Statistical evaluation 
indicated that there were only minor dif- 
ferences between the two groups of manic- 
depressive patients, but there were some 
highly significant differences between the 
manic-depressive and schizophrenic pa- 
tients. In their relations to the community, 
the families of the manic-depressives had 
made much greater efforts than the families 
of the schizophrenics to rise in social status 
and prestige. They showed greater concern 
for social approval, The patient was in- 
volved in this effort and concerned in a 
major way. He was often dealt with by his 
family as if he were an instrument for 
achieving social prestige rather than a per- 
son in-his own right. The incidence of envy 


and competitiveness was particularly high. 
Most often the patient had been the princi- 
pal object of this envy and had engaged in 
self-defeating behavior. The research group - 
had noted this self-defeating behavior and 
had interpreted it as a defense against the 
patient's own competitive strivings. | 
The research group had hypothesized | 
that the parents of manic-depressive pa- | 
tients would show a split, with the mother x 
being relatively cold, unloving but reliable, . 
the father warm, affectionate, and unreli- : 
able. No differences in this regard could — 
be found among the families of the 3 groups. 
studied. They had also hypothesized that — 
the manic-depressive would have grown up 
in a family where there was excessive dis- _ 
sension and great inconsistency with harsh | 
discipline alternating with over-indulgence. — 
In this respect, also, no significant dif- - 
ferences were found among the 3 groups | 
of patients. 3 a 
Thus, the study of the St. Elizabeth — 
patients supported: certain of the concepts | 
of the research group. The manic-depres- . 
sive can be distinguished from the schizo- _ 
phrenic in that he commonly fits this | 
pattern: he comes from a family where 
there has been special concern about social 
approval The patient has usually bo 
the brunt of the family's striving for social ` 
prestige. There is a background of intense 
envy and competitiveness. The patient has 
commonly been the object of this envy E 
within the family, and in later life-pre- | 
sumably to counteract this envy—has de- - 
veloped a pattern of underselling himself 
and of not utilizing his capacities at any- - 
where near their potential level. ‘ 


Discussion AND. SUMMARY Y 
We have suggested that two sets of - 


anxiety-provoking experiences occur; | 

The dynamics of interpersonal relation hips | 
between the family members. How much 
confidence can we place in the findings - 
which led to these hypotheses ? In the first — 
place, it should be emphasized that we - 
worked only with patients who actually — 
had a manic-depressive illness, and our | 
descriptions of the “manic-depressive per- — 
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sonality” apply to this group at times when 

- they were free from psychosis. For the most 

- part we worked on the depressive phase of 

En. psychosis, and gave only secondary at- 

tention to the manic attack. We do not 

- present any data on the much broader 

_ group of cyclothymic personalities. 

— Is it legitimate to emphasize the social 

- and psychodynamic factors in the develop- 

- ment and maintenance of these disorders 

. over and above the biological and. heredi- 

tary ? We do not deny, of course, that the 

behavioral manifestations of the illness are 

- mediated by physiological alterations. How- 

. ever, it is doubtful that genetic and biologi- 

- cal factors could so influence the develop- 

1 ment of interpersonal relations as to account 

. for the remarkably consistent dynamic de- 

scriptions of the personalities of these 

patients. Further, the fairly consistent 
family relationship patterns lend support 
to a primarily psychogenic theory. This 

. view is further strengthened by the fact 

_ that with successful psychotherapy the pa- 

. tient abandons his stereotyped pattern of 

. envious, competitive, manipulative depend- 
ency and moves into a more mature, inde- 

= pendent relationship. 

Nevertheless, it is clear that the family 
pattern as described could not be a suffi- 
cient cause for the patient's specific per- 
sonality development. Not all children in 
these families developed similar personali- 

_ ties; many of the patterns were also seen 
in families of schizophrenic patients. 
Further, it is characteristic of the American 

middle class generally, especially of upper 

- middle class families, that they have the 
Status consciousness and concern and the 
upward mobility which we have described 

for the families of our manic-depressive 
patients. Obviously, much more research 

- into family patterns is needed, in normals 
as well as in the various forms of mental 
disorder, in other cultures as well as in our 

. own, and in the epidemiology of mental 

- illness in the various social classes. 

. Despite these reservations concerning the 
reliability of our ideas about them, we be- 
lieve these family patterns may be in- 

- fluential in the genesis of the manic-de- 

pressive personality. Our work to date does 

not permit us to make a precise statement 
regarding the mode of action and inter- 
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mediate steps between the early environ- 
mental family influences and the manic- 
depressive illness. However, inferences 
drawn from reports of patients in psycho- 
therapy have led us to formulate some 
tentative hypotheses. 

As the child moves from the helplessness 
of early infancy to the more self-assertive 
and active phases of late infancy and child- 
hood, he will be increasingly exposed to 
the anxiety engendered by the family's 
needs for prestige and social conformity as 
well as to the conflictful situation arising 
out of envy and competitiveness. At this 
time the primary closeness based upon the 
identifications of early infancy will have 
diminished but the more mature closeness 
based on the ability to relate to others as 
individuals distinct from oneself will be 
in the most rudimentary stage. Thus the 
child could be expected to feel peculiarly 
alone and consequently vulnerable to any 
threat of abandonment. This particular 
sensitivity and vulnerability persists into 
adult life leading to a central conflict in 
the manic-depressive, It may also be that 
the repression of feelings and discharge of 
tensions vía the manipulative exploitative 
activity on the part of a parent may provide 
the child with a model which is later 
modified in his personality to a hypomanic 
way of life. In any given case there may be 
a wide variation dependent upon individual 
attributes of the infant that serve as stimuli 
to arouse anxieties in the parents. For 
example, age, sex, or physical appearance 
of a child may cause the parent to see the 
child as a hated sibling, leading to specific 
kinds of overexpectation and demands. 
Further, the quality of parent-child inter- 
action may be of specific importance. Thus, 
the mother-child relationship in schizo- 
phrenia has been described as symbiotic ; 
while in the manic-depressive we have 
visualized it as being less close, with the 
child serving a somewhat mechanistic role 
as his mothers instrument. Longitudinal 
studies of child development will make it 
possible to check the validity of such hypo- 
theses as these. All that we can offer in 
their support at present is that such re- 
constructions in the course of psychothera- 
Py appeared to have been instrumental in 


1959 | 


ROBERT W. GIBSON, MABEL B. COHEN, AND ROBERT A. COHEN ` 


1107 


the development. of a favorable change in 
the patient. 

Although we have stressed the impor- 
tance of environmental influences as 
mediated through the significant interper- 
sonal relationships, we do not deny that 
differences in drive intensity or innate ego 
strength may be thought of as determining 
what makes one person a successful extro- 
vert and another a manic-depressive. Pre- 
dictive description would have to go far 
beyond what is presently possible, in the 
direction primarily of the identification and 
quantitative appraisal of the resources of 
the personality. Possibly the character and 
degree of reaction to psychotomimetic 
drugs such as LSD-25 and the current 
studies of the responses to sensory depriva- 
tion might contribute to the problem of the 
assessment of ego strength—both in its 
defensive and integrative aspects. 

Finally, we believe that the methods 
used in this study have some merit. The 
seminar made it possible to review the 
data from a larger number of cases than 
can usually be reported in psychoanalytic 
therapy. By virtue of this review we found 
ourselves steadily narrowing the number 
of “positive” findings until at last we pro- 
posed those which we thought were most 


consistently present in the 12 patients. 
These were subjected to further screening 
by the survey of the larger sample and the - 
schizophrenic controls. This led to a re- 
vision of the description of the family 
relationship patterns and served to high- 
light those areas requiring more precise 
definition and inyestigation. It is to be 
hoped that further and more sophisticated 
elaboration of such cross-checking efforts . 
will help organize the great mass of valu- . 
able data which lies imbedded in every 
psychotherapeutic effort. 
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SYMPOSIUM ON SPACE PSYCHIATRY ' 


THE NATURE OF SPACE FLIGHT 


1 ROBERT L. WILLIAMS, M.D.? 


Historically the beginnings of space psy- 
chiatry and its parent, aviation or flight 
- medicine, go back as early as 1783 when 
the first manned flight of a free balloon 
- was made by the French apothecary de- 

Rozier. More recently, systematic study of 
- the medical problems of flight began during 

World War I when it became apparent 
- that failures of the man in the aircraft 
- were more of a problem than failures of 
- the machine. 

... Extension of these studies to the prob- 
. lems of flight beyond the earth's atmosphere 
- was formalized in 1949 when the Depart- 

- ment of Space Medicine was established at 
the School of Aviation Medicine at Ran- 
- dolph Field, Texas by Major General Harry 
- Armstrong, who was a pioneer in the field 
- of aviation medicine. 

The exact beginnings of research in 
_ the psychological and psychophysiological 
- problems of flight are difficult to date. How- 
— ever the literature of the past 38 years con- 
_ tains many references to these areas. In 
_ recent years laboratories have been set up 
_ to study these areas specifically. These labs 
- are to be found in many research centers 
_ and include governmental as well as civilian 
programs. 

We are often rather casual in our use 
of the terms "space flight" and “outer 
space" We should pause to consider their 
. meanings. Brigadier General M. S. White 
_ of the USAF Medical Service recently re- 
- viewed our progress at the World Congress 
_ of Aviation Medicine. A brief summary of 
- à portion of his presentation will be use- 
. ful(1). 

- . By use of the 48-inch mirror at the Palomar 
Observatory it is possible to obtain clear 
__ 1 Abstract of Symposium on Psychiatric Aspects of 
Space Travel, presented at the Southern Divisional 


Meeting of The American Psychiatric Association, 
Miami, Fla., Dec. 2, 1958. 
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photographs of heavenly bodies as far as a 
billion light years away. Remember that one - 
light year calculated at 186,000 miles per 
second equals a distance of 5.8 million, million 
miles. The Milky Way is the galaxy of which 
the earth's solar system is a part. The cone 
nebula can be seen with the more powerful 
200-inch Hale telescope, which can double 
the range of penetration into space to the al- 
most incomprehensible distance of two billion 
light years. If man could travel at the speed 
of light, he would not reach this area in the 
heavens for 20 million centuries. With our 
present concept of space and time, it is obvious 
that such a goal is unobtainable, This illus- 
trates how incorrectly we often use the terms - 
of “space” and “space flight.” 

Looking closer to the earth the nearest star, 
our sun, is only 8.3 minutes away at the speed 
of light, or 93,000,000 miles. A trip to Pluto, 
within our solar system, is 5X hours away at 
the speed of light, but 50 years away at our. 
presently possible supersonic speeds. 


It has been pointed out that in the future 
a new theory of relativity with a new ori- 
entation to space and time may permit - 
such exploration in our galaxy or to other | 
galaxies. At present and in the near future 
we will be concentrating on the small area — 
of our universe which may be reached. j 
Man has conquered atmospheric and space 
equivalent flight. The atmosphere extends 
120 miles out but about 99% of its mass is - 
within 20 miles of the earth. Dr. David 
Simons, an Air Force Flight Surgeon - 
reached an altitude of 100,000 feet last 
year. The next problem will be to place a 
man in flight orbiting the earth at the 
fringes of the atmosphere. The medical 
problems of such flight will be reviewed by 
the next panelist. 

Certain of these problems which have 
psychiatric implications are to be discusse 
in the present symposium, Following suc- 
cessful earth satellite flights and the soon’ 
to be tried lunar probes, the next goal will - 
be a manned flight to the moon. This is a 
distance of 240,000 miles, or measured by 


i 1959 ] 


prospective flight times, one day to one 
week, depending on the trajectory and the 
initial velocity of the vehicle. Successful 
lunar flight may pave the way for explora- 
tion and interplanetary travel. There will 
be then new problems of greatly extended 
flight times which will compound the medi- 
cal problems. There will be new navigation- 
al and communication problems, new at- 
mospheres to probe, additional radiation 
hazards, and so on. Venus and Mars are 
the most intriguing planets and the closest 
in our solar system. A preliminary attempt 
at a rocket probe of Venus has already been 
announced for 1959. Manned exploration 
of these planets will require years of travel 
under presently expected conditions. 
Aviation medicine has contributed much 


EXPERIMENTAL STUDIES OF STRESS IN SPACE FLIGHT 


GEORGE E. RUFF, Carr, USAF (MC)? 


Experimental studies of stress in space 
flight currently deal with problems of re- 
duced atmospheric pressure, food and oxy- 
gen supply, removal of carbon dioxide and 
waste, radiation, acceleration, noise and 
vibration, extreme temperature changes, 
toxicity of fuels, isolation and prolonged ex- 
posure to danger. 

These conditions are approached with 
the practical concept that they are stressful 
insofar as we can demonstrate that they 
activate compensatory mechanisms within 
the organism. In most experiments, the 
degree of stress is established by physio- 
logical measures, while the nature and 
meaning of the subjects reaction is de- 
termined by psychological measures. This 
reflects our feeling that psychological vari- 
ables are more useful for indicating what 
kind of reaction has occurred than for de- 
termining its magnitude. Physiological vari- 
ables, on the other hand, may indicate the 

egree of a reaction, but seldom tell what 
has happened or why it has happened. 

A crucial question in space medicine con- 
cerns minimum conditions of pressure and 
Sas concentration under which crews can 
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to our basic knowledge of oxygen and car- 
bon dioxide requirements and methods of - 
exchange, to our knowledge of the problems 
of dysbarism, to our knowledge of cardio- - 
vascular and respiratory dynamics, and to - 
the knowledge of mechanisms of body tem- | 
perature maintenance. 
Investigation of some of the expected 

psychophysiological problems will un- 
doubtedly contribute to our knowledge of 
the function of the nervous system and our — 
knowledge of human behavior under old - 


and new stresses. 
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function. In studies of this problem, sub- 
jects may live in a chamber maintained at 
one-half atmosphere for more than a week - 
or remain in full pressure suits for several | 
days. During such experiments the subject's ' 
infantile fantasies, as well as the possibility 
that equipment failure or operator error 
may cause death within a few seconds are 
realistic sources of anxiety. Qu 

In acceleration research, important vari- - 
ables are the subjects position, speed of - 
onset, number of "G's" and duration, Cen- - 
trifuge experiments demonstrate that in a — 
seated position, with hips and knees flexed, — 
most pilots will be able to remain con- 
scious for the time required to reach escape b 
velocity at “G” levels achieved by current | 
rockets(1). Although the effects of zero 
“G” are less easily determined, they can 
be approached in studies where weightless- 


ness is achieved in an outside loop. — 
While the factors determining "G"-toler- - 
ance are not completely understood, posi- - 
tive correlations have been found between . 
aggressive, outgoing tendencies and e 
capacity to tolerate “G” (2). Our studies of — 
brief periods of weightlessness suggest that 
although disorientation is common, most | 
subjects enjoy the experience. It is difficult — 


to predict, however, what will happen dur- 
ing longer periods of exposure. 

— Heat is another source of stress. Experi- 
ments in the Aero Medical Laboratory are 
— carried out in a chamber whose walls can 
- be heated to 600? F. Data from these 
- studies show how long a subject can tolerate 
. a specified atmosphere. The limit is either 
_ the onset of intolerable pain or impending 
- heat stroke—indicated by a rapid rise in 
. pulse rate and skin temperature. 
Isolation experiments provide an oppor- 
_ tunity to observe how different kinds of 
. people adapt to unusual situations(3). 
_ These studies suggest that maintaining ade- 
. quate sensory input during space missions 


- will be less of a problem than providing 


adequate information input. The quantity 
and variety of stimuli available to crew 
members during space missions now being 
planned are expected to be adequate for a 
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minimum of several weeks. For longer 


periods, however, the problem becomes _ 


more serious. Although a crew compart 
ment can be designed to produce hi 
levels of physical stimuli, it will not 
easy to provide sufficient variety of experi- 
ence to support effective human function 
for expeditions of many months or years 
duration(4). 


BIBLIOGRAPHY 


l. Clarke, N. P., Boundurant, S. O., Leve .— 


erett, S. D.: Human tolerance to prolonged 
forward and backward acceleration. J. Aviat. 
Med. 

2. Silverman, A. J., and Cohen, S. I. : Am. 
J. Psychiat., 113 : 691, 1957. 

3. Ruff, G. E., and Levy, E. Z. : Psychiatrie 
research in space medicine. Am. J. Psychiat. 
115: 793, Mar. 1959. 

4. Ruff, G. E.: J. Astronautics., 


3 SELECTION TECHNIQUES FOR SPACE CREWS 


A. J. SILVERMAN, M.D.,* S. I. COHEN, M.D., AND 
B. M. SHMAVONIAN, M.D. 


Accurate selection techniques depend in 

. part upon accurate identification of the pre- 
 sumptive stresses. However, listening to a 
. delineation of the manifold stresses ex- 
- pected, one is struck by their variegated 
. nature, Further, the impact upon each in- 

dividual of these various forces varies con- 
siderably depending upon the meaning 
. these stresses have for him. 
— Thus, crew selection will involve such 
. problems as : 

(a) Determination of the personality 
_ types most suited to the mission in general, 
. as well as the specific jobs they would be 

expected to carry out. 

_ (b) The motivations and other psycho- 

logical characteristics such as judgment, 
which might be expected to lead to the 
highest performance capability of the in- 
.. dividuals, 
. (c) The conscious and unconscious at- 
- titudes which might be detrimental to 
individual and group functioning and 
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methods to avoid these attitudes from oc- 
curing or interfering with the person's 
functional capacity. 

(d) A delineation of the specific psycho- 
physiological responsivity to various aspects 
of the mission, determined in parts (a), 
(b), and (c). 

Decisions must be made as to whether 
we visualize a passive passenger, or an 
alert monitor. 


Confounding the issue even further of — 


whom to pick, is the essential changing 


nature of the environment in which our - 


man will be (¢.g., the "sensory flooding" of 
take-off vs. "sensory deprivation,” weight- 
lessness, etc. for long periods). 

Can we find people who are maximally 
resistant to these vastly different condi- 
tions? This state of affairs suggests that 
we are probably looking for persons maxi- 
mally adaptable to the presumptive stresses, 
persons who can further be optimally con- 
ditioned and trained to them. ] 

In the final analysis one must be con- 
cerned with the ability of the central nerv- 
ous system to rally and compensate to a 
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stress and for the individual to maintain an 
ability to perceive and integrate external 
and internal stimuli and perform appropri- 
ate goal directed tasks. Excessive arousal 
of the CNS as well as excessive fatigue and 
sleep are both accompanied by a break- 
down in these functions. Thus, those who 
cannot remain alert in the face of long 
lasting monotonous monitoring, or those 
who respond with excessive startle and 
hyperalerting or panic to sudden emergen- 
cies may pose a danger to the success of 
the mission. 

Some indirect method of assessing CNS 
arousal and psychomotor functioning would 
hence be very valuable in such a selection 
program. Recent work has reexplored the 
use of the Galvanie Skin Response as an 
indirect index of arousal. Previous work 
with this bioelectric instrument employing 
psychologic and physiologic stimuli has re- 
sulted in correlations with degree of psy- 
chomotor activity and amount of hormonal 
and physiological change. In this way some 
of the characteristic psychophysiologic ef- 
fects of special experimental situations 
incorporating some aspects of the "space" 
environment may be assessed(1, 2). 

Of course, the GSR only indicates that 
the area is charged. It does not indicate 
how it is charged—doesn’t indicate what 
affect is aroused or why. 

To do this requires information regarding 
constitutional factors, personality data, 
usual defense mechanisms, as well as some 
knowledge of the immediate prestress psy- 
chophysiological state, as these factors re- 
late to the person's responsivity to each 
Specific “stressful” situation. 

Although they have their limitations, 
broad band questionnaires may be of con- 
siderable screening aid ; e.g., in attempting 
to predict a given reaction, one might con- 
sider as a poor risk in minimal sensory en- 
vironments, a person who reports in a 
questionnaire that the most distressing 
thing for him would be confinement in à 
dark place with no escape. 

In considering the crew, the limitations 
of space may require a small group living 
in close confinement. Since multiple func- 
tions will be expected of each individual, 
ease and speed of learning and trainability 
in new tasks will be important criteria. 
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Much work has yet to be done in delineat- 
ing the maximally functional group, but 
depending on the nature of the group, one 
might exclude the person with a history 


of constantly fighting and rebelling both 
against peers and authority figures, as well 
as those with pressing homosexual or other 
major neurotic conflicts. Some have even . 
suggested that for longer trips marital - 
partners might be appropriate. , 
Beyond these speculations, it seems clear _ 
that some compromises in selection must . 
be made, lest the requirements become 
impossible to fulfill. Thus, engineers will - 
undoubtedly be asked to design the space 
capsule so that it can accommodate the — 
individual of average weight and size. 
There is some suggestion that designs are — 
proceeding with the 90 percentile man in 
mind. 
The first step in our program will be a 
call for volunteers from a cadre of men — 
who have in general already demonstrated — 
their responsivity under duress. Here the — 
question of motivation must be examined 
to avoid those who seek solutions to neu- — 
rotic problems. Volunteers for dangerous — 


missions occasionally have rather bizarre - 
motivations. x 


Using standard dynamic interviews and -— 
psychologic testing, those with gross judg- á 
mental defects or other major defects in — 
ego integration, will be weeded out. E. 

Part of the initial screening battery will A 
deal then with such problems as flexibility 
of personality structure, motivation, coop- — 
erativeness, ability to be adventuresome, — 
judgment, ego strength and intelligence in — 
relationship to the identifiable stress factors. . 

The battery may also include some tests _ 
aimed at predicting response to certain - 
specific psychophysiologic stresses. Tests — 
may be used employing cues of specific - 
affects and behavioral modes (and the sub- — 
ject’s way of handling them) felt to be. 
related to psychophysiologic responses. ' 
Other tests utilize situational cues incor- 
porating elements of the experimental en- — 
vironment to which the subject will be - 
exposed. 

Using psychological test techniques we 
have been able to discriminate high and 
low resistance to forces of gravity as w 
as high and low cardiac output subjects, 
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discrimination of ulcer and non-ulcer 
ients(3, 4, 5). Our initial success with 
is test gives hope that this can be dupli- 
“cated by designing specific tests for other 
- Stresses, Some of this work is going on to- 
y in reference to sensory deprivation, 
_ After this initial battery we will be faced 
th the task of training and conditioning 
dividuals to withstand specific physical 
ditions. Similarly, repeated exposures to 
dentified psychophysiological stresses such 
as sensory deprivation or weightlessness 
nay reveal those who adapt best as well as 
decreasing their reactions and giving us 
clues regarding how to further minimize 
e stressful aspect of the proposed journey, 
_ Beyond the use of these various test de- 
ces, analogous situations will be very 
uable. The closer one can simulate the 
mission, the greater the chance of success 
predicting the response to the eventual 


~ The Problem of Learning —Overtraining 
. to the point of automaticity may be essen- 
- tial to the successful completion of any new 
task under adverse conditions. It has been 
. demonstrated that the formal aspects of a 
- highly differentiated skill can persist with- 
Out a continuously associated high level of 
consciousness. The ability to respond with 
complex chains of survivaloriented or 
- problem-solving behavior to any one of a 
arge variety of internal or external signals 
ay also be crucial in coping with unfore- 
een hazards. Adequate preparation for 
uch circumstances might include training 
n the functions of integrative and con- 
ceptual thinking, recognizing that anxiety 
ean seriously impair these functions. 
~ The anxieties of space-flight.—An experi- 
ment can never include the threat of unpre- 
dictable and sudden or slow foreseeable 
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real conditions. Finally of course, the actual 
mission with its unknown dangers will pro- 


. vide the ultimately accurate process of 


"natural selection." 
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DISCUSSION 


EUGENE B. BRODY, M.D.5 


of orientation which give man's life mean- 
ing and define his identity. Western man’s 
adventures in space may require the devel- 
opment of a point of view which reduces 
the significance of passing time and of im- 
mediate achievement and environmental 
control. Man enclosed in an orbiting cap- 
sule or coasting in space is in the passive 
position. His opportunity to discharge ag- 
gressive or libidinal tensions is sharply 
limited ; he has no power of self-determina- 
tion in the sense in which he learned it 
while growing up, and this, as well as the 
nature of his physical surroundings, impairs 
his orientation in time. His ability to utilize 
"inner resources" in this position is probably 
related to his tolerance for helplessness, 
which in turn is related to capacity to mas- 
ter internal impulses. The sense of aware- 
ness and the sense of time (of Bergson) are 
both, in part, dependent upon freedom and 
the possibility of making choices. In space- 
flight, with its sharp limitation in this re- 
spect and the relatively patterned perceptu- 
al input, the tendency to slip into a state of 
reduced awareness may be heightened, The 
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specific quality of any such state will be 
determined by the defensive needs of the 
individual, and the particular childhood 
traumata symbolically revived by the ex- 
perience, 

The central psychological problem of 
man’s initial ventures into space may be 
that of separation. Separation anxiety in 
terms of child and mother are well known 
to psychiatrists. Separation from the earth 
with all of its unconscious symbolic signifi- 
cance for man, the breaking off of human 
relatedness which it implies, the disap- 
pearance of the interpersonal cues which 
help to give him identity, and the need to 
Operate in a new space-time frame of refer- 
ence—these are unexplored. These factors 
plus the sensory input patterns which may 
be encountered in space flight, and such 
apparently basic fears as that of impene- 
trable darkness might in theory at least be 
expected in time to produce—even in a 
well-selected and trained pilot—something 
akin to the panic of schizophrenia. The re- 
gressive defense may be revealed in symp- 
tom formations such as hallucinations or 
delusions, or the defense of denial may be 
reflected in seemingly plausible and con- 
vincing adherence to an inappropriate plan 
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of action or, as was the case in Gibson’s 
boat, the temptation to escape through 
suicide into oblivion may be accompanied 
by an urge to destroy the space vehicle 
and the rest of the crew as well. 

Perhaps research might be directed to 
ways in which men can become able to give 
up certain needs for perceptual structuring, 
or certain aspects of object-control or self- 
determination. The unconscious elements 
beneath the rational interests in space-flight 
in a given individual may supply important 
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clues. Psychoanalytic research (Kris, Hart- | 


mann) has already indicated that the abili- 
ty to temporarily abandon some aspects of 
reality-testing and control may be im- 
portant in artistic creation. The composi- 
tion and training of crews to minimize 
mutual ambivalence and self-destructive 
tendencies in situations of enforced pas- 
sivity may also require research into the 
construction of social organizations com- 
pletely different from those now used by 
military units. 

In any event, man's psychological plas- 


ticity is a matter of record, and if workable — 
and habitable space ships are constructed, . 


I am sure that effective pilots can be found 
to use them. 


CLINICAL NOTES 


A RAPID URINE COLOR TEST FOR TRIFLUPROMAZINE ( VESPRIN) 


FRED M. FORREST, M.D., IRENE S. FORREST, Pu.D., AND 
AARON $. MASON, M.D. 


Simple and rapid, semi-quantitative uri- 
nary color tests in which 1 ml. of urine is 
mixed with 1 ml. of a reagent containing 
ferric chloride in dilute sulfuric acid were 
previously described by us for chlorproma- 
zine (Thorazine), promazine (Sparine) 
and mepazine ( Pacatal), the phenothiazine 
compounds first used on a large scale in 
psychiatric hospital practice(1, 2, 3). This 
test is readily performed by unskilled ward 
personnel, read immediately against a color 
chart for the specific drug, and was widely 
adopted since it proved useful in ward 
management. Its applicability, however, is 
limited to the above drugs which in psy- 
chiatric hospital practice are usually ad- 
ministered in daily doses ranging from 100 
to several thousand mg. 

The more recently developed phenothia- 
zine compounds in which ring substituents, 
side chains or both were modified, require 
more sensitive and more specific reagents 
for tests of this type, in view of the fact 
that they are generally administered in con- 
Siderably smaller daily doses. This means 
that lesser amounts of the reactive, inter- 


; mediary drug metabolites which are re- 


_ sponsible for the color reactions, are pres- 
. ent in the urine, and that these small 


. amounts wil yield a proportionate scale 


of color reactions suitable for reading 
against a color chart only with more sensi- 
tive, individual reagents. 


SPECIFIC VESPRIN TEST 


During a clinical evaluation of triflupro- 
mazine (Vesprin, Squibb) in the treat- 
ment of chronic mental patients, a sensitive 


_test solution consisting of a 1/1000 molar 


. solution of uranyl nitrate in concentrated 
$ hydrochloric acid (502 mg. UO, (NOs). 


; TAERU 
1 Respectively, Chief, Acute Service, Research Bio- 
chemist, and Director, Professional Services, VA Hos- 


.. pital, Brockton, Mass. 
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6H:O in 1000 ml. conc. HCl)? was de- 
veloped. 

The test is performed by mixing 1 ml. 
urine first with 1 ml. 10% trichloracetie 
acid and then with 1 ml. of the uranyl re- 
agent and should be read within 30 seconds 
against the Vesprin color chart. In approxi- 
mately 1000 tests on the urines of chronic 
mental patients receiving daily doses of 
10 to 600 mg. Vesprin, we found the aver- 
age color reactions to range from pink 
shades for daily drug ingestion of from 10 
to 70 mg. (corresponding to the + level 
of the color chart), to violet shades for 
daily doses of 75 to 200 mg. (+++), and 
intense shades of purple for doses of 200 
to 600 mg. (+++). The color chart rep- 
resents average reactions for these three 
dosage levels, which were compiled from 
approximately 350 individual determina- 
tions covering the range of each of the 
three levels. 

We have not seen any false negative 
tests, but extremely dilute urine specimens 
(resulting from fluid intake of 3 liters or 
more) may show correspondingly lower 
values of urinary drug level. 

Less than 1% false positive tests (3 in 
900) were encountered in 500 control urine 
specimens tested. These were due, appar- 
ently, to elevated urobilinogen levels, since 
no phenothiazine compounds were pres- 
ent. Bile and bile metabolites yield various 
color reactions with the uranyl reagent, 
and hence the Vesprin color test can not 
be properly evaluated in patients with im- 
paired liver function showing abnormally 
elevated levels of bile metabolites, especial- 
ly urobilinogen. If exact urinary drug levels 
are to be determined in these cases, the 
method reported by Salzman and Brodie 
(4) for chlorpromazine and its sulfoxide 


co eee) 
* Sensitive monitoring apparatus failed to detect 


any radioactivity of the test solution. 


COLOR CHART FOR RAPID URINE TEST 
FOR TRIFLUPROMAZINE (VESPRIN) 


PERFORMANCE OF TEST : 


To 1 ml. urine add : 1.) 1 ml. 10% TCA *, mix gently, then add : 
2.) 1 ml. U—reagent °°. Match the color of the mixture in the test 
tube against the color chart below : 


3 ++ +++ 
| A 
e 
Ec 
10-70 mg. 75-200 mg. 205-600 mg. 


No color development in the urine indicates a negative test. A 
slight darkening of the urine without formation of pink or violet 
shades of color is considered negative. 


Test Solutions : 
* 10$ TCA = 10% trichloracetic acid. 


°° U — reagent = 1/1000 molar solution of uranyl nitrate in concentrated 


hydrochloric acid. 
(502 mg. UO,(NOs)2. 6 H:O in 1000 ml. conc. HCl) 


MEUM LL ur 1 cad ne. ri 


CLINICAL NOTES —— 
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should be applied after modification for 
triflupromazine, 

The presence of any phenothiazine drug 
other than Vesprin will interfere with this 
test by yielding composite color reactions. 
All phenothiazine compounds, including 
the mother substance and the various anti- 
histaminics derived therefrom, react with 
the uranyl reagent by forming color re- 
actions of various shades and intensities. 
Therefore the Vesprin color chart is not 
directly applicable to other phenothiazine 
compounds or mixtures thereof. However, 
the sensitivity of the uranyl reagent per- 
mitted us to follow the urinary excretion 
of Vesprin and other phenothiazine drugs 
on patients in whom medication was dis- 
continued. While the urinary excretion 
period of phenothiazine drugs indicated 
in the literature varies, with the longest 
periods described by Citterio(5) and 
Fedorov and Shnol(6) as 4 to 7 days, we 
found distinct and decreasing drug levels 
for several weeks? Accordingly, a patient 
Switched from one chronically administered 
phenothiazine drug to another, will show 
à mixture of urinary drug metabolites for 
several weeks. 

By analogous considerations, a Vesprin 
color test showing the -+-+ level of the 
color chart, does not permit one to dis- 
tinguish between a 100 mg. dose ingested 
on the preceding day, and a 600 mg. dose 
swallowed a week prior to the test. It 
merely reflects the current urinary level 
of drug metabolite. 

Non-phenothiazine derived drugs such 
as e.g. reserpine, barbiturates, meproba- 
mate, the various energizers, vitamins, etc. 
do not produce color reactions with the 
uranyl reagent, and do not interfere with 
the Vesprin test. 


STORAGE OF URANYL REAGENT 

The 10£ trichloracetic acid which is 
added to the urine before the uranyl re- 
agent, serves the purpose of diluting the 


* A study on the rate of excretion of phenothiazine 
tugs is currently in progress in this hospital. 
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concentrated hydrochloric acid vehicle of 
the uranyl nitrate. It does not participate 
in the reaction, but eliminates some false 
positive tests. However, it can not be in- 
corporated into the uranyl reagent which 
has to be kept in a tightly closed bottle, 
Any admixture of an aqueous or alcoholic 
component, or exposure of the uranyl re- 
agent to atmospheric moisture renders it 
ineffective for formation of the color com- 
plex with Vesprin metabolite, due to a 
rapidly proceeding hydration process. 

The Vesprin metabolite responsible for - 
the color reaction is an intermediary oxida- 
tion compound which physiologically pre- 
cedes or parallels the formation of sulf- | 
oxide(7). Its quantitative data and chemi- - 
cal characteristics are currently further 
investigated. 


SuMMARY 

A specific urinary color test for triflupro- 
mazine (Vesprin) is reported in which 1 - 
ml. of urine is mixed with 1 ml. 10% tri- 
chloracetic acid. To this mixture 1 ml. of | 
1/1000 molar solution of uranyl nitrate in. — 
concentrated hydrochloric acid is added. — 
The resulting color is read within 30 sec- 
onds against a color chart showing three 
color intensities, marked +, ++ and — 
+++, for daily drug doses ranging from — 
10 to 600 mg. of drug. No false negatives — 
were encountered, and 0.6% false positive _ 
tests were seen. Potential factors of in- 
terference are discussed. Fi 
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- Reports by Delay et al.(1), and Perrin 
“et al.(2), suggested that R.P. 7843 (N-N- 
dimethyl-10-[3-(1-methyl-4-piperaziny] )- 
propyl]-2-phenothiazine sulfonamide di- 
methanesulfonate) was one of the most 
potent phenothiazines yet developed. Kur- 
-]and and Vasconcellos(3), on the other 
- hand, concluded that “the drug yielded a 
little or no therapeutic effect over and 
above that produced by previous pheno- 
" thiazines and/or milieu treatment." 
= This is a preliminary report on its use? 
in 23 acute and chronic female psychotic 
_ patients treated in the research division 
ward which is operated as a therapeutic 
community. The ages ranged from 21 to 
48 years, with 19 between 30-48 years. They 
— had had from 1 to 15 readmissions. Twenty 
patients were schizophrenics with 10 in the 
paranoid sub-group. The duration of hos- 
_ pitalization was : to one year—12 ; 1-5 years 
4 —8 ; 9-18 years—2 ; 23 years—1. The number 
4 of previous drug, physiological or cerebro- 
surgical treatments varied from 1 to 10, 
- with 13 patients having had between 3 and 
‘7. All were observed daily on rounds and 
. once weekly for evaluation. Blood counts 
gs liver studies were done routinely. 

i The initial doses in 9 patients were given 


intramuscularly (0.5 mg.-3 mg. t.i.d.). The 

others received from 5-20 mg. orally b.i.d. 

or t.i.d. As of January 9, 1959, 12 patiénts 
. were taking between 30-50 mg. t.i.d.; with 
dem range being 10-100 mg. t.i.d. orally. The 

duration of treatment was: 1-29 days—7 
patients; 30-59 days—4; 60-88 days—12. 
_ The results were : Much improved—4; im- 
proved—12 ; unchanged—6 ; worse—1. 

A large number of side reactions (26) 
- were noted, the most important of which 

are indicated below and many correspond- 
ing to the "syndrome excito-moteur”(1) : 
- 1 Research Division, Manhattan State Hospital, 
ard's Island, New York City 35, N. Y., and Col- 
lege of Physicians and Surgeons, Columbia University, 
New York, N. Y. 
—.— ? Generous supplies of this drug (SKF-5883) were 
- made available through the courtesy of Mr. William 
E. Kirsch, Smith, Kline and French Laboratories, 
Philadelphia, Pa. 
n» 


ae, 


CLINICAL EXPERIENCES WITH A NEW PHENOTHIAZINE 


HERMAN C. B. DENBER, M.D., PAUL RAJOTTE, M.D., ano 
DOROTHY KAUFFMAN, R.N.! 


Tremors—15 ; extra-pyramidal syndrome— 
13; inversion of sleep rhythm—12 ; marked 
seborrhoea—10 ; excessive perspiration—9 ; 
drowsiness—8 ; blurred vision—6 ; jaundice 
—l. Agranulocytosis was not observed. 


COMMENT 


The compound was investigated in 
chronic patients of a higher age group, poor 
prognosis, and resistant to many prior treat- 
ments. The studies were carried out in a 
setting of maximum social support (thera- 
peutic community) which, nevertheless, 
had not materially influenced the sympto- 
matology. 

It is essential that the dose be increased 
rapidly, every three days, in 10 mg. incre- 
ments, until either clinical changes are 
noted or an extra-pyramidal syndrome ap- 
pears. Kurland’s extremely low doses(3) 
probably explain the negative results. We 
have found it best to begin with the intra- 
muscular route (1-3 mg. tid.) for approxi- 
mately 5 days followed by the oral form. 
This is the first agent in which a dose- 
weight relationship seems to exist, for some 
patients (in the 100-110 Ib. range) can de- 
velop a severe extra-pyramidal reaction on 
5-10 mg. ti.d. Our studies suggest it is 
preferable to avoid abrupt cessation of 
treatment(1) and to use anti-Parkinson 
agents liberally for attenuation of symptoms 
wherever necessary. 

The jaundice developed in a 30 year old 
catatonic patient, 23 days after onset of 
treatment, at a dose of 40 mg. tid. The 
bilirubin was 1.7 mg.%; thymol 4.2 units, 
and cephalin flocculation 44-. There were 
no subjective complaints, although retro- 
spectively post-prandial vomiting had been 
noted before the first positive laboratory 
reports, 

The high incidence of extra-pyramidal 
symptoms reinforces again a possible rela- 
tionship of the basal ganglia to therapeutic 
activity of phenothiazines, 

The very favorable response in a patient 
group with such poor prognosis makes this 
compound worthy of further extensive 
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trials. It is a highly potent drug to be han- 
dled with extreme caution and care. Each 
patient must be seen daily for dosage ad- 
justment and be under constant medical 
and nursing observations. 


CONCLUSION 
The data confirm previous reports(1-2) 
concerning the high clinical potency of this 
phenothiazine. 
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PRELIMINARY REPORT ON IMIPRAMINE ( TOFRÁNIL) k 
PAUL E. FELDMAN, M.D. De 
A 


Current reports indicate a modest degree 


of success in the treatment of depressiye-. 


states with the new energizing compounds 
(1-5). The clinical similarity of schizo- 
phrenic retardation to depressive retarda- 
tion leads to the speculation that these same 
compounds might be of some value in the 
treatment of certain types of schizophrenia 
(which usually respond adversely to tran- 
quilizer therapy ). 

Eighty-four schizophrenic patients whose 
clinical states could be characterized as re- 
gressed, withdrawn, indifferent, apathetic 
and *hyponormal" in terms of drive, inter- 
est in environment and motivation to relate 
to others, were treated with the anti-de- 
pressant drug imipramine. 

Before and throughout the study, renal, 
hepatic and hemopoetic activity were as- 
sessed by a complete battery of laboratory 
tests. The average initial dosage was 50 
mg./day, usually increased to 100-150 mg./ 
day. A few patients were treated in the 
300-400 mg./day range. Treatment was con- 
tinued for a minimum of 60 days, other 
than for those patients who were termi- 
nated for cause. à 

In assessing the final results of this 
study, only patients who were considered 
to have shown a moderate or marked over- 
all improvement were reported to be sig- 
nificantly changed. This over-all assessment 
was based upon an evaluation of 24 criteria 
of behavior covering the entire range of 
schizophrenie behavior(6). 

. Director of Research and Education, Topeka State 

Hospital, Topeka, Kan. 


Twenty-three patients (27%) were ter- - 
minated prior to the anticipated date for 
various reasons : 12 patients—for failure to — | 
make progress, or excessive hyperactivity; 
6 patients—weakness ; 3 patients—anorexia - 
and weight loss; 1 patient—increased fre- _ 
quency of seizures ; 1 patient-furunculo- - 
sis. The incidence of untoward side effects | 
was 12% and all side effects cleared prompt- 
ly when medication was discontinued. 
Many of the side effects of imipramine re- 
ported in other studies(1-5) were not en 
countered in this study. _ 73 

The laboratory findings were occasional- 
ly abnormal (alkaline phosphatase deter- 
mination, indirect van den Bergh, thymol 
turbidity and cephalin flocculation), but 
these abnormal findings were encountered E 
at unpredictable times during treatment, 
were not associated with clinical evidence — 
of abnormality and this experience is simi- - 
lar to that occurring in un-medicated 
schizophrenic controls. a 

Forty patients (48%) were assessed to 
have shown a significant overall improve- 
ment as a result of imipramine therapy. 
The most striking aspects of this improve- | 
ment were 1. Physical re-activation, 2. In- — 
creased interest in the environment and 3, — 
Overt evidence of efforts to re-socialize. ' 
These changes became manifest as earl 
as the second or eg dx of treatment. — . 

Certain aspects e patients’ psycho- — 
pathology (ie, delusions, hostility, hallu- 
cinations) remained unimproved in the ma- 
jority of patients. To the contrary, this type — 
of clinical symptom seemed to be intensified — 
and aggravated by the treatment so that 


e were confronted with the incongruous 
clinical picture of improvement in some 
areas and a coincident deterioration in 
_ others—in the same patient. 

Consequently, we were gratified with the 
- ability of imipramine to reactivate the in- 
_ ert, autistic, withdrawn schizophrenic but 


avation of delusions, hallucinations, hos- 
ty and combativeness. The obvious solu- 
to this dilemma, the addition of a 
anquilizer to the therapeutic regime, is 
iow being tested and will be reported at a 
date. 
Upon the basis of the results of this 
dy, the conclusion that imipramine is 
pable of converting the hypo-active 
Schizophrenic into a normo-active or hyper- 
active patient seems justified. This conver- 
on to an active, accessible, remotivated 


PSYCHIATRIC RESPONSE 


= Since so high a proportion of our pres- 
.. ent day psychiatric population is geriatric 

. We are obligated to evaluate new pharma- 
cologic agents, as they become available, 
particularly those which seem well toler- 
ated. Mellaril 3 (TP-21, Sandoz), a pheno- 
thiazine derivative, is reported by Cohen 

1) to be practically without toxic or seri- 
ous side reactions in therapeutic amounts, 
yet seems to be an effective tranquilizer. 
_ The drug has also been reported not to 
. cause drowsiness, We are reporting a study 
Wherein this drug was administered to an 
elderly group. 


S METHOD 


‘© psychiatric morbidity as measured by 
rating scale (Lorr-Multidiminsional Scale 


0, CESGURONN 
-.1 From the VA Hospital, North Little Rock, Ark. 
? From the University of Arkansas Medical Center. 


8 Supplied without charge by Sandoz Pharmaceuti- 


patient provides opportunities for intro- 
ducing other treatment modalities. 
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OF GERIATRIC-PSYCHIATRIC 
PATIENTS TO MELLARII, (TP-21 SANDOZ) 


LEOPOLD JUDAH, M.D., ODDIST MURPHREE, Pu.D.,1 Anp 
LLOYD SEAGER, M.D.2 


ly increasing dosage from 75 mg./day up 
to a continuous value of 500 mg./ day for 9 
weeks while the control group received 
placebos though this was not a completely 
double blind procedure. The treatment was 
stopped one week and begun again and 
increased to 700 mg./day. and maintained 
there for 5 weeks. All patients were given 
the usual laboratory safeguards. Complete 
blood counts were done weekly and thymol 
turbidities were done monthly. Urinalyses 
were done monthly, All patients were given 
an initial physical examination, evaluated 
psychiatrically, clinically by their ward 
psychiatrist and continuously with the 
MSRPP. Median hospital stay was 27 
years; median age was 63 years ; median 
duration of symptoms 30 years, Eighty per- 
cent of the treated group and 73 percent 
of the control group were schizophrenic. 


RESULTS 

Of the original 25 patients beginning 
treatment with Mellaril, 20 continued to 
the end of the planned series, Two control 
patients were dropped from the study. 


M 
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CLINICAL NOTES 


There is thus no difference in drop out 
between treated and control groups since 
the treated group was larger to begin with. 
There was no report of drowsiness, There 
were 3 mild cases of Parkinson-like features. 
One responded quickly to Artane—two did 
not require it. Cohen saw no Parkinsonism 
in his group. 

As to the psychiatric response to Mel- 
laril: In the combined opinions of ward 
psychiatrist, ward nurse and the leader of 
the nursing assistants, 13 of the 20 who 
completed the treatment were considered 
markedly improved (significant improve- 
ment in socialization) while 7 showed mini- 
mal or no improvement. None was worse. 
Of the control group who completed the 
study 2 were considered improved. 

One month after stoppage of the drug, 
9 of the 13 improved in the treated group 
had regressed to the pretreatment state. 
Four held the improvement and 3 of these 
were on trial visit from the hospital. On the 
same date, one of the control patients said 


CATATONIC-LIKE STATES FOLLOWING 
PHENOTHIAZINE THERAPY 


RUPERT H. MAY, M.D.! n 


Recently, Berry(1) published two case 
reports of cataleptoid states in children fol- 
lowing perphenazine medication. Two simi- 
lar cases of catatonic-like states produced 
by other phenothiazines were observed at 
the Cleveland Psychiatric Institute. 


The first patient was a 34 year old, white, 
married female. About 3 weeks prior to ad- 
mission she felt that fellow members of social 
organizations were criticizing her, and became 
somewhat withdrawn. She was admitted to 
another hospital in an acutely disturbed state, 
and treated with promazine. On this therapy 
she became mute, immobile and had to be 
spoonfed. A diagnosis of schizophrenic reac- 
tion, catatonic type was made, and after 10 
days she was transferred to this Institute. 

On admission she appeared unable to react 
to stimuli. Her face was waxy, oily and without 
voluntary movement, Salivation was greatly 
increased, She showed photophobia and her 


1 Cleveland Psychiatric Inst. and Hosp., 1708 Aiken 
Ave., Cleveland 9, Ohio. 
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to be worse had become improved but the 
rest had remained worse. The MSRPP be- 
gan to indicate a reduction in morbidity - 
level for the treated group near the end 
of the study but this never was of sufficient 
magnitude to be statistically significant. 


COMPLICATIONS 

There were no drug-induced blood ab- 
normalities. There were 3 mild cases of 
Parkinson-like features ; 1 responded quick- 
ly to Artane and the others did not need 
treatment. None was a problem and all | 
could have been handled in an office atmos- 
phere. > 

This is the third time the authors have - 
evaluated a tranquilizer in a geriatric - 
group. Our feeling is that Mellaril is su- — 
perior to the other two, both of which were 
phenothiazine derivatives. ES 
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e 
pupils would not react to convergence. Hors 
deep tendon reflexes were hyperactive with Y 
occasional bilateral ankle clonus and patellar 
clonus. The Romberg test was positive. A typi- - 
cal flexibilitas cerea with immobility was ex- 4 
hibited, Speech was so impaired that thought - 
process and content could not be evaluated. | 
One discrepancy was outstanding : the nega- - 
tivism observed was not as severe as antici- - 
pated in regard to the severity of the other - 
symptoms. She was treated for 3 days with i 
Cogentin and improved gradually. m 

At this point she showed no overt schizo- 
phrenic symptoms. Later, it was demonstrated 
over a period of 5 days that an evening dosage 
of 25 mg. chlorpromazine or 5 mg. lor- 
perazine produced a cataleptic state stil ee 
nizable the next morning. The patient was 
eventually discharged and made a fair home 
adjustment, within the limits of her pre-morbid : 
personality. ^ 


Case #2 was a 35 year old, white, married | 
female. Two weeks before admission she felt 
that people disliked her and that her husband 


ted to get rid of her. She was treated by 
er physician with proclorperazine, 200 mg. 
_ tid. Under this medication, typical catatonic 

‘symptoms developed. Her posture became 
rigid, and both movements and speech were 


tion, catatonic type. Again the absence of 
g negativism prompted us to doubt this 
osis. Despite her catatonic-like symptoms 
demonstrated some ability to accept help. 


— placed on small dosages of Cogentin. Four 
ays later, this patient was free of catatonic 
eatures. 


Both of these patients showed symptoms 
t—in combination—are diagnostic of cat- 
nia: hypokinetic phenomena such as 
ecreased motor activity, catalepsy, moder- 
e negativism ; hyperkinetic phenomena 
expressed in tremor and stereotypy; and 
utonomie phenomena, particularly in- 
creased salivation and respiratory changes. 
though we cannot exclude the possibility 
that both patients were basically chronic 
catatonic) schizophrenics, the fact that the 
pisodes developed while under phenothia- 
ine medications and disappeared following 
withdrawal of the drug indicates definite 
participation of the phenothiazines in the 
symptoms. As noted above, it was possible 
to reproduce the reaction by repeating 
medication with phenothiazines. 


A double blind cross over study was 
_ designed to determine the effectiveness of 
. Equanil? in the treatment of children, 40 
- boys 10 to 16 years of age, in whom one of 
the following psychiatric conditions was 
present: 1. Primary Behavior Disorder : 
conduct disturbance, 11 patients, character 
disorder, 2, neurotic traits, 7 ; 2. Secondary 
f ` 1142 Joralemon St., Brooklyn 1, N. Y. 


15 "Trade name of Wyeth Laboratories for meproba- 
E (2-methyl-2-n-propyl-1, 3-propanediol dicarba- 
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These cases support the findings of Berry 
(1) : that cataleptic states resembling cat- 
atonic schizophrenic reactions can be pro- 
duced chemically. So far, they have been 
observed after chlorpromazine, proclor- 
perazine, promazine, and perphenazine. 
Drug-induced "catalepsy" is an established 
laboratory test for animal experimentation 
with phenothiazines(3). Using Brodie's(2) 
interpretation of the action by psychotropic 
drugs, occurrence of a catatonic-like state 
following phenothiazine therapy can be ex- 
plained as follows : In persons with a con- 
stitutionally "allergic" make-up, phenothia- 
zines act "by blockage of the ergotropic 
system through interfering with the action 
of brain norepinephrine,” resulting in a pre- 
ponderance of the trophotropic division 
with increased liberation of 5-hydroxytryp- 
tamine. This could, as demonstrated in ani- 
mal experimentations(4), produce a cata- 
tonic-like picture in human individuals 
predisposed by an increased reactivity to 
this substance. 
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THE USEFULNESS AND EFFECTIVENESS OF EQUANIL® 
IN CHILDREN 


KURT C. RAWITT, M.D. 


Behavior Disorders : psychomotor epilepsy, 
2; 3. Early Infantile Autism: 3; and 4. 
Schizophrenia: childhood type, 15 pa- 
tients, 

The study was carried out over a period 
of 100 days. In the first 30 days, 20 boys 
received Equanil tablets (400 mg. each), 
and 20 received placebo tablets. Cross over 
occurred on the thirty-first day, and all tab- 
lets were discontinued on the sixtieth day. 
Observations were continued on all pa- 
tients for a further period of 40 days. 
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In all cases, the initial dose of Equanil 
was 1 tablet, t.i.d. 'This dose was increased 
by 1 tablet, t.i.d., every 5 days, provided 
no notable change in the condition or be- 
havior of the patient had occurred. The 
possible dosage range in the 30-day period 
was from 1,200 to 7,200 mg. The dosage 
was stabilized for 7 boys in 5 days (2,400 
mg. per day), for 14 boys in 10 days (3,600 
mg. per day), for 5 boys in 15 days (4,800 
mg. per day), and for 14 boys in 20 days 
(6,000 mg. per day). 

The boys felt happier, more easy-going, 
content, and passive, and were less in- 
clined to fight. They enjoyed more play ac- 
tivities and social contacts. They appeared 
to be more relaxed and calm, showed 
marked improvement in social behavior, 
and marked signs of a "softening process" 
insofar as hostile, negativistic, defiant, and 
aggressive behavior were concerned. 

Improvement occurred in 65% of the pa- 
tients. Equanil appeared to be of consider- 
able usefulness in the conduct disturbance 
group, somewhat less in the neurotic trait 
group, and least in the schizophrenic 
group. 

The patients showed various reactions to 
the administration of the medication ac- 
cording to the length of time Equanil was 
administered. The response to the effect of 
Equanil appears to occur in 3 stages. 

Stage 1. Fairly uniform responses of 
drowsiness, sleepiness with slowing of 


were noted as an early effect. These mani- 
festations lasted from 7 to 10 days. 
Stage 2. On the ninth or tenth day on 
maintained dosage level, a consistent clear- - 
ing of sensorium took place. At this point 
the children became more malleable, man- 
ageable, responsive, and more conducive 
to psychotherapy. n 
Stage 3. The third stage was charac- 
terized by a markedly changed social at- 
titude in the sense of greater cooperative- 
ness, friendliness, helpfulness, and increase 
in sociability. These changes were observed | 
for variable lengths of time, even after 
the interruption of the Equanil medication. — 
The effect of Equanil might be correlated 
with the effect of shock therapy, i.e., after — 
each application of an electroconvulsive or | 
insulin treatment, there follows a period of - 
confusion and clouding of sensorium which — 
is observed for variable lengths of time. 
This period of depatterning with clearing | 
of the sensorium is followed by repattern- | 
ing. 
1 The abrupt withdrawal of Equanil re- 
sulted in a temporarily sharp increase in — 
tension, agitation, and anxiety. Convulsions - 
and tantrum-like seizures were observed in 


1 


operative, alert, and far more sociable than — 


motor activity, slurring of speech and ataxia before institution of Equanil therapy. s 
————— g 4 
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EXPERIENCES WITH P-M, G-M x. 

SUCCINYCHOLINE MODIFIED ELECTROCONVULSIVE THERAPY à 


ALLAN Z. SCHWARTZBERG, M.D.' a 


Recently Impastato(1) reported a petit 
mal grand mal succinylcholine modified 
electroconvulsive therapy without the use 
of barbiturates. This technique, which al- 
lows the dosage of succinylcholine to be 
considerably reduced, has markedly de- 
creased post ECT apnea and respiratory 
depression. We would líke to comment on 


l Henry Phipps Psychiatric Clinic, Johns Hopkins 
Hosp., Baltimore 5, Md. 


the use of this technique with special 
reference to timing in 43 patients who re- 
ceived a combined total of over 400 treat — 
ments, administered by the Phipps Clinic - 
resident staff. E 

Before ECT, 0.8 mgm. of atropine was 
given intramuscularly along with 0.1 gm. 


2 The writer wishes to thank Mrs. Tamsey Lei! ul ¥ 
nursing supervisor of the ECT unit, and Dr. John - 
Hampson for their helpful suggestions. 
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orally. One half hour later 10-15 
ngm. of succinylcholine was administered 
travenously ; (in well-developed muscu- 
r individuals a starting dosage of 20 mgm. 
ccinyleholine was found to be more 


given. This timing usually coincided 
the onset of fibrillations of the mouth 
jaw. The P-M stimulation resulted in 
consciousness and apnea. We feel that 
?-M stimulation after only 5-10 seconds 
- provides inadequate relaxation due to in- 
— sufficient succinylcholine effect and results 
_ in an unnecessarily severe tonic spasm, A 
— Setting * of 90-100 volts for 0.1 second with 
_ a single attenuated stimulus was employed 
. to evoke the P-M phase. Twenty seconds 
later grand mal stimulation (producing 
and mal convulsions in all of our pa- 
i ts) was given at a setting of 120 volts 
‘or 0.5 second. This time interval permitted 

iy . "n H " 
equate relaxation in all patients since 
succinylcholine effect was fully ob- 
ned. A large number of patients breathed 
ntaneously at the end of the treatment. 
In others the average duration of post ECT 
ipnea was 10-40 seconds with only oc- 
asional mild cyanosis. Post ECT oxygena- 
was usually limited to 30 seconds when 
was required. As with all ECT techniques 

ee air way is essential. 

Using this technique we were able to 


The Medcraft B.24 alternating current apparatus 
s used. 
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transfer 9 patients from higher to lowe 
dosages of succinylcholine (¢.g., 25 mom, 
to 10 mgm.) while still obtaining the same 
degree of three or four plus relaxation. Five _ 
patients who were quite well developed 
and muscular, required an increase in sue- 
cinylcholine dosage. The highest dosage 
given was 28 mgm. The duration of post 
ECT apnea appeared to bear a definite 
relationship to the succinylcholine dosage; 
the higher the dosage, the more prolonged 
the apnea. Post ECT excitement occurred 
in three patients who were initially quite 
fearful of the treatment. We agree with 
Impastato that fear of the treatment did 
not seem to be due to the P-M, G-M tech- - 
nique (no significant difficulties or com- - 
plications were experienced). Two patients — 
who thought they felt "electricity" during .— 
the P-M stimulus received surital to allay 
their apprehension. An earlier ECT tech= am 
nique using atropine, surital and succinyl: — 
choline resulted in periods of post conval- _ 
sive apnea ranging from 2-10 minutes. K 
In conclusion, the modification of the 
P-M, G-M technique described here ap- 
pears to provide a quick, safe, effective 
and simple method of administering ECT. —.— 
Adequate muscle relaxation is obtained _ 
with virtual elimination of post ECT apnea .— 
and respiratory depression. 
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CASE REPORTS 


ACUTE TOXIC HYPERTENSION DUE TO TRIFLUPROMAZINE : 
REPORT OF A CASE 


HARRY F. DARLING, M.D. 


This 43 year old chronically disturbed 
schizophrenic has been hospitalized 25 
years. Electric shock treatment was inef- 
fective. Reserpine was tried but she became 
so stuporous it had to be discontinued due 
to severe convulsions. Thiopropazate was 
tried but was discontinued due to severe 
convulsions, She became regressed, violent 
and destructive. Triflupromazine was then 
tried. Prior to the first 25 mg. tablet, blood 
pressure was 98/56. Two hours later it 
was 264/160, She was treated with intra- 
venous aminopliyllin and in 2% hours it 
dropped to 150/92, then hovered between 
136 and 150 systolic for 2 days. It then 
varied between 82/50 and 112/66 for the 
next week. She was cautiously started on 


! Danvers State Hosp., Hathorne, Mass. 


DEATH DUE TO MASSIVE OVERDOSE OF MEPROBAMATE 


ISADORE KAMIN, M.D.,! ann DONALD A. SHASKAN, M.D. 


Meprobamate has had remarkably wide 
use since its introduction as a tranquilizing 
agent. One of the factors responsible for 
this is that it is relatively non-toxic. Early 
reports emphasized that even massive doses 
(e.g. 40 grams) caused no serious conse- 
quences(1). 

Now, with more patients under treat- 
ment, for a longer time, accounts of serious 
side-effects are appearing. The Council on 
Drugs of the AMA concluded recently that 
“meprobamate is capable of producing a 
rather wide variety of side-effects . . . some 
of these are alarming and potentially 
hazardous”(2). There has been concern, 
too, about addiction(3). 

Death as a complication of meprobamate 


1 From the Veterans Administration Regional Office 
Mental Hygiene Clinic, San Francisco 3, Calif. 


promazine in 25 mg. doses. During the first — 
4 days of this treatment she exhibited a rise 
in blood pressure, the highest being 154/84. — 
Gradually the promazine was increased. At 
300 mg. per day she had a grand mal type’ 
convulsion but the medication was con- . 
tinued and she is now on 600 mg. proma- 
zine daily with 100 mg. mepazine for ex- - 
trapyramidal symptoms. She is still re 
gressed but tractable. No other medication ? 
was given concurrently with the ataraxics. - 
Moderate hypertension was observed al- - 
so in another patient when treated ith 


po 


y 


Ai 
promazine, but had other side effects wil 
each of these drugs. 


medication is exceedingly rare, and was. 
first reported in June 1957. Aplastic ane- 
mia developed in a woman taking 1,200 
mg. of meprobamate daily for 8 days who 
died on the twenty-third hospital day(4). — 
There are only 2 other cases that we could — 
find : a recent article listed death occurring 
after the ingestion of 12 gm. and 20 gm., 
respectively, of the drug(5). Perhaps the 
deaths are too few in number for suffici 


curred at all” still are made(6). In order 
to underscore the opinion that meproba- p 
mate can have fatal consequences, we Wish — 
to report a death following the ingestion — 
of 47.6 grams (119 tablets) of the drug, 
the largest dose yet reported. T 


fers - 


- Case Report: This patient was 35, white, 
male, 6 feet tall, weighed 240 Ibs. 
the age of 17 on he was hospitalized 
n, and for varying periods of time up to 
months. Diagnosis : schizophrenic reaction, 
simple type. He led an isolated, nomadic life, 
"was chronically unemployed. Since 1952 his 
treatment alternated between the VA Hospi- 
tal, Palo Alto, California, and the outpatient 
7 clinic of the VA Regional Office in San Fran- 
- Cisco. At the clinic he received individual and 
— group psychotherapy with the adjunctive use 
of tranquilizing drugs. 
| On September 15, 1958, because of mount- 
| ing anxiety, he left a group therapy session, 
» requested and received medication consisting 
bs 120 tablets (400 mgm. each) of mepro- 
: ate to be taken q.i.d. The next morning 
: was found unconscious in his hotel bed. 
; E to him on the table was the prescription 
bottle containing one white tablet. He was 
hospitalized but in 


dicating considerable individual variation. ) 
The Office of the 
urkel)? reported the following pertinent au- 
topsy findings: Gross: The bronchial tree 
_ contains considerable bloody mucus. The lungs 
s - ?We wish to acknowledge the assistance of the 


_ Coroner, Henry W. Turkel, and his staff, Albert E. 
Warrens, Henry D: Moon, and C. H. Hine, 


vi PROLONGED HYPOTENSION DUE TO CHLORPROMAZINE 


E. 
E 
Eo Case Report.—The patient, a man of 43 
years, was admitted with a diagnosis of hypo- 
ania. He was known to have rheumatic heart 
ease and had previously received treatment 
for subacute bacterial endocarditis. His exer- 
d erance was good and there was no his- 
cardiac failure, 


On examination, the 


o 
lSenior Psychiatric 


e Registrar, Winwick Hosp., 
rington, Lancs., Eng. 


W. J. STANLEY, M.B., Cu.B. 


show mild basilar congestion and edema. 
Microscopic : Pulmonary parenchyma shows 
congestion, edema, hemorrhage and moderate 
atelectasis, ! 


Diagnosis : Pulmonary Congestion; E 
Hemorrhage and Edema. x 
Cause of Death: Meprobamate Poisoning, 
The Toxicologist’s Meprobamate is present in 
findings : the tissues; liver level 2” 


mgm. €. No alcohol, bar- 
biturates or common poi- 
sons. 


SUMMARY 


This is the description of a case of acute 
meprobamate intoxication due to the in- 
gestion of 47.6 grams of the drug with fatal ‘ 
outcome. We wish to emphasize that me- | 
probamate should be used with the same | 
careful consideration that any therapeutic 
agent deserves. 
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pressure was: 130/80. Electrocardiogram was 
within normal limits, 

In view of his overactivity and restlessness, 
chlorpromazine (50. mg.) was given intramus- 
eularly because of his refusal to take tablets. 
He was instructed to remain in bed, but two 
hours after the injection he got out of bed to’ 
go to the toilet, and fell to the floor after tak- 
ing a few steps. On examination, he was un- 
rousable, the radial pulse was not palpable, 
and the blood pressure was unrecordable ; the 
heart rhythm was regular at 60 per minute. 
The foot of the bed was raised, and 0.2 mg. 
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of nor-adrenaline (*Levophed Special Solu- 
tion") was given intravenously. The blood 
pressure rose to 120/70 almost immediately 
afterwards, but fell again to 80/? after about 
2 minutes. The patient regained consciousness. 
An intravenous drip of normal saline solution 
containing 4 mg. of nor-adrenaline per litre 
was set up, and the rate adjusted so as to 
maintain the blood pressure at about 120/80. 
At intervals the drip rate was slowed to see if 
the blood pressure could be maintained with- 
out nor-adrenaline, but 12 hours after the in- 
jection of chlorpromazine, slowing the drip 
rate caused a rapid fall to 80/50, and the drip 
was therefore continued. The next day the drip 
was stopped without a fall in blood pressure, 
and the patient felt quite well.? 


Discussion 

Hypotension is a recognized complica- 
tion of treatment with chlorpromazine, but 
is rarely a serious problem. Hussar(5) 
states that hypotension occurs more often 
after intramuscular than after oral adminis- 
tration, in patients receiving large doses, 
and in elderly or arteriosclerotic subjects. 
It is more severe in the upright position 
or after a sudden change to the upright 
position. He points out that occasionally 
severe and lasting hypotension may occur, 
particularly in patients with cardiovascular 
disease, and mentions a patient with mitral 
stenosis who developed tachycardia and 
died after being given chlorpromazine. 

Weiss(9) reported severe hypotension in 
a patient who was given electroconvulsive 
therapy whilst receiving oral chlorproma- 
zine (250 to 400 mg. daily). Subsequent 
ECT after discontinuation of chlorproma- 
zine did not cause hypotension, and the 
author concluded that the combined treat- 
ment should only be carried out with great 
care because of the risk of severe collapse. 
Denber(3) however did not agree that 
chlorpromazine was necessarily responsible 
for the above reaction, and pointed out 
that apnoea, cyanosis, collapse, and death 
have occurred with ECT. 

Meyer(6) described a case of sudden 
cardiovascular collapse leading to death 5 
days later in a female patient aged 52 


2I would like to thank Dr. G. J. Harrison and 
Dr. D. Ellis for permission to publish this case 
report, and the Medical Information Division of 
Messrs. May and Baker, Ltd., for their help with 
the references. 
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years who was receiving treatment with 
chlorpromazine for agitated depression. - 
She was hypertensive (BP—200/150) be- 
fore treatment began, and at autopsy was 
found to have chronic purulent bronchitis 
with broncho-pneumonic changes in the 
right lower lobe, dilatation of the right - 
ventricle, sclerosis of the mitral valve, and 
multiple haemorrhages in the gastric mu- _ 
cosa, Oral chlorpromazine had been given 
for 16 days before collapse occurred, and - 
she was then receiving 300 mg. of chlorpro- — 
mazine and 100 mg. of promethazine daily. 
In a series of 150 alcoholic patients treat- 
ed with chlorpromazine, Mitchell(7) re- 
ported one or more severe hypotensive - 
attacks in 7 patients, all of whom were . 
receiving 600 mg. daily. One patient who 
was given 300 mg. daily had two syncopal 
attacks, death occurring after the second, — 
Necropsy showed congestive heart failure — 
and advanced cirrhosis of the liver. v. 
Rea et al,(8) found that of over 300 — 
patients treated with chlorpromazine, only 
7 had a fall of blood pressure severe enough — 
to require intensive therapy. One of these — 
patients died with acute renal insufficiency 
several days after the hypotensive episode, 
and the authors concluded that as there was - 
no previous evidence of renal disease, this — 
complication must have been due to the 
hypotension. Four of these 7 patients were 
suffering from delirium tremens, and the - 
authors remark that vascular collapse may 
frequently be a cause of death in this con- 
dition, though they considered that chlor- : 
promazine was either a precipitating or N 
contributory cause of the hypotension. They _ 
noted that in patients given the drug in- - 
tramuscularly, collapse did not occur until 
6 hours after administration. i 
A non-fatal hypotensive reaction in a 
man of 71 years given oral chlorpromazine 
to control restlessness was reported by 
Burstein et al.,(1). Treatment with l-nor- | 
adrenaline was continued for 9 days, though 
chlorpromazine was also given during this — 
period. The patient had had a coronary a 
thrombosis 4 years previously, and had | 
radiation-induced pulmonary fibrosis fol- : 
lowing treatment for carcinoma of the 
oesophagus. d 
Cohen(2) described a middle-aged nor- 
motensive woman who showed signs of 
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an oral dosage of 100 mg. of chlorpro- 
ine daily for 4 days. 
In view of the great number of patients 
receive chlorpromazine therapy, es- 
cially psychiatric patients who are often 
given large amounts of this drug, reports 
serious complications are relatively rare. 
With reference to the complication which 
ecurred in the present case, though mild 
es of postural hypotension are com- 
non, severe and fatal cardiovascular re- 
ons appear to have been rare, and have 
n reported much more commonly in 
ients whose physical condition before 
omazine administration was poor. 
nts with cardiovascular disease, and 
holism, seem to be particularly liable 
uch reactions, and as the present case 
tes, a severe reaction may follow 
e small doses, especially when given 
enterally. That there is an element of 
idiosyncrasy is clear when one considers 
orts such as that of Douglas et al.,(4), 
ose patient did not develop hypotension 
- after taking 390 tablets of chlorpromazine 
mg. each) in a suicidal attempt. 
It would therefore seem to be advisable 
to avoid chlorpromazine in the types of 
atient mentioned above, but in a given 
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case, if it is decided that the possible 
benefits of chlorpromazine therapy out. 
weigh the risks, the oral rather than the 
intramuscular route should be used, and 
small doses should be given in the P 
stages of treatment ; a close watch sh 13 
be kept upon the blood pressure, and the 
patient should be confined to bed, since 
severe hypotension may follow the adoption 
of the erect posture many hours after ad- 
ministration of the drug. X 

Nor-adrenaline seems to be the treatment | 
of choice in severe hypotension following | 

orpromazine ; in mild cases, it is only. 
necessary for the patient to lie down for a 
few hours until the action of the drug has | 
worn off. 4 
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COMMENT 


INTERNATIONAL CONFERENCE ON THE 
INSULIN TREATMENT IN PSYCHIATRY 


The International Conference on the In- 
sulin Treatment in Psychiatry was held on 
October 24-95, 1958, at the New York 
Academy of Medicine, It was sponsored by 
the Manfred Sakel Foundation and by Drs. 
D. Ewen Cameron, Jacques S. Gottlieb, and 
S. Bernard Wortis. Prof. Otto Poetzl, M.D., 
of the University of Vienna was the honor- 
ary president. 

Dr. Joseph Wortis opened the conference 
with a paper on the history of the insul- 
in hypoglycemia treatment. Physiological 
changes during treatment were dealt with 
by Dr. Ivan F. Bennett (blood changes), 

. Williamina A. Himwich, Ph.D. (biochemi- 
cal changes in the brain), Charles A. 
Sawyer, Ph.D. (electroencephalographic 
changes), Dr. Samuel Bogoch ( neuroaminic 
acid in the spinal fluid before and after 
insulin therapy ). 

Dr. Hans Hoff gave the history of the 
organic treatment of schizophrenia and he 
and Dr. O. H. Arnold presented results of 
treatment at the University of Vienna. All 
their cases were severe and of unquestioned 
diagnosis. Insulin coma, combined at times 
with ECT, was used with psychotherapy 
and rehabilitation measures in all cases. 
After 5 years 81% of their patients were 
considered recovered. Most of the relapses 
Occurred during the first year. 

Dr. William Sargant reported that 67 
hospitals in southern England had used 
insulin treatment for the last 10 years. Only 
9 of these hospitals have now discontinued 
the insulin method, although in many others 
its use has been curtailed. ECT and insulin 
are combined when indicated. Sargant re- 
ported results comparable to those of the 
Vienna group. Both Hoff and Sargant noted 
that the United States had gone farthest 


in giving up insulin treatment and both | 
were somewhat critical of this precipitous 
move. Dr. Behrman of Argentina and Dr. 
A. C. Pacheco e Silva of Brazil also reported 
good results from insulin coma therapy and — 
still considered it the basic treatment for - 
schizophrenia. 

Dr. Paul H. Hoch discussed the case of 
both insulin and drug treatment, and stated 
that there is an insulin unit in every one of 
the New York State Hospitals. He con- — 
sidered both methods valuable but was not — 
prepared at this time to compare their - 
efficacy. Dr. Karl M. Bowman discussed | 
current trends in insulin treatment. Dr. An- Er 
drew K. Bernath reported on modifications f 
of anxiety following mild insulin hypo- x 
glycemia. Dr. O. H. Arnold spoke on the - 
mechanisms of the insulin effect. Dr. Daniel 
M. Weiss discussed the use of insulin thera- 
py in a Veterans Administration hospi! 
and Dr. Karl T. Dussik dealt with the use of 


insulin in an active treatment unit of todayy 

There was a lively discussion of the — 
relative merits of new therapies. Some felt ‘i 
rather optimistic regarding the use of the 


new drugs, but the concensus was that it 
is too early to pass judgment on the value - 
of these various drugs. The “total-push” - 
therapy was advocated, in which insulin | 
would be used with electroshock and with — 
drugs as indicated, and with psychotherapy . 
and rehabilitation work in all cases. Many 
considered this the best way of treating - 
schizophrenia at our present state of knowl- 
edge. p^. 
The Manfred Sakel Foundation plans to 
publish in book form the papers presented 
at this conference. bat 


CZECHOSLOVAK INTERNATIONAL PSYCHIAT- 
- ric Concress.—The Congress will take place 
- at Jeseník Spa/Grifenberg, September 7 
to 11, 1959. The main theme is the neuroses 
— in their biological, psychological and social 
— aspects; also toxic psychiatric disorders 
. and the problems of alcoholism. 
The personal participation of foreign 
_ guests, as well as their contributions, will 
E be warmly welcomed. In addition to Czech 
_ and Slovak, the languages of the Congress 
will be Russian, French, English and Ger- 
. man. Papers may be delivered in any of 
_ these languages and will be simultaneously 
- interpreted into all the others. 
__ Participants in the Congress and mem- 
_ bers of their families will be offered a full 
social and recreational program, includ- 
ing excursions to the surrounding moun- 
. tains, psychiatric establishments, and places 
—. of historical and cultural interest. 
For further information write to Dr. E. 

- Wolf, Secretariat of the Psychiatric Con- 
gress, Ke Karlovu 11, Praha 2, Czechoslo- 
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MenraL HEALTH RESEARCH IN THE SouTH. 
—This unique state-by-state study has been 
launched by the mental health program of 
the Southern Regional Education Board, 
according to Dr, William P, Hurder, direc- 

- tor of the program and the study. The 
SREB stands ready to assist states in solv- 
ing those research problems which can best 

- be attacked through regional cooperation. 
The Council of State Governments will 
provide data it has collected from the 48 
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NEWS AND NOTES 


states on methods of organizing and financ- 
ing state-supported research in mental 
health and related areas. 

Referring to the need for this type of 
study, Dr. Hurder cited a remark by Ad- 
miral Hyman G. Rickover pointing out that 
the home permanent wave industry bud- 
geted for research into ways of improving 
the looks of human hair a sum amounting 
to 2 cents per capita per United States fe- 
male. The whole nation, meanwhile, was 
spending only 3 cents per capita for re- 
search into the distressing things that go 
on inside the human head. 


ANNUAL WORKSHOP IN Pnojecrive DRAW- 
1NGS.—The 1959 Annual Workshop in Pro- 
jective Drawings will be conducted at the 
New York State Psychiatric Institute, New 
York City, by Emmanuel F. Hammer, 
Ph.D. and Selma Landisberg, M.A., July 
21-30. The workshop will provide a ground- 
ing in fundamentals, differential diagnosis, 
and the application of drawings in therapy. 

The text, Clinical Application of Projec- 
tive Drawings, Charles Thomas, Publisher, 
Springfield, Ill., is suggested as preparation 
for the workshop. 

For further information write to Miss 
Selma Landisberg, 116 East 35th St., New 
York 16, N. Y. 


Brooxtyn  Psvcurarmic — Sociery.—The 
following are the newly elected officers of 
the Brooklyn Psychiatric Society for 1959- 
60 : president: Sidney Green, M.D. ; vice- 
president: Abbott Lippman, M.D.; and 
secretary-treasurer : Morton Golden, M.D. 


Dn. Josepa Parker ro Heap PSYCHIATRY 
AT University or Krewrucky.—Dr. Joseph 
B. Parker, Jr., associate professor of psychi- 
atry at Duke University and chief of psy- 
chiatric service at the VA Hospital, Dur- 
ham, N. C., has been appointed psychiatry 
department chairman for the University of 
Kentucky's new medical center in Lexing- 
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ton, and professor of psychiatry. He will 
assume his new duties in the late summer, 
1959. 


S4ru ANNUAL MEETING or THE AMERI- 
CAN NEUROLOGICAL ÁSSOCIATION.— The 84th 
Annual Meeting of The American Neuro- 
logical Association will be held at the Clar- 
idge Hotel, Atlantic City, N. J., June 15-17, 
1959, under the Presidency of Dr. Bernard 
J. Alpers. 

For futher information write to the Sec- 
retary, Dr. Charles Rupp, 133 South 36th 
- St, Philadelphia 4, Pa. 


SEMINAR-WORKSHOP IN GENERAL SEMAN- 
Trcs,—' The 16th annual summer seminar- 
workshop in general semantics will be held 
at Western Reserve University, Cleveland, 
Ohio, August 15-31, 1959. The basic course 
for teachers, trainers, researchers, execu- 
tives will study the theory, principles and 
practice of general semantics. 

For further information write to The 
Registrar, Institute of General Semantics, 
Lakeville, Conn. 


ACADEMY OF PsycHODRAMA AND GROUP 
Psycuornerary.—The Academy, under the 
personal direction of Dr. J. L. Moreno, will 
conduct a 3-weeks practicum-seminar at 
the Group Theatre of Psychodrama of the 
Moreno Institute, from July 3 to July 24, 
1959. The seminar will deal with the phi- 
losophy and methods of psychodrama, 
sociodrama, role playing, sociometry and 
group dynamics. A number of part scholar- 
ships are available for selected applicants. 

For further information write to The 
Academy of Psychodrama and Group Psy- 
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chotherapy, Moreno Institute, 259 Wolcott 
Ave., Beacon, N. Y. 


AMERICAN BOARD OF PSYCHIATRY AND 
Neurotocy, INc.—The American Board of 
Psychiatry and Neurology, Inc. announces. 
the following schedule of forthcoming ex- 
aminations : 

Chicago, Ill.—October 19 and 20, 1959. 

New York, N. Y.—December 14 and 15, 
1959 

San Francisco, Calif.—March 14 and 15, 
1960. 


BULLETIN on ScHooL HEALTH Services. 
—The Council of Chief State School Of- 
ficers and the Association of State and 
Territorial Health Officers have published 
a newly revised 52 page edition of the 1951 — 
bulletin entitled Responsibilities of State 
Departments of Education and Health for 
School Health Services. f 

The bulletin may be ordered from Coun- 3 
cil of Chief State School Officers, 1201 Six- - 
teenth St, N.W., Washington 6, D. 1G 
Price : 35c. 

New Course IN Brain FUNCTIONING AT - 
ConwELL.—AÀ pioneering course in brain 
functioning entitled "Brain Mechanisms 
and Models” will be offered at Cornell 
University, Ithaca, N. Y., starting Septem- 
ber 1959. Sponsored jointly by the depart- — 
ments of mathematics, psychology and 
zoology, the course will deal with the re- 
lationships between mechanical functioning — 
and the processes of thinking and knowing, | 
and with the extent to which man-made 
mechanisms can duplicate human intel- 
lectual processes. 
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Apr. '59. 
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Mar. 59. j 

Barbara, Dominick A.: Stuttering; A Psy- — 
chodynamic Approach to its Understand- 
ing and Treatment, 381, Oct. '58. | 
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chiatrie, 286, Sept. '58. 
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"58. 

Lott, George M. : The Story of the Human - 
Emotions, 1052, May '59. - 

Loutit, C. M., et al.: Clinical Psychology 
of Exceptional Children, 571, Dec. 58. 

Lowenberg, Bert James (Ed) : Darwin, 
Wallace, and the Theory of Natural Se- =) 
lection, 1052, May '59. 

Lumeij, J. L. J. : The Methods of iti ^ 
and Psychiatry, 573, Dec. 558. 
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Remotivating the Mental Patient, 671, 
Jan. '59. 

Merton, R. K.; Reader, C.; and Kendall, 
P. L. (Eds.): The Student Physician, 
571, Dec. '58. 
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tion Method, 572, Dec. '58. 

Roman, Melvin : Reaching Delinquents 
Through Reading, 1053, May 59. 

Ruesch, Jurgen ; Disturbed Communication, 
91, July '58, 

Ruggieri, Bartholomew A.: See Schwarz, 
Berthold Eric. 

Sargent, S. Stansfeld; and Williamson, 
Robert C. : Social Psychology (2nd ed.). 
1054, May ’59, 

Schaffner, Bertram (Ed.) : Group Proc- 
esses: Transactions of the Third Con- 
ference, 954, Apr, '59. 

Schlaegel, T. F.: Psychosomatie Ophthal- 
mology, 957, Apr. 59. 

Schneidman, Edwin S.; and Farberow, 
MS L. : Clues to Suicide, 862, Mar. 


[June - 


Schwarz, Berthold Eric; and Ruggieri, 
Bartholomew A.: Parent-Child Tension, 
848, Mar. 759. 

Scott, John Paul: Animal Behavior, 766, 
Feb. '59. 

Shock, Nathan W.: A Classified Bibliog- 
raphy of Gerontology and Geriatrics, 92, 
July '58. 

Simpson, Ida Harper: See Martin, Harry, 
jt. auth. 

Sjogren, Torsten; and Larsson, Tage: Ob- 
ligophrenia in Combination with Con- 
genital Ichthyosis and Spastic Disorders, 
851, Mar. '59. 

Skottowe, Ian : A Mental Health Handbook, 
574, Dec. '58. 

Spiegel, E. A. (Ed.): Progress in Neu- 
rology and Psychiatry, Vol. 12, 663, Jan. 
"59. 


Spinoza, Baruch : The Road to Inner Free- 
dom, 188, Aug. '58. 

Spiro, Melford E. : Children of the Kibbutz, 
853, Mar. '59. 

Stewart, W. A. C. : See Mannheim, Karl, jt. 
ed. = 

Stott, D. H. : Unsettled Children and Their 
Families, 380, Oct. '58. 

Sugar, Oscar: See Mackay, Roland P., jt. 
ed 


Thorndike, Lynn: A History of Magic and 
Experimental Science, 1052, May '59. 
Tomkins, Silvan S. : See Reed, Charles F., 

jt. ed. ` 
` Tracy, John Evarts : The Doctor as Witness, 

570, Dec. '58. 

Van Sickel, Mildred : See Noyes, Arthur P., 

jt. auth. 

` Von Bracken, Helmut: See David, Henry 

P., jt. auth. 

Von Kopsch, Prof. Dr. Fr.: Nomina An- 

atomica, 860, Mar. '59. 

Waelsch, Heinrich (Ed.): Ultrastructure 
and Cellular Chemistry of Neural Tissue, 
864, Mar. '59. 

Wallen, Richard W.: Clinical Psychology, 
94, July '58. 

Wallerstein, Robert S. : Hospital Treatment 
of Alcoholism, 862, Mar. '59. 

Wechsler, David: The Measurement and 
Appraisal of Adult Intelligence (4th ed.), 
582, Mar. '59. 

- Wechsler, I. $,; A Textbook of Clinical 

: Neurology (8th ed.), 836, Mar. '59. 

Weiss, Edward ; and English, O. Spurgeon : 
Psychosomatic Medicine, 666, Jan. '59. 

Werre, P. F.: The Relationship between 

Electroencephalographic and Psychologi- 

cal Data in Normal Adults, 860, Mar. ’59. 


Wikler, Abraham : The Relation of Psychi- 
atry to Pharmacology, 838, Mar. '59. 

Williams Richard H.: See Greenblatt, 
Milton C., jt. ed. 

Williamson, Robert C.: See Sargent, S. 
Stansfeld, jt. auth. 

Winnicott, D. W. : Mother and Child, 670, 
Jan. '59. 

Winnicott, D. W.: The Child and the 
Outside World, 575, Dec. 58. 

Wolstenholme, G. E. W. ; and Millar, Elaine 
C. P. (Eds.) : Hormones in Blood, 958, 
Apr. '59. 

Wolstenholme, G. E. W.; and O'Connor, | 
Cecilia M. (Eds.) : The Chemistry and 
Biology of Purines, 570, Dec. '58. ; 

Wolstenholme, G. E. W. ; and Millar, Elaine 
C. P. (Eds.) : Regulation and Mode of 
Action of Thyroid Hormones, 567, Dec. — 
'58 P 


Wolstenholme, G. E. W. ; and Millar, Elaine — 
C. P. (Eds.) : Paper Electrophoresis, 284, 
Sept. 58. 


Woods, Grace E. : Cerebral Palsy in Child- 
_ hood, 845, Mar. '59. EO 
Wortis, S. Bernard : See Mackay, Roland P., | 
jt. ed. 
Yasargil, M. G.: See Krayenbuhl, H., jt. 
auth. 3 
Brain Diseases and Damage: See Neuro- — 
pathology. ; 5 


C 


Cerebrospinal Fluid: A Rapid Test for CSF — 
Protein Determination (C.N.) ; Erwin M. 
Jacobs, 816, Mar. '59. à 

Chemotherapy : See Psychopharmacology. 

Child Psychiatry : j " 

Characteristics of Thought Disturbances as 
Related to EEG Findings in Children 
and Adolescents ; Margaret A. Kennard, — 
911, Apr. '59. 1 

Child Psychiatry and Mental Deficiency | 
(Review of Psychiatric Progress, 1958) ; 
Leo Kanner, 608, Jan. '59. 

A Clinical Study of Gilles De La Tourette’s 
Disease (Maladie Des Tics) in Children; 
Leon Eisenberg, 715, Feb. '59. EX 

Treatment of Psychoses in Early Childhood. 
with Triiodothyronine (P.R.); 166, Aug. 
"58. E 

Community Mental Health Needs; The Psy- - 
chiatric Emergency Clinic: A Flexible — | 
Way of Meeting; M. Donald Coleman, - 
980, Mar. '59. 15] 

Convulsive Disorders: Epilepsy (Review of - 
Psychiatrie Progress, 1958); Walter J. 
Friedlander, 623, Jan. '59.  . * 
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— Day Hospitals : 

_ Day Hospitals for Severely Disturbed Schizo- 
phrenic Children ; Alfred M. Freedman, 
893, Apr. '59. 

Intensive Short-Term Therapy in a Day 
Care Facility For Control of Recurrent 
Psychotic Symptoms (C.N.); Else B. 
Kris, 1027, May '59. 

New Concepts of Psychiatric Care with 
Special Reference to the Day Hospital ; 

Charles E. Goshen, 808, Mar. '59. 

. Doctor-Patient Relationship and its Historical 

Context ; Thomas S. Szasz, 522, Dec. '58. 

Drugs and Drug Therapy : See Psychopharma- 
cology. 

unton, William Rush, Jr. : Our Senior Editor 

(Ed.) ; 264, Sept. '58. 


E 


- Eleetrocardiography as a Routine Admission 

j Procedure in a Large Neuropsychiatric 

Hospital: An Evaluation (C.N.) ; Philip 

H. Ross, 1034, May '59. 

Characteristics of Thought Disturbances as 
Related to Electroencephalographic Find- 
ings in Children and Adolescents ; Mar- 
garet A. Kennard, 911, Apr. '59. 

_ Correlation of Bilateral Occipital Flow 
Activity in the Human EEG with Certain 
Disorders of Behavior ; Robert Cohn, 44, 

- July 58. 

7 Electroencephalography (Review of Psychi- 
atric Progress, 1958) ; W. T. Liberson, 
593, Jan. '59. 

Sedation in EEG (C.N.) ; C. H. Carter, 

^ 815, Mar. '59. 

.. Electroshock Therapy : See Shock Therapy. 

Encephalitis ; Post-Encephalitic Behavior Dis- 

y order—A Forgotten Entity: A Report of 
100 Cases; Sol Levy, 1062, June ’59. 

.. Endocrinology : Neuropathology, Endocrinolo- 

gy and Biochemistry (Review of Psychi- 

atric Progress, 1958) ; O. R. Langworthy, 

589, Jan. '59, 

Epilepsy : See Convulsive Disorders. 

. Etiology : The Methodological Importance of 

Distinguishing Two Separate Causal 

Chains Which Together Produce the 

Clinical Picture of Psychosis; Otto F. 

Ehrentheil, 220, Sept. 58, 


~ 


F 


- Family Relations : 
Family Care and Outpatient Psychiatry 
(Review of Psychiatric Progress, 1958) - 
Walter E. Barton, 642, Jan. '59. 


Neurotic Interaction and Patterns of Pseudo- 
Heredity in the Family ; Jan Ehrenwald, 
134, Aug. "58. 

Fear, Hostility, Reality; Eugen Kahn, 1002, 
May '59. 

Fertility Control: The Influence of, Upon 
Psychiatric Illness ; Alan F. Guttmacher, 
683, Feb. '59. 

Forensic Psychiatry : 

A Criminologist Looks at Privilege ; 
MacCormick, 1068, June 59. 

The Death Penalty (Ed.) ; Stanley C. Cobb, 
559, Dec. '58. 

Forensic Psychiatry (Review of Psychiatric 
Progress, 1958); Winfred Overholser, 
645, Jan. '59. 

The Problem of Privilege; Historical and 
Juridical Sidelights; Henry Root Stern, 
Jr., 1071, June *59. 

A Psychiatric Study of a Mass Murderer ; 
James A. V, Galvin, 1057, June '59. 

Role of the Psychiatrist in Criminal Trials ; 
Joseph B. Cumming, 491, Dec. '58. 

Teaching of Forensic Psychiatry in Ameri- 
can and Canadian Medical Centers ; 
Robert J. Stoller, 150, Aug. '58. 


G 


General Hospitals, Psychiatry In : Problems in 
Establishing and Maintaining Psychiatric 
Units in General Hospitals; A. E. Ben- 
nett, 974, May '59. 

Genetics : See Heredity and Eugenics. 

Geriatrics and Old Age Problems : 

Alcoholism and Geriatrics (Review of Psy- 
chiatric Progress, 1958) ; Karl M. Bow- 
man, 619, Jan. '59. 

Hazards in Tranquilizing the Elderly Pa- 
tient (C.N.) ; Genevieve A. Arneson, 163, 
Aug. '58. 

Psychiatrie Response of Geriatric-Psychi- 
atric Patients to Mellaril (TP-21 Sandoz) 
(C.N.) ; Leopold Judah, 1118, June '59. 

Senescent Memory Decline and Senile Am- 
nestic Syndrome (C.N.); V. A. Kral, 
361, Oct. '58. 


Austin 


H 


Heredity and Eugenics (Review of Psychiatric 
Progress, 1958) ; Franz J. Kallmann, 586, 
Jan. '59. 

Histamines : Releasable Histamine Levels and 
Histamine Tolerance in Tissues of 291 
Psychotic Patients ; Louise H. Jodrey, 801, 
Mar. '59, 

Historical : 

Non-Restraint (H.N.) ; Naomi Raskin, 471, 
Nov. '58. 

Non-Restraint at Kalamazoo State Hospital 
(Corr.) ; 557, Dec. '58. 


CTS 
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A Pre-Freudian Complex-Theory (H.N.) ; 
Ernest Harms, 751, Feb. '59. 
Homosexuality : An Approach to the Problem 
of, in the Military Service ; Louis Jolyon 
West, 392, Nov. '58. 
Hypersomnia, Psychogenic ; Norman P. Gold- 
stein, 922, Apr. '59. 
Hyperthyroidism : Acute Transitory Psychotic 
Reaction Manifested After Radioactive 
Iodine Treatment for (C.R.) ; Kurt Wit- 


Immigration : The American Melting Pot : Its 
J. M. Radzinski, 873, 


q ton, 746, Feb, '59. 
I 
Ictal Affect ; David Daly, 97, Aug. '58. 
| 


Meaning to Us; 
Apr. '59. 
| Indonesia: The Social Conditions of Psycho- 
therapy in ; R. Slamet Iman Santoso, 798, 
l Mar. ’59. 
: Industrial Psychiatry (Review of Psychiatric 
: Progress, 1958) ; Ralph T. Collins, 630, 
Jan. '59. 
| In Memoriam : 
Charles Englander, 480, Nov. 558. 
Douglas M. Kelley, 96, July '58. 
Merril Moore, 191, Aug. '58. 
Manfred Sakel, 987, Sept. '58. 

Edwahl À. Strecker, 959, Apr. '59. 

Harry J. Worthing, 767, Feb. '59. 

Edwin Garvin Zabriskie, 1055, May '59 

Insulin Coma Treatment : 

International Conference on the Insulin 
"Treatment in Psychiatry (Ed.); 1127, 
June '59. 

Successful Termination of Prolonged Insulin 
Coma of Twenty Days With One Year 
Follow-Up (C.R.) ; James F. Suess, 745, 
Feb. '59. 

Use of Glucagon in the Termination of 
Therapeutic Insulin Coma (C.N.) ; Man- 
fred Braun, 814, Mar. '59. 

Interdisciplinary : The Social-Legal Counsel- 
ling Board : An Experiment in the Inter- 
disciplinary Approach Involving Law, 
Psychiatry, and Social Work ; John Don- 
nelly, 1021, Mar. '59. 

International Psychiatry : 

Committee on International Relations, 1958 
( Ed.) ; Iago Galdston, 472, Nov. '58. 

International Conference on the Insulin 
Treatment in Psychiatry (Ed.); 1127, 
June '59. 

Psychiatry in Asía and the Middle East; 
Henry P. Laughlin, 193, Sept. '58. 

World Federation for Mental Health An- 
nual Meeting (Ed.) ; George S. Steven- 
son, 828, Mar. '59. 


Janet, Pierre M. F. (H.N.); Ernest Harms 


1036, May '59. 
Jung Annotates Modern Art (Ed.) ; 177, Aug. 
"58. 


& 
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Kinsey Imports: Verdict of the ; Karl ] 
Bowman, 126, Aug. '58. 


L 


Leucotomy ; See Psychosurgery. 
Lobotomy : See Psychosurgery. ar. 
Lysergic Acid Experiences: Subjective R 
ports of in a Context of Psychological 
Performance ; Sidney Cohen, 30, July 


M 


Manic-Depressive Personality : On the Ds ; 
namics of ; Robert W. Gibson, 1101, Jur 
'59. 

MeNaughten Rule : 
chiatry. 

California Assembly Bill 437: Le 
sanity (Ed.) ; Reginald S. Rood, 
May '59. 

The Nonpsychotic Offender and the E 
Hospital; Reginald S. Rood, 518, 
'58. 

Temporary Insanity as a Defense ; Leo 
Orenstein, 121, Aug. '58. 

Mental Deficiency and Child Psychiatry (R 
view of Psychiatric Progress, 1958) ; Le 
Kanner, 608, Jan. "59. " 

Mental Health : "n 

Mental Health in Education (Review of 
Psychiatric Progress, 1958) ; W. Carson | 
Ryan, 628, Jan. 59. A 

States Act to Improve Their Mental Health 
Programs (Ed.) ; R. H. Felix, 262, 
"58. 


See also Forensic ] 


Mental Hospitals: See also Administrative 
Psychiatry. 
Changing Roles of Hospitals for Psychia 


Treatment (Ed.) ; Lauren H. Sedi 371 


Needs, New York State Service (E 
Paul H. Hoch, 175, Aug. '58. 
Premature Discharges From Public M 
Hospitals (Corr.) ; 259, Seot ‘58. à 
Research in State Mental Hi s; Eau 
H. Hoch, 289, Oct. '58. 
A Study in Non-Restraint ; M ru 
114, Aug. '58. 
Mescaline : 
Studies on Mescaline, VIII : 
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Observations; Herman C. B. Denber, 
239, Sept. '58. 

Studies on Mescaline, X: Psychological 

Changes Before and After Mescaline as 

Measured by the MMPI (C.N.); Her- 

í man C. B. Denber, 546, Dec. '58. 

Military Psychiatry : 

= An Approach to the Problem of Homo- 

" = sexuality in the Military Service; Louis 

b Jolyon West, 392, Nov. '58. 

Military Phychiatry (Review of Psychiatric 
Progress, 1958) ; Joseph S. Skobba, 649, 
Jan. 59. 

_ Psychiatric Aspects of Training for Honor- 
able Survival as a Prisoner of War ; 
Louis Jolyon West, 329, Oct. 58, 

Some Antecedent Factors in Army Prison- 

-—. . ers; Adolf Haas, 143, Aug. 58, 

Mind, Matter and Brain; Nathan Roth, 62, 

July 758. 

[odel Psychoses: Their History, Relevancy 
E. and Limitations (Adolf Meyer Research 
—.. Lecture) ; W., Mayer-Gross, 673, Feb. '59. 

Murder : Psychiatrie Study of a Mass Murder- 
- . er; James A. V. Galvin, 1057, June ’59. 
Musie Therapy For the Mentally Retarded 
MEN 4 Frederick Edward Kratter, 737, 
eb. '59. 


m» 


N 


Narco-Stimulation | (C.N.) 
. verme, 738, Feb. '59. 
Neurology, Clinical: (Review of Psychiatric 

- . Progress, 1958) ; William H, Timberlake, 
+. 811, Jan. 59. x 
. Neuropathology : 

_ Mental Deterioration and Occlusion of the 
a Internal Carotid Arteries in the Neck 
Es j Man) ; Clifford L. Williams, 256, Sept. 


E 


_ Mental Symptoms in Cases of Tumor of 


; Albert A. La- 


v, 
n Temporal Lobe ; Paul Gal, 160, Aug. '58. 


- - Neuropathology, Endocrinology and Bio- 
; chemistry (Review of Psychiatric Prog- 
pa 1958) ; O. R. Langworthy, 589, Jan. 


5i 
ey ology : Brain Mechanisms and 
sychotherapy ; Bernice T. Eiduson, 203, 
Sept. '58. 
Nuclear Radiation : 
Effects of Nuclear Radiation (Ed.) ; 658, 
Jan. '59. 
Effects of Nuclear Radiation (Corr.) ; 1042, 
May 59. 
Nursing, Psychiatric : (Review of Psychiatric 
Progress, 1958) ; Lavonne M. Frey, 633, 
Jan. "59. : 


ie 
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Occupational Therapy : 


Letter-Writing in a Mental Hospital ; Robert 
Sommer, 514, Dec. '58. 

Patient Industry and the Worker’s Attitudes 
Towards Their Jobs (C.N.) ; B. J. Bolin, 
246, Sept. ’58. 

Psychiatric Occupational Therapy: Some 
Aspects of Roles and Functions ; Made- 
laine Ellis, 318, Oct. '58. 

Rehabilitation and Occupational Therapy 
(Review of Psychiatric Progress, 1958) ; 
Franklin S. DuBois, 635, Jan. '59. 

Open Door : 

Open Door Policy on an Adolescent Service 
in a Psychiatric Hospital ; James M. Tool- 
an, 790, Mar. '50. 

Open Ward Policy at St. Lawrence State 
Hospital ; Herman B. Snow, 779, Mar. '59. 

Patient Reactions to the “Open Door" ; Na- 
than Wisebord, 518, Dec. '58. 


P 


Parental Deprivation : Studies of Parental De- 
privation in Psychiatric Patients; Ian 
Gregory, 432, Nov. '58. Correction 
(Corr.) ; 755, Feb. '59. 

Pastoral-Psychiatric Workshops : The St. John's 
Mental Health Institute ; Hymann Lipp- 
man, 529, Dec. ’58. 

Patient Government (A.N.) ; M. G. Jacoby, 
943, Apr. '59. 

Patterns of Psychiatric Progress; John Mac- 
Iver, 692, Feb. '59, 

Personality: Multiple Self Concepts as Ef- 
fected by Mood States; A. Z. Orzeck, 
349, Oct. '58. 

Pharmacotherapy : See Psychopharmacology. 

Philadelphia Metropolitan Psychiatry in 1959 ; 
Earl D. Bond, 929, Apr. '59. 

Phrenology: 'The Influence of, on Early 
American Psychiatric Thought; Eric T. 
Carlson, 535, Dec. '58. 

Physiological Treatment (Review of Psychi- 
atric Progress, 1958) ; Joseph Wortis, 599, 
Jan. *59. 

Placebo Response : The Prognostic Value of 
(C.N.) ; Leon D. Hankoff, 549, Dec. '58. 

Post-Partum Mental lllness: Characteristics 
of ; John J. Madden, 18, July 58. 

Pound, Ezra : 

Politics and Mental Health ; Some Remarks 
Apropos of the Case of Mr, Ezra Pound : 
Thomas S. Szasz, 508, Dec. ’58. 

Pound, Politics and Mental Health (Corr.) ; 
1040, May '59. 

Premenstrual Tension: Medical, Psychiatric 
and Legal Aspects of ; Irwin N, Perr, 211, 
Sept. '58. 


| 
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Presidential Address: The American Psychi- 
atric Association in Relation to American 
Psychiatry ; Harry C. Solomon, 1, July 
"58. 

President's Page ; 373, Oct. '58. 

Psychiatric Education : 

Facilities For Psychiatric Education : Survey 
of Psychiatric Departments in Medical 
Schools ; Kenneth E. Appel, 698, Feb. ’59. 

Growth of Psychiatrists During and After 
Residency Training : An Objective Eval- 
uation; Herbert C. Modlin, 1081, June 
'59. 

A Program for the Psychiatric Training of 
General Practitioners While Utilizing 
Their Offices as an Outpatient Facility ; 
Jackson A. Smith, 539, Dec. '58. 

Psychiatrie Education (Review of Psychi- 
atric Progress, 1958); Franklin G. 
Ebaugh, 650, Jan. '59. 

Psychiatric Training Programs For General 
Practitioners (Ed.) ; Leo H. Bartemeier, 
946, Apr. '59. 

A Serious and Little-Recognized Deficit in 
Post-War Psychiatric Residency Training ; 
Robert T. Morse, 899, Apr. '59. 

The 'Teaching of Forensic Psychiatry in 
American and Canadian Medical Cen- 
ters ; Robert J. Stoller, 150, Aug. '58. 

Psychiatrie Emergency Clinic: A Flexible 
Way of Meeting Community Mental 
Health Needs ; M. Donald Coleman, 980, 
Mar. '59. 

Psychoanalysis : 

An Explanation For Transference Cure ; Its 
Occurrence in Psychonanlysis and Psy- 
chotherapy ; Lawrence C. Kolb, 414, Nov. 
58. 


Treatment Results of Psychoanalysis 
(Corr.) ; 754, Feb. '59. 
Psychology : 


Clinical Psychology (Review of Psychiatric 
Progress, 1958) ; Frederick Wyatt, 596, 
Jan. '59. 2 

Some Considerations Regarding Basic Mech- 
anisms of Positive and Negative Types of 
Motivations ; John C. Lilly, 498, Dec. '58. 

Toward the Effective Use of the Psychologi- 
cal Consultation ; Robert G. Harlow, 228, 
Sept. '58. 

Psychological Tests : 

Diagnostic and Personality Testing in Clini- 
cal Psychology ; R. W. Payne, 25, July 58. 

Psychiatric Evaluation of “Normal Control" 
Volunteers; William Pollin, 129, Aug. 
'58. 

Subjective Reports of Lysergic Acid Ex- 
periences in a Context of Psychological 
Test Performance; Sidney Cohen, 30, 
July '58 
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Studies on Mescaline X: Psychological 
Changes Before and After Mescaline as 
Measured by the MMPI (C.N.) ; Herm: 
C. B. Denber, 546, Dec. ^58. 

Psychopharmacology : 

General Articles : 

Anxiety-Depressions and Pharmacother. 
py-Correlations (C.N.) ; 
Schneck, 77, July ^58. 

Appraisal of the “Tranquilizers” and Their ra 
Influence on Other Somatic Treatments 
in Psychiatry; Lothar B. Kalinowsky, 
294, Oct. '58. 

A Clinical Note on Drug Induced De- ? 
pression (C.N.) ; Carl H. Fellner, on 
Dec. '58. i 

Drug Induced Tranquilization vs. Drug 
Induced Agitation (C.N.) ; Hilda Mus- 
zynski, 1029, May '59. 

Drugs—Single or Multiple Daily Dosage 
(C.N.) ; Philip Haden, 932, Apr. ' 

The Evaluation and Testing of Psycho- - 
pharmaceutic Drugs ; Alan F. Leveto n, 
232, Sept. "58. E 

Hazards in Tranquilizing the Elderly 
tient (C.N.) ; Genevieve A. Ameso) 
163, Aug. 58. 

Induced Depressions : Pharmacologic Ef- - 
fects (C.N.) ; Robert L. Faucett, 2: 
Sept. '58. 

Observations on the Comparative Effects 
of Tranquilizers on Patients Previous| 
Treated with Prochlorperazine (C.N.) . 
Werner M. Mendel, 466, Nov. '58. — 

Pre-Admission Drug Treatment of Stat 
Psychiatric Hospital Patients (C.N.) ; 
Albert A. Kurland, 1028, May ’59. 

Some Drugs Used in the Treatment of 
Mental Disorders (Ed.) ; H. E. Him- 
wich, 756, Feb. '59. M 

The Symptomatic Relief of Anxiety with — 
Meprobamate, Phenobarbital and Place- — 
bo; E. H. Uhlenhuth, 905, Apr. '59. 

Therapeutic Implications of Differen 
Effects of New Phenothiazine 
pounds ; F. A. Freyhan, 577, Jan. 

Tranquilizers and Energizers (C.N.) $ 
Joseph A. Barsa, 543, Dec. '58. 

Withdrawal From  Neuroleptic 
(C.N.) ; George W. Brooks, 931, 
"59. 


Reports on Individual ie ee 
Acepromazine (Plegicil) : Prelim 
Evaluation of (C.N.) ; pd T. F 
son, 548, Dec. '58. 
Acetazolamide  (Diamox) : 
Convulsive Response in Elec! 
sive ers in a Patient Treated 
(C.R.) ; J. T. Ungerleider, 81, July 


Chlorpromazine : 

Spinal Fluid Changes During Chlor- 
promazine Therapy (P.R.); James 
K. Smith, 167, Aug. '58. 

Use of Chlorpromazine Combined with 
Meprobamate (C.N.); Joseph A. 
Barsa, 79, July '58. 

The Validity of the Forrest Reagent 
Test for the Detection of Chlorpro- 
mazine or other Phenothiazines in 
the Urine (C.N.) ; Benjamin Pollack, 
76, July '58. 

Cycloserine as an Antidepressant Agent 

— . (&N.) : George E. Crane, 1025, May 

"59. 
Deaner (Deanol) : 
Clinical Uses of Deanol (Deaner) : A 

.* New Type of Psychotropic Drug 
(C.N.) ; John D. Moriarty and John 
C. Mebane, 941, Apr. '59. 

Deaner ; An Adjunct for Treatment of 
Schizoid and Schizophrenic Patients 
(C.N.) ; Nina Toll, 366, Oct. '58. 

Deprol : The use of in Chronic Psychotic 
Patients (C.N.) ; Veronica M. Penning- 
ton, 250, Sept. '58. 

- Diphenhydramine Hydrochloride: On 

Special Uses of, in the Somatic Thera- 

py Ward of a Psychiatric Hospital 

— . (CN.) ; Herbert Freed, 359, Oct. '58. 

— . Glucagon : The Use of in the Termination 

; of Therapeutic Insulin Coma (C.N.) ; 

Manfred Braun and Milford Parker, 

—- 8M, Mar. '59. 

_ Glutethimide (Doriden) ; 

.. Addiction to Glutethimide (C.R.) ; 
Arnold Sadwin, 469, Nov. '58. 

. Addiction to Glutethimide (C.R.) ; 

MA George A. Rogers, 551, Dec, '58. 

Harmonyl : An Evaluation of the Efficacy 

_ . 0f, in Psychiatric Treatment (C.N.) 

. . David Freedman, 248, Sept. '58, 

Indoklon Combined With Pentothal and 
Anectine (Corr.) ; 1041, May '59. 

_ Imipramine (Tofranil) ; 

; Imipramine ; A Potent New Anti-De- 
pressant Compound (C.N.); H. 
Azima, 245, Sept. '58. 

Preliminary Report on Imipramine (‘To- 
franil) (C.N.) ; Paul E. Feldman, 
1117, June '59. 

The Treatment of Depressive States 
With G 22355 (Imipramine Hydro- 
Dara ; Roland Kuhn, 459, Nov. 


E 


Iproniazid (Marsilid) : 

Iproniazid Chemotherapy in Melan- 
h cholia; Theodore R. Robie, 402, 
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Florida's Sunny West Coast . 


Rates Include All Services and Accommodat 


A MODERN HOSPITAL FOR Medes Disco dU Qd tiun 
EMOT l [e] NAL READJUSTMEN T Assoc. Medical oro WALTER E WELLBOEN : x j M.D. 
TARPON SPRINGS e FLORIDA — *tUKO'c.conzareeind 0 


SAMUEL G. WARSON M B OGRE PHILLIPS, M.D 
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A non-profit 
treatme: 


auties of the 
a, affording excep- 
litation. 
ic services and thera- 
g non-resident care, 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
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For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy unde: 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D 
Consulting Psychiatrist Medical Director 
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For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
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CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
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Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available, 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Aeereditatien ef Hospitals 
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COMPTON SANITARIUM 
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BEVERLY DAY CENTER 
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